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E\  crybody  experiences  psychic  tension. 


Most  people  can  handle  this  tension. 


Some  people  develop  excessiv  e psychic  tension  and  need  your  counseling, 


and  a fevv'  may  need  counseling 
and  the  psychotropic  action  of  Valium®  (diazepam). 
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Before  deciding  to  make  Valium 
diazepam)  part  of  your  treatment 
3lan,  check  on  whether  or  not  the 
patient  is  presently  taking  drugs 
ind,  if  so,  what  his  response  has 
)een.  Along  with  the  medical  and 
;ocial  history,  this  information  can 
lelp  you  determine  initial  dosage, 
he  possibility  of  side  effects  and 
he  ultimate  prospects  of  success 
)r  failure. 

While  Valium  can  be  a most 
lelpful  adjunct  to  your  counseling, 
t snould  be  prescribed  only  as  long 
IS  excessive  psychic  tension  per- 
;ists  and  should  be  discontinued 
vhen  you  decide  it  has  accom- 
)lished  its  therapeutic  task.  In 
general,  when  dosage  guidelines 
ire  followed.  Valium  is  w ell 
olerated  (see  Dosage).  For  con- 
venience it  is  available  in  2-mg,  5-mg 
ind  lo-mg  tablets. 

Drowsiness,  fatigue  and  ataxia 
lave  been  the  most  commonly  re- 
lorted  side  effects. 

Until  response  is  determined, 
latients  receiving  Valium  should 
)e  cautioned  against  engaging  in 
lazardous  (x:cupations  requiring 
:omplete  mental  alertness,  such 
IS  driving  or  operating  machinery. 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 
xARY  Or  ( ’P Indications:  Tension  and  anxiety  states;  somatic  com-  ' 
plaihTs  which  are  concomitants  of  emotional  factors;  psycho- 
hehVotic  states  manifested  by  tension,  anxiety,  apprehension, 

0 0 Ml  (f^t^t^depressive  symptoms  or  agitation;  symptomatic  relief 
^ ^ oAIof  Shiite'  agitation,  tremor,  delirium  tremens  ana  hallucinosis 
due  to  acute  alcohol  withdrawal;  adjunctively  in  skeletal 
muscle  spasm  due  to  reflex  spasm  to  local  pathology,  spasticity 
caused  by  upper  motor  neuron  disorders,  athetosis,  stiff-man 
syndrome,  convulsive  disorders  (not  for  sole  therapy). 

Contraindicated:  Known  hypersensitivity  to  the  drug. 
Children  under  6 months  of  age.  Acute  narrow  angle  glau- 
coma; may  be  used  in  patients  with  open  angle  glaucoma  who 
are  receiving  appropriate  therapy. 

Warnings:  Not  of  value  in  psychotic  patients.  Caution 
against  hazardous  occupations  requiring  complete  mental 
alertness.  When  used  adjunctively  in  convulsive  disorders, 
possibility  of  increase  in  frequency  and/or  severity  of  grand 
mal  seizures  may  require  increased  dosage  of  standard  anti- 
convulsant medication;  abrupt  withdrawal  may  be  associated 
with  temporary  increase  in  frequency  and/or  severity  of 
seizures.  Advise  against  simultaneous  ingestion  of  alcohol  and 
other  CNS  depressants.  Withdrawal  symptoms  (similar  to 
those  v\'ith  barbiturates  and  alcohol)  have  occurred  following 
abrupt  discontinuance  (convulsions,  tremor,  abdominal  and 
muscle  cramps,  vomiting  and  sweating).  Keep  addiction-prone 
individuals  under  careful  surveillance  because  of  their  pre- 
disposition to  habituation  and  dependence.  In  pregnancy, 
lactation  or  women  of  childbearing  age,  weigh  potential 
benefit  against  possible  hazard. 

Precautions:  If  combined  with  other  psychotropics  or 
anticonvulsants,  consider  carefully  pharmacology  of  agents 
employed;  drugs  such  as  phenothiazines,  narcotics,  barbi- 
turates, MAO  inhibitors  and  other  antidepressants  may  poten- 
tiate its  action.  Usual  precautions  indicated  in  patients 
severely  depressed,  or  with  latent  depression,  or  with  suicidal 
tendencies.  Observe  usual  pirecautions  in  impaired  renal  or 
hepatic  function.  Limit  dosage  to  smallest  effective  amount  in 
eluerly  and  debilitated  to  preclude  ataxia  or  oversedation. 

Side  Effects:  Drowsiness,  confusion,  diplopia,  hypoten- 

dysarthria, 
mcon- 


sion,  changes  in  libido,  nausea,  fatigue,  depression,  i 
jaundice,  ^in  rash,  ataxia,  constipation,  headache,  i 
tinence,  changes  in  salivation,  slurred  speech,  tremor,  vertigo, 
urinary  retention,  blurred  vision.  Paradoxical  reactions  such 
as  acute  hyperexcited  states,  anxiety,  hallucinations,  increased 
muscle  spasticity,  in.somnia,  rage,  sleep  disturbances,  stimula- 
tion have  been  reported;  should  these  occur,  discontinue  drug. 


counts  an 
therapy. 


liver  function  tests  advisable  during  long-term 


ROCHE 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley.  N J 07110 


Isolated  reports  of  neutropenia,  jaundice;  periodic  blood 
ndli 

my. 

Dosage:  Individualize  for  maximum  beneficial  effect. 
Adults:  Tension,  anxiety  and  psychoneurotic  states,  2 to  10  mg 
b.i.d.  to  q.i.d.;  alcoholism,  10  mg  t.i.d.  or  q.i.d.  in  first  24  hours, 
then  5 mg  t.i.d.  or  q.i.d.  as  neetfed;  adjunctively  in  skeletal 
muscle  spasm,  2 to  10  mg  t.i.d.  or  q.i.d.;  adjunctively  in 
convulsive  disorders,  2 to  10  mg  b.i.d.  to  q.i.d.  Geriatric  or 
debilitated  patients:  2 to  2V2  mg,  1 or  2 times  daily  initially, 
increasing  as  needed  and  tolerated.  (See  Precautions.)  Children: 
1 to  2*/2  mg  t.i.d.  or  q.i.d.  initially,  increasing  as  needed  and 
tolerated  (not  for  u.se  under  6 months). 

Supplied:  V'alium®  (diazepam)  Tablets,  2 mg,  5 mg  and 
10  rng;  bottles  of  100  and  500.  All  strengths  also  available  in 
d'el-E-Dose®  packages  of  1000. 


Wium* 

(diazepam) 

To  help  you  manage  excessive  psychic  tension 
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IMXSUPRINE  HCI 

Jie  compatible  vasodilator 


• no  interference  with  diabetic  control . . . does  not  alter 
carbohydrate  metabolism/ 

• conflicts  have  not  been  reported  with  diuretics, 
corticosteroids,  antihypertensives  or  miotics. 

There  are  no  known  contraindications  in  recommended 
oral  doses  other  than  it  should  not  be  given  in  the  presence 
of  frank  arterial  bleeding  or  immediately  postpartum. 


' INDICATIONS:  Based  on  a review  of  this  drug  by  the  National 
Academy  of  Sciences-National  Research  Council  and/or  other 
information,  the  FDA  has  classified  the  indications  as  follows: 

Possibly  Effective: 

1.  For  the  relief  of  symptoms  associated  with  cerebral  vascular  insufficiency. 

2.  In  peripheral  vascular  disease  of  arteriosclerosis  obliterans, 
thromboangiitis  obliterans  (Buerger’s  disease)  and  Raynaud’s  disease. 

; 3.  Threatened  abortion. 

[ Final  classification  of  the  less-than-effective  indications  requires  further 
I investigation. 

I 

I IMPOSITION:  Vasodilan  (ablets,  isoxsuprine  HCI,  10  mg.  and  20  mg. 

1972  ME»0  JOHNSON  & COMPANY  . EVANSVILLE,  INDIANA  47721  U.S.A.  10372 


DOSAGE  AND  ADMINISTRATION:  10  to  20  mg.  three  or  four  times  daily. 


CONTRAINDICATIONS  AND  CAUTIONS:  There  are  no  known 
contraindications  to  oral  use  when  administered  in  recommended  doses. 
Should  not  be  given  immediately  postpartum  or  in  the  presence  of  arterial 
bleeding. 

ADVERSE  REACTIONS:  On  rare  occasions,  oral  administration  of  the  drug 
has  been  associated  in  time  with  the  occurrence  of  severe  rash.  When  rash 
appears,  the  drug  should  be  discontinued.  Occasional  overdosage  effects  such 
as  transient  palpitation  or  dizziness  are  usually  controlled  by  reducing  the  dose. 


SUPPLIED: 

Tablets,  10  mg. — bottles  of  100,  1000,  5000  and  Unit  Dose 
20  mg. — bottles  of  100,  500  and  Unit  Dose 

REFERENCE:  1.  Samuels,  S.  S.,  and  Shaftel,  H,  E.: 

J.  Indiana  Med.  Ass.  54:1021-1023  (July)  1961. 
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Community  Joins  Mahoning  County  Medical 
Society  in  Climax  to  Centennial  Celebration 


\’ENTS  RELATING  to  the  centennial  cele- 
bration of  the  Mahoning  County  Medical  So- 
ciety took  the  limelight  in  the  Youngstown  area 
for  the  week  of  October  29-November  4 and  cul- 
minated in  a gala  Saturday  evening  program. 

The  Society  sponsored  “Salute  to  the  Ameri- 
can Arts”  netted  more  than  $26,000  for  the  four 
established  art  groups  in  Youngstown,  the  Youngs- 
town Symphony,  Playhouse,  Ballet  Guild,  and  the 
Butler  Institute  of  American  Art.  The  month  of 
November  was  given  over  to  a display,  “Medicine 
in  Art,”  at  the  Butler  Institute.  This  included  the 
45  original  oil  paintings  of  the  Parke-Davis  col- 
lection, depicting  highlights  in  the  histor)’  of  medi- 
cine from  ancient  times.  The  artist,  Henr)-  Koerner 
and  his  wife  were  guests  for  the  celebration.  Local 
historical  exhibits  were  also  part  of  the  celebration 
(see  October  issue  of  The  Journal,  page  912). 


Dr.  Henry  Holden,  Society  president,  re- 
ported that  more  than  1800  people  attended  the 
centennial  celebration  in  the  Powers  Auditorium. 
The  backing  of  the  community  was  further  indi- 
cated by  the  fact  that  Youngstown  Mayor  Jack  C. 
Hunter  proclaimed  the  period  as  “Mahoning 
Gounty  Medical  Society  Week.” 

The  Mahoning  Gounty  Medical  Society  was 
founded  on  November  13,  1872.  In  preparation 
for  the  celebration,  a centennial  committee  was 
appointed  last  year.  The  committee  consisted  of 
the  29  living  past  presidents,  the  president,  the 
president-elect,  plus  the  president  and  president- 
elect of  the  Woman’s  Auxiliary.  Dr.  Jack  Schreiber 
was  named  chairman  with  Dr.  John  J.  Mc- 
Donough as  cochairman. 

The  committee  sponsored  a contest  to  design 
a special  seal  for  use  in  connection  with  the  cen- 


Dr.  Henry  Holden,  president  of  the  Mahoning  County  Medical  Society,  displays  the  centennial  program  to 
two  distinguished  guests,  Dr.  William  R.  Schultz,  center.  President  of  the  Ohio  State  Medical  Association,  and 
Dr.  Maurice  F.  Lieber,  OSMA  Sixth  District  Councilor. 


4 ' The  Ohio  State  Medical  Journal 


Dr.  Jack  Schreiber,  right,  centennial  committee  chairman,  discusses  program  features  with  OSMA  President 
William  Schultz,  and  Dr.  James  H.  Sammons,  Baytown,  Texas,  member  of  the  AMA  Board  of  'I'rustees.  On 
the  left  is  Dr.  John  J.  McDonough,  cochairman  of  the  centennial  committee. 


tennial  activities.  The  winning  design  was  sub- 
mitted by  Mrs.  Henry-  Holden,  wife  of  the  presi- 
dent. 

The  Bulletin  of  the  Society  included  histori- 
cal articles  throughout  the  year,  and  the  November 
issue  was  a special  historical  number.  Editor  is  Dr. 
John  C.  Malnick. 

For  21  years,  the  Society  has  been  exhibiting 
and  sponsoring  a combined  health  exhibit  (allied 
professions  and  voluntary-  health  agencies)  at  the 
Mahoning  County  Fair,  better  known  as  the  Can- 
field  Fair.  (More  was  reported  on  this  in  the 
October  issue  article.) 


Early  in  the  year  an  appeal  was  made  for 
each  physician  member  of  the  Society  to  con- 
tribute $100,  or  $1  for  each  year  of  the  Society’s 
existence.  More  than  $20,000  was  raised  in  this 
manner.  Also  an  appeal  was  made  to  the  public 
for  donations,  and  tickets  yvere  sold  to  help  raise 
the  money  contributed  to  the  four  art  groups. 

A new  street  is  being  constructed  to  giy-e  a 
better  entrance  to  the  emergency  department  and 
parking  lot  of  the  Youngstown  Hospital’s  South 
Unit.  City  Council  has  been  petitioned  to  name 
this  street  for  Dr.  Charles  Dutton,  Youngstoyvn’s 
first  physician  who  entered  practice  there  in  1801. 
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In  serious  gram-negative  infections'^ 

Simplified 
dosage  guideline: 


Usual  adult  dosage and  IV. --in  patients  with 

normal  renal  function 


132  lbs.  or  less 


Over  132  lbs. 


Serious  Infections;  The  recommended 
dosage  of  GARAMYCIN  Injectable  in 
patients  with  normal  renal  function  is 


1.5cc.  (60  mg.) 
every  8 hours 


3 mg. /kg. /day  administered  in  three  equal 


doses  every  8 hours. 


Life-Threatening  Infections;  Dosages  of 
up  to  5 mg. /kg. /day  may  be  administered 
in  three  or  four  equal  doses.  This  dosage 
should  be  reduced  to  3 mg. /kg. /day  as 
soon  as  clinically  indicated. 

Children’s  Dosage— I.M.  and  I.V. 

3 to  5 mg. /kg. /day  in  three  equal  doses 
every  8 hours. 


*Due  to  susceptible  organisms 


WARNING 

Patients  treated  with  GARAMYCIN  Inject- 
able should  be  under  close  clinical  obser- 
vation because  of  the  potential  toxicity 
associated  with  the  use  of  this  drug. 

Ototoxicity,  both  vestibular  and  auditory, 
can  occur  in  patients,  primarily  those  with 
pre-existing  renal  damage,  treated  with 
GARAMYCIN  Injectable,  usually  for  longer 
periods  or  with  higher  doses  than  recom- 
mended. 


GARAMYCIN  Injectable  is  potentially 
nephrotoxic,  and  this  should  be  kept  in 
mind  when  it  is  used  in  patients  with  pre- 
existing renal  impairment. 

Monitoring  of  renal  and  eighth  nerve 
function  is  recommended  during  therapy  of 
patients  with  known  impairment  of  renal 
function.  This  testing  is  also  recommended 
in  patients  with  normal  renal  function  at  on- 
set of  therapy  who  develop  evidence  of 
nitrogen  retention  (increasing  BUN,  NPN, 


I 

! creatinine  or  oliguria).  Evidence  of  otof"-' 
L icity  requires  dosage  adjustments  or 
\continuance  of  the  drug.  ’ 

\ In  event  of  overdose  or  toxic  reacti' 
peritoneal  dialysis  or  hemodialysis  will 
in  removal  of  gentamicin  from  the  bh' 
Serum  concentrations  should  be  moni 
ed  when  feasible  and  prolonged  concert, 
tiohs  above  12  meg. /ml.  should  be  avoP'l'* 
Concurrent  use  of  other  neurotoxic 
or  nephrotoxic  drugs,  particularly  stre*>9i 

f 


Garamvcm 

gentamian  I mjectabie 
sulfate 


IM./IM 


I,  neomycin,  kanamycin,  cephaloridine, 
Icin,  polymyxin  B,  and  polymyxin  E 
riin),  should  be  avoided. 

’ ' concurrent  use  of  gentamicin  with  po- 
I ureticsshouldbeavoided.sincecertain 
f ics  by  themselves  may  cause  ototoxic- 
addition,  when  administered  intrave- 
r,  diuretics  may  cause  a rise  in  gentami- 
rum  level  and  potentiate  neurotoxicity. 
lE  IN  PREGNANCY  Safety  for  use 
gnancy  has  not  been  established. 


40  mg.  per  cc. 

Each  cc.  contains  gentamicin  sulfate 
equivalent  to  40  mg.  gentamicin 


Duration  of 
therapy-I.M.  and  IV. 

The  usual  duration  of  treatment  is  7 to  10  days.  In 
difficult  and  complicated  infections,  a longer  course 
of  therapy  may  be  necessary. 

Instructions  for  I.V.  use 

Dilution— A single  dose  is  diluted  in  1 00  or  200  cc.  of 
sterile  normal  saline  or  in  a sterile  solution  of  dextrose 
5%  in  water;  in  infants  and  children,  the  volume  of 
diluent  should  be  less.  The  concentration  of  gentamicin 
in  solution  should  not  exceed  1 mg./cc.  (0.1  %). 

Infusion  time— The  solution  is  infused  over  a period  of 
1 to  2 hours. 

Premixing— GARAMYCIN  Injectable  should  not  be 
physically  premixed  with  other  drugs  but  should  be 
administered  separately  in  accordance  with  the 
recommended  route  of  administration  and  dosage 
schedule. 

In  adults  with 
Impaired  renal  function 

The  single  dose  of  GARAMYCIN  Injectable  given  by 
patient  weight  remains  the  same;  however,  the  interval 
between  doses  must  be  extended. 

This  interval  may  be  approximated  by  multiplying  the 
serum  creatinine  by  eight  as  follows: 

Serum  creatinine  X 8 = frequency  of  administration 
(mg. /100  ml.)  (in  hours) 

This  dosage  schedule  is  not  intended  as  a rigid 
recommendation,  but  is  provided  as  a guide  to  dosage 
when  the  measurement  of  gentamicin  serum  levels  is 
not  feasible. 

See  Clinical  Considerations  section  which  follows... 


Garamycin®  Injectable 

brand  of  gentamicin  sulfate  U.S.P.,  injection,  40  mg./cc. 

Each  cc.  contains  gentamicin  sulfate  equivalent  to  40  mg.  gentamicin 
For  Parenteral  Administration 


WARNING:  Patients  treated  with  GARAMYCIN  Injectable  should  be 
under  close  clinical  observation  because  of  the  potential  toxicity 
associated  with  the  use  of  this  drug. 

Ototoxicity,  both  vestibular  and  auditory,  can  occur  in  patients, 
primarily  those  with  pre-existing  renal  damage,  treated  with  GARA- 
MYCIN Injectable,  usually  for  longer  periods  or  with  higher  doses 
than  recommended. 

GARAMYCIN  Injectable  is  potentially  nephrotoxic,  and  this  should 
be  kept  in  mind  when  it  is  used  in  patients  with  pre-existing  renal 
impairment. 

Monitoring  of  renal  and  eighth  nerve  function  is  recommended 
during  therapy  of  patients  with  known  impairment  of  renal  function. 
This  testing  is  also  recommended  in  patients  with  normal  renal  func- 
tion at  onset  of  therapy  who  develop  evidence  of  nitrogen  retention 
(increasing  BUN,  NPN,  creatinine  or  oliguria).  Evidence  of  ototoxicity 
requires  dosage  adjustments  or  discontinuance  of  the  drug. 

In  event  of  overdose  or  toxic  reactions,  peritoneal  dialysis  or 
hemodialysis  will  aid  in  removal  of  gentamicin  from  the  blood. 

Serum  concentrations  should  be  monitored  when  feasible  and 
prolonged  concentrations  above  12  mcg./ml.  should  be  avoided. 

Concurrent  use  of  other  neurotoxic  and/or  nephrotoxic  drugs,  par- 
ticularly streptomycin,  neomycin,  kanamycin,  cephaloridine,  vio- 
mycin,  polymyxin  B,  and  polymyxin  E (colistin),  should  be  avoided. 

The  concurrent  use  of  gentamicin  with  potent  diuretics  should  be 
avoided,  since  certain  diuretics  by  themselves  may  cause  toxicity. 
In  addition,  when  administered  intravenously,  diuretics  may  cause 
a rise  in  gentamicin  serum  level  and  potentiate  neurotoxicity. 
USAGE  IN  PREGNANCY  Safety  for  use  in  pregnancy  has  not  been 
established. 


INDICATIONS  GARAMYCIN  Injectable  is  indicated,  with  due  regard  for 
relative  toxicity  of  antibiotics,  in  the  treatment  of  serious  infections 
caused  by  susceptible  strains  of  the  following  microorganisms: 

Pseudomonas  aeruginosa,  Proteus  species  (indole-positive  and  indole- 
negative), Escherichia  coli  and  Klebsiella-Enterobacter-Serratia  species. 

Clinical  studies  have  shown  GARAMYCIN  Injectable  to  be  effective  in 
septicemia  and  serious  infections  of  the  central  nervous  system  (menin- 
gitis), urinary  tract,  respiratory  tract,  gastrointestinal  tract,  skin  and 
soft  tissue  (including  burns). 

Bacteriologic  tests  to  determine  the  causative  organisms  and  their  sus- 
ceptibility to  gentamicin  should  be  performed. 

Bacterial  resistance  to  gentamicin  develops  slowly  in  stepwise  fashion; 
there  have  been  no  one-step  mutations  to  high  resistance. 

In  suspected  or  documented  gram-negative  sepsis,  GARAMYCIN  may  be 
considered  as  initial  therapy.  The  decision  to  continue  therapy  with  this 
drug  should  be  based  on  the  results  of  susceptibility  tests,  the  severity  of 
the  infection,  and  the  important  additional  concepts  contained  in  the 
Warning  Box.  In  the  neonate  with  suspected  sepsis  or  staphylococcal 
pneumonia,  a penicillin  type  drug  is  usually  indicated  as  concomitant 
antimicrobial  therapy. 

GARAMYCIN  Injectable  has  been  shown  to  be  effective  in  serious  staph- 
ylococcal infections.  It  may  be  considered  in  those  infections  when  peni- 
cillins or  other  less  potentially  toxic  drugs  are  contraindicated  and 
bacterial  susceptibility  testing  and  clinical  judgment  indicate  its  use. 

CONTRAINDICATIONS  A history  of  hypersensitivity  to  gentamicin  is  a 
contraindication  to  its  use. 

WARNINGS  See  Warning  Box. 

PRECAUTIONS  Neuromuscular  blockade  and  respiratory  paralysis  have 
been  reported  in  the  cat  receiving  high  doses  (40  mg. /kg.)  of  gentamicin. 
The  possibility  of  these  phenomena  occurring  in  man  should  be  considered 
if  gentamicin  is  administered  to  patients  receiving  neuromuscular  block- 
ing agents  such  as  succinylcholine  and  tubocurarine. 

Treatment  with  gentamicin  may  result  in  overgrowth  of  nonsusceptible 


organisms.  If  this  occurs,  appropriate  therapy  is  indicated. 

ADVERSE  REACTIONS 

Nephrotoxicity:  Adverse  renal  effects,  as  demonstrated  by  rising  BUN, 
NPN,  serum  creatinine  and  oliguria,  have  been  reported.  They  occur  more 
frequently  in  patients  with  a history  of  renal  impairment  treated  with 
larger  than  recommended  dosage. 

Neurotoxicity:  Adverse  effects  on  both  vestibular  and  auditory  branches 
of  the  eighth  nerve  have  been  reported  in  patients  on  high  dosage  and/or 
prolonged  therapy.  Symptoms  include  dizziness,  vertigo,  tinnitus,  roaring 
in  the  ears  and  hearing  loss. 

Numbness,  skin  tingling,  muscle  twitching,  and  convulsions  have  also 
been  reported. 

Note:  The  risk  of  toxic  reactions  is  low  in  patients  with  normal  renal 
function  who  do  not  receive  GARAMYCIN  Injectable  at  higher  doses  or  for 
longer  periods  of  time  than  recommended. 

Other  reported  adverse  reactions,  possibly  related  to  gentamicin,  in- 
clude increased  serum  transaminase  (SGOT,  SGPT),  increased  serum  bili- 
rubin, transient  hepatomegaly,  decreased  serum  calcium;  splenomegaly, 
anemia,  increased  and  decreased  reticulocyte  counts,  granulocytopenia, 
thrombocytopenia,  purpura;  fever,  rash,  itching,  urticaria,  generalized 
burning,  joint  pain,  laryngeal  edema;  nausea,  vomiting,  headache,  increased 
salivation,  lethargy  and  decreased  appetite,  weight  loss,  pulmonary  fibro- 
sis, hypotension  and  hypertension. 

DOSAGE  AND  ADMINISTRATION  GARAMYCIN  Injectable  may  be  given 
intramuscularly  or  intravenously. 

For  Intramuscular  Administration: 

PATIENTS  WITH  NORMAL  RENAL  FUNCTION* 

Adults:  The  recommended  dosage  for  GARAMYCIN  Injectable  for  pa- 
tients with  serious  infections  and  normal  renal  function  is  3 mg. /kg. /day, 
administered  in  three  equal  doses  every  8 hours. 

For  patients  weighing  over  60  kg.  (132  lb.),  the  usual  dosage  is  80  mg. 
(2  cc.)  three  times  daily.  For  patients  weighing  60  kg.  (132  lb.)  or  less, 
the  usual  dose  is  60  mg.  (1.5  cc.)  three  times  daily. 

In  patients  with  life-threatening  infections,  dosages  up  to  5 mg. /kg./ 
day  may  be  administered  in  three  or  four  equal  doses.  This  dosage  should 
be  reduced  to  3 mg. /kg. /day  as  soon  as  clinically  indicated. 

*ln  children  and  infants,  the  newborn,  and  patients  with  impaired  renal 
function,  dosage  must  be  adjusted  in  accordance  with  instructions  set 
forth  in  the  Package  Insert. 

For  Intravenous  Administration: 

The  intravenous  administration  of  GARAMYCIN  Injectable  is  recom- 
mended in  those  circumstances  when  the  intramuscular  route  is  not  feasi- 
ble (e.g.,  patients  in  shock,  with  hematologic  disorders,  with  severe 
burns,  or  with  reduced  muscle  mass). 

For  intravenous  administration,  in  adults,  a single  dose  of  GARAMYCIN 
Injectable  may  be  diluted  in  100  or  200  cc.  of  sterile  normal  saline  or  in 
a sterile  solution  of  dextrose  5%  in  water;  in  infants  and  children,  the 
volume  of  diluent  should  be  less.  The  concentration  of  gentamicin  in  solu- 
tion, in  both  instances  should  normally  not  exceed  1 mg./cc.  (0.1%).  The 
solution  is  infused  over  a period  of  1 to  2 hours. 

The  recommended  dose  for  intravenous  administration  is  identical  to 
that  recommended  for  intramuscular  use. 

GARAMYCIN  Injectable  should  not  be  physically  pre-mixed  with  other 
drugs,  but  should  be  administered  separately  in  accordance  with  the 
recommended  route  of  administration  and  dosage  schedule. 

HOW  SUPPLIED  GARAMYCIN  Injectable,  40  mg.  per  cc.,  2 cc.  multiple- 
dose  vials  for  parenteral  administration. 

Also  available,  GARAMYCIN  Pediatric  Injectable,  10  mg.  per  cc.,  2 cc. 
multiple-dose  vials  for  parenteral  administration.  APRIL,  1972 

AHFS  Category  8:12.28 

For  more  complete  prescribing  details,  consult  Package  Insert  or  Physi- 
cians’ Desk  Reference.  Schering  literature  is  also  available  from  y9ur 
Schering  Representative  or  Professional  Services  Department,  Schering 
Corporation,  Kenilworth,  New  Jersey  07033.  slr  192 
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Sports  Medicine  Center 
Established  at  CWRU 

The  Rainbow  Sports  Medicine  Cienter  is  the 
newly  established  unit  at  Rainbow  Hospital.  Affili- 
ated with  University  Hospitals  of  Cleveland  and 
Case  Western  Reserve  University  School  of  Medi- 
cine, Rainbow  has  a long  history  of  interest  in 
children’s  orthopaedic  problems.  Hence,  sports 
medicine  is  a natural  for  its  orthopaedic  staff. 

Treatment  of  adolescent  sports  injuries  will 
be  a major  focus  of  the  Center.  Equally  important 
functions  will  be  research  into  sports  equipment 
and  ways  to  prevent  sports  injuries  through  j^roj^ei 
exercises,  taping  and  padding. 

“Our  chief  thrust  will  be  aiding  high  school 
athletes,”  said  Dr.  Robert  Mack,  newly  appointed 
director  of  the  Center.  Dr.  Mack  is  head  of  ortho- 
paedic surgery  at  Cleveland  Metropolitan  General 
Hospital  and  assistant  professor  in  orthopaedic 
surgery'  at  CWRU  Medical  School. 

An  avid  skier,  Dr.  Mack  is  one  of  four  doc- 
tors— all  of  whom  are  associated  with  the  new 
Center — who  conducted  experiments  to  test  ski 
bindings.  The  results,  published  in  the  December 
Journal  of  Safety  Research,  show  most  bindings 
do  not  protect  skiers  adequately.  The  experiment 
won  an  award  from  the  U.S.  Ski  Association  and 
the  American  Academy  of  Orthopaedic  Surgeons. 

Dr.  Mack  is  team  physician  for  the  Cleveland 
Barons  and  Crusaders  hockey  teams  and  also  serves 
as  physician  for  the  U.  S.  Ski  Team  in  world- 
wide competitions. 

Tax  Credit  Available  for  Hirino; 
Eligible  Welfare  Employees 

The  following  information  was  contained  in 
a release  from  the  U.  S.  Department  of  Labor. 

The  Revenue  Act  of  1971  allows  employers  to 
claim  a “Job  Development  Tax  Credit”  amount- 
ing to  20  percent  of  the  cash  wages  paid  an  eligible 
welfare  employee  during  his  first  12  months  on  a 
company  payroll. 

To  be  eligible  for  this  credit,  employers  must 
hire  workers  from  the  Work  Incentive  Program 
(WIN),  operated  through  state  employment  se- 
curity and  welfare  agencies.  The  program’s  long- 
range  goal  is  to  restore  to  economic  independence 
all  employable  persons  receiving  Aid  to  Families 
with  Dependent  Children. 

Thus,  business  or  professional  people  hiring 
WIN  workers  benefit  two  ways — directly  through 
the  tax  credit  and  indirectly  by  helping  to  reduce 
welfare  rolls. 
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Harding  Hospital 

WORTHINGTON,  OHIO 

A fully  accredited  private  psychiatric  hospital  situated  on  45  acres  of  beautiful, 
wooded  grounds  just  ten  miles  north  of  the  state  capitol. 

THE  HARDING  HOSPITAL  PROVIDES: 

* 125  In-patient  beds  — 

* Day  Hospital  program  — 

* Full  time  attending  staff  of  psychiatrists  — 

* Professionally  trained  Adjunctive  Therapy  staff  with  programs  in  occupa- 
tional, recreational  and  vocational  therapy.  (Crafts,  Fine  Arts,  Greenhouse, 
etc.) 

* Qualified  staff  of  psychologists  — 

* Social  Service  department  — 

* Consultation  and  evaluation  for  out-patients. 

For  particulars  on  rates  and  terms  or  on  specific  patients  write  or  call  — 

Harding  Hospital  - Worthington,  Ohio 
Area  Code  614  - 885-5381 

George  T.  Harding,  M.D.  Donald  L.  Hanson 

Medical  Director  Administrator 


The  treatment  of 


impotence 


\ due  to  androgenic  deficiency  in  the  American  male. 
\ The  concept  of  chemotherapy  plus  the 
physician’s  psychological  support  is  confirmed 
effective  therapy. 


The  Treatment  of  Impotence 
with  Melhylteslosterone  Thyroid 
(100  patients  — Double  Blind  Stu 
T.  Jakobovils 

Fertility  and  Sterility,  January  19i 
Official  Journal  of  the 
American  Fertility  Society 


(thyroid-androgen)  tablets 


Double-Blind  Study  and  Type  of  Patient: 

100  patients  suffering  from  impotence, 
the  patients  receiving  the  active  medicati 
(Android)  a favourable  response  \was  se 
in  78%.  This  compares  with  40% 
placebo.  Although  psychotherapy  is  in 
cated  in  patients  suffering  from  functioi 
impotence  the  concomitant  role  of  chen 
therapy  (Android)  cannot  be  disputed. 


Choice  of  4 strengths: 

Android  Android-HP 


Android-X  Android-Plus 


Each  yellow  tablet  contains: 
Methyl  Testosterone  ,.2.Sms. 
Thyroid  Eit.(t/(gr.)  ..10ms. 

Glutamic  Acid  SO  mg. 

Thiamine  KCL  10  mg. 

Dose:  1 tablet  3 times  daily. 
Available: 

Bottles  of  100,  500.  1000. 


Each  red  tablet  contains: 
Methyl  Testosterone  ..S.Omg. 
Thyroid  Eit.  (V2  gr.)  ...30  mg. 

Glutamic  Acid SO  mg. 

Thiamine  HCL 10  mg. 

Dose:  1 tablet  3 times  daily. 
Available: 

Bottles  Of  100.  500,  1000. 


Each  orange  tablet  contains: 
Methyl  Testosterone  .12.5  mg. 
Thyroid  Eit.fl  gr.)  ....64  mg. 

Glutamic  Acid  SO  mg. 

Thiamine  HCL  10  mg. 

Dose:  1 or  2 tablets  daily. 
Available: 

Bottles  of  60.  500. 


WITH  HIGH  POTENCY 
B COMPLEX  AND  VITAMIN  C 
Each  white  tablet  contains: 
Methyl  Testosterone  ..2. 5 mg. 
Thyroid  Ext.  (V4  gr.)  ...15mg. 
Ascorbic  Acid  (Vit.C)  .250  mg. 


....25  mg. 
.. . .100  mg. 

5 mg. 

75  mg. 


Thiamine  HCL 
Glutamic  Acid 
Pyridoxine  HCL  , 

Niacinamide  .. 

Calcium  Pantothenate  .10  mg. 

Vitamin  B-12  2.5  meg. 

Riboflavin  .5  mg. 

Dose:  2 tablets  daily. 
Available:  Bottles  of  60.  500. 


Contraindications:  Android  is  contraindicated  in  patients  with  prostatic  carcinoma,  severe  cardiei 
disease  and  severe  persistent  hypercalcemia,  coronary  heart  disease  and  hyperthyroidism.  Occasi 
cases  of  jaundice  with  pluggine  biliary  eanalieuli  have  occurred  with  average  doses  of  Methyl  Te: 
terone.  Thyroid  is  not  to  be  used  in  heart  disease  and  hypertension. 

Warnings:  Large  dosages  may  cause  anorexia,  nausea,  vomiting  abdominal  pain,  diarrhea,  head) 
di22iness,  lethargy,  paresthesia,  skin  eruptions,  loss  of  libido  in  males,  dysuria,  edema,  congestive  I 
failure  and  mammary  carcinoma  in  males. 

Precautions:  If  hypothyroidism  is  accompanied  by  adrenal  insufficiency  the  latter  must  be  corrected  | 
to  and  during  thyroid  administration. 

Adverse  Reactions:  Since  Androgens,  in  general,  tend  te  promote  retention  of  sodium  and  water,  patl 
receiving  Methyl  Testosterone,  in  particular  elderly  patients,  should  be  observed  for  edema. 
Hypercalcemia  may  occur,  particularly  In  immebili2ed  patients:  use  of  Testosterone  should  be  discontli 
as  soon  as  hypercalcemia  is  detected. 


Thyreid-andreeen  interrelations  and  the  hyaocholesterenne  effect  of  androsterone.  j Clin  Endoer  II 
1959.  5.  Farris,  E.  i.,  and  Colton,  S.  W.  Effects  of  L-thyroxine  and  liothyronine  on  spermatoge 
J Urol  79:863,  1958.  6.  Osol.  A.,  and  Farrar,  G.  E.  Uaited  States  Dispensatory  (ed.  21).  Lippineott, 
deiphia.  1955,  p.  1432.  7.  Wershub,  L.  P.  Sexual  Impotence  in  the  Male.  Thomas.  Springfield. 

III.,  1959.  pp.  79-99. 


Wrhe  tor  littrature  and  samples:  THE  BROWN  PHARMACEUTICAL  CO.,  INC.  2500  West  6th  Street,  Los  Angeles,  California  90t 
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Papers  on  Drug  Abuse 
Available  from  OSMA  Office 

Copies  of  several  papers  on  drug  abuse  from 
the  AMA’s  1972  Conference  of  State  Mental 
Health  Representatives  are  currently  available 
from  the  OSMA  office.  Included  are: 

“How  the  Medical  Society  Can  Involve  Phy- 
sicians in  Drug  Abuse  Treatment,”  by  Merlin  \V. 
Kampfer,  M.D.,  president,  Community  Organi- 
zation for  Drug  Abuse  Control,  Phoenix,  Arizona. 

“Emergency  Treatment  and  Detoxification,” 
by  George  R.  Gay,  M.D.,  director.  Drug  Detoxi- 
fication, Rehabilitation  and  After  Care  Project, 
Haight-Ashbury  Free  Clinic,  San  Francisco,  Cali- 
fornia. 

“The  Physician’s  Role  in  Educating  the  Pub- 
lic,” by  Wallace  Ann  Wesley,  Hs.D.,  director, 
AMA  Department  of  Flealth  Education,  Chicago, 
Illinois. 

“AMA  Activities  in  Drug  Abuse,”  by  Herbert 
A.  Raskin,  M.D.,  chairman,  AMA  Committee  on 
Alcoholism  and  Drug  Dependence,  Birmingham, 
Michigan. 

“Case  Studies  in  the  Development  of  Com- 
munity Program.s — Maricopa  County,”  by  William 
J.  Dunn,  M.D.,  vice-president.  Community  Or- 
ganization for  Drug  Abuse  Control,  Phoenix, 
Arizona. 

Also  available  as  a public  .service  from  the 
OSMA  office  is  the  newly  revised  pamphlet  “What 
Ever)’one  Should  Know  About  Marihuana,  LSD, 
Amphetamines,  Barbiturates,  Glue  Sniffing  and 
Narcotics.”  Copies  may  be  obtained  in  volume 
for  waiting  rooms,  meetings,  etc. 

For  copies  of  any  of  the  above,  contact  the 
Secretary,  Committee  on  Mental  Health,  Ohio 
State  Medical  Association,  17  S.  High  St.,  Co- 
lumbus 4321.'!. 


VA  Adds  Another 
Drug  Treatment  Center 

Dedication  of  a drug  dependence  treatment 
center  at  McGuire  Wterans’  Hospital  in  Rich- 
mond, \'a.,  brings  to  44  the  number  of  drug 
treatment  centers  officially  in  the  Veterans  Ad- 
ministration system. 

Veterans  now  can  also  get  treatment  for  drug 
abuse  at  all  of  the  168  VA  hospitals  in  every 
state  of  the  continental  U.S.,  and  at  special  VA 
drug  centers  or  units  in  30  states,  Puerto  Rico, 
and  the  District  of  Columbia. 

VA  is  admitting  somewhat  more  than  22,000 
drug  dependent  patients  per  year.  This  is  about 
1,200  inpatients  and  6,000  outpatients  daily,  or 
some  70,000  outpatient  visits  per  month. 
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State  Medical  Board  Report  Shows  Increase 
in  Enforcement  Activities  and  Licensure 


OOME  INl'ERESTING  DATA  are  revealed  in 
^ the  annual  report  of  the  State  Medical  Board 
of  Ohio  tor  1971.  During  the  year  there  was  an 
approximate  500  percent  increase  in  formal  en- 
forcement activity  and  an  approximate  200  per- 
cent increase  in  licensure  activities  over  the  pre- 
vious year. 

The  information  is  contained  in  the  official 
report  of  the  Board  to  the  Governor  and  is  signed 
by  William  J.  Lee,  Administrator. 

The  Board  held  seven  regular  and  1 1 called 
meetings  during  the  year.  Examinations  were  held 
in  Columbus,  June  15-17  and  December  7-9.  There 
were  33  days  of  formal  hearings  in  1971  as  com- 
pared to  six  in  1970;  and  37  days  of  informal 
hearings,  compared  to  24  informal  hearing  days 
the  previous  year. 

The  volume  of  examinations  (Flex  type)  in 
1971  almost  tripled  those  of  1970.  There  were  541 
e.xaminations  given  in  June  and  442  in  December, 
for  a total  of  983.  This  compares  with  a total  of 
337  given  in  1970.  This  marked  increase  in  volume 
is  due  to  a recent  change  in  the  requirements  for 
citizenship  in  applying  for  the  examination,  the 
report  states. 

Certificates  issued  in  1971  by  examination 
numbered  465  for  doctors  of  medicine,  and  one 
for  doctors  of  osteopathic  medicine.  This  com- 
pares with  227  certificates  for  MDs  and  two  for 
DOs  in  1970.  Certificates  were  issued  to  33  limited 
practitioners,  and  66  physical  therapists.  Four  cer- 
tificates were  issued  in  midwifery. 

Certificates  were  issued  in  1971  by  endorse- 
ment to  750  doctors  of  medicine  and  71  doctors 
of  osteopathic  medicine.  This  compares  with  cer- 


tificates for  544  doctors  of  medicine  in  1970  and 
44  doctors  of  osteopathic  medicine. 

Certificates  by  endorsement  were  issued  to 
five  limited  practitioners,  37  podiatrists,  and  35 
physical  therapists. 

Certificates  of  preliminary  education  were 
issued  by  entrance  examiner  to  2,005  MDs  and 
DOs  during  the  year,  and  to  188  limited  prac- 
titioners. 

Certificates  issued  during  1971  in  the  biennial 
registration  of  doctors  of  medicine  for  the  period 
1971-1972  numbered  20,583.  (This  figure  includes 
a number  of  physicians  who  are  practicing  out- 
side of  the  State,  but  wish  to  maintain  their  Ohio 
certificates.)  During  1971,  renewal  of  osteopathic 
licenses  numbered  1,643.  Reinstatement  of  certifi- 
cates for  doctors  of  medicine  amounted  to  216  and 
for  osteopathic  physicians,  18. 

Temporary  certificates  were  issued  to  doctors 
of  medicine  and  to  doctors  of  osteopathic  medicine 
in  the  amount  of  1,730.  Seven  limited  certificates 
were  issued  to  doctors  of  medicine;  also  three 
limited  certificates  were  renewed. 

Ohio  licensees  applying  for  out  of  state  en- 
dorsement in  1971  numbered  554. 

Investigators  for  the  Board  investigated  530 
complaints  of  illegal  practice  during  the  year.  A 
total  of  4,299  calls  were  made  in  79  Ohio  counties, 
comprising  investigations  of  licensed  as  well  as  un- 
licensed practitioners.  Court  actions  were  filed  in 
57  cases.  At  the  end  of  the  year,  cases  were  await- 
ing trial,  and  convictions  had  been  handed  down 
in  15  cases.  Fines  were  assessed  in  amount  of 
$1,800,  and  fines  in  amount  of  $330  were  col- 
lected. 


WINDSOR  HOSPITAL 

A NONPROFIT  CORPORATION 
— ESTABLISHED  1898  — 

Chagrin  Falls,  Ohio 

247  - 5300 


A hospital  for  the  treatment 
of  Psychiatric  Disorders 

High  on  a Hill-Top,  Overlooking  Beautiful 
Chagrin  River  Valley. 


Accredited  by  Joint  Commission  on  Accreditation  of  Hospitals. 


GUY  H.  WILLIAMS,  Jr.,  M.D. 
Medical  Director 


PAULINE  WELLS,  R.N. 
Admin.  Director 


Booklet  available  on  request. 

HERBERT  A.  SIHLER,  Jr. 
President 


MEMBER:  American  Hospital  Association  — National  Association  of  Private  Psychiatric  Hospitals 
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Ampicillin,  Carbenicillin,  Oxacillin 


In  1957  Beecham  scientists  discovered  and 
isolated  6-APA,  the  penicillin  nucleus 
that  opened  the  way  to  a new  generation  of 
semi-synthetic  penicillins.  Over  the 
past  14  years  more  than  3000  different 
semi-synthetic  penicillins  have  been 
synthesized  and  evaluated  by  our  staff.  The 
fruits  of  their  work  are  in  your  hands  today. 
Others  will  be  in  your  hands  tomorrow. 

Need  we  say  more? 


Prescribe  the  discoverer’s  brands: 

Totaclllln  (ampicillin  trihydrate) 

Pyopenhisodium  carbenicillin) 

Bactoclll  (sodium  oxacillin) 


and  more  to  come 


Beecham-Massenglll 
Pharmaceuticals  eed 

Div.  of  Beecham  Inc.  Bristol,  Tennessee  37620 


O Totacillin  (ampicillin  trihydrate)  capsules  equivalent  to  250  mg.  and  500  mg.  ampicillin,  for  oral  suspension 
equivalent  to  125  mg./  5 cc.  and  250  mg./  5 cc.  ampicillin. 

□ Pyopen  (disodium  carbenicillin)  vials  for  injeaion  equivalent  to  1 gm.  and  5 gm.  of  carbenicillin. 

□ Bactocill  (sodium  oxacillin)  capsules  equivalent  to  250  mg.  and  500  mg.  oxacillin  and  vials  for  injertion  equivalent  to 
500  mg.  and  1 gm.  oxacillin. 


i 


j 


Following  are  names  of  new  members  of  the 
Ohio  State  Medical  Association  certified  to  the 
headquarters  office  during  November.  List  shows 
name  of  physician,  county,  and  city  in  which  he 
is  practicing,  or  in  which  he  is  taking  postgraduate 
work. 


CLARK 

William  M.  Leahy 
Springfield 

CUYAHOGA  (Cleveland) 
Lolita  R.  Agra 
Nabil  F.  Angley 
Mauricio  Camacho 
Seung  Man  Cha 
Melvin  J.  Chavinson 
Claudio  M.  Contreras 
Carmen  Dannug-Basug 
Charles  ,J.  Doyle 
Mine  Ayse  Kurtay 
Robert  Alan  Lewis 
Cyril  E.  Marshall 
Henry  C.  Romberg 
Jose  M.  Suarez 
I.ucas  G.  Tan 

HIGHLAND 

Barbara  Lustgarten 
Hillsboro 

LORAIN 

Daniel  G.  Zaworski 
Lorain 

MONTGOMERY  (Dayton, 
except  as  noted) 

Lewis  G.  Anthony 


Adolfo  D.  Baldemor 
Suck-Jun  Bang 
Rafael  M.  Cruz 
Gerard  A.  Dehner 
Gurdev  S.  Deol 
Elvira  Rosca-Jaballas 
Fairborn 

Bento  F.  Ribeiro 
Mohammad  R.  Soleiman- 
pour 

STARK  (Canton, 
except  as  noted) 
Leonard  G.  Knell 
Robert  I.  Lesowitz 
Louisville 

Edgardo  A.  Malacaman 
Vinayak  T.  Mehta 
Robert  B.  Miller 
David  M.  Montgomery 
Hector  Salvucci 

SUMMIT 

Massood  R.  Babai 
Cuyahoga  Falls 
John  C.  A.  Chang 
Akron 

Rajdev  Kaur  Grewal 
Cuyahoga  Falls 
Teofilo  Tecson,  Jr. 

Akron 


Changes  in  Title  Approved 
At  Toledo  Medical  College 

Three  changes-in-title  for  top  level  adminis- 
trators at  the  Medical  College  of  Ohio  at  Toledo, 
were  approved  by  the  MCO  Board  of  Trustees 
at  their  meeting,  November  20. 

Dr.  Robert  G.  Page,  who  has  been  dean  of 
the  Medical  College  since  September  1,  1968,  w'as 
named  Provost — Academic  Affairs.  The  title  of 
Howard  L.  Collier,  who  became  Mce-President 
for  Administration  in  January  1971,  was  changed 
to  Mce-President — Finance.  And  Robert  Roberts, 
Sr.  was  named  Director  of  Development  after 
serving  as  Assistant  to  the  President  since  August 
1971. 

The  MCO  Trustees  promoted  Liberato  J.  A. 
DiDio,  M.D.,  to  the  newly  created  position  of 
Dean  of  Graduate  Studies.  Dr.  DiDio,  the  first 
faculty  member  appointed  to  the  Medical  Col- 
lege, will  continue  to  hold  his  present  position  as 
professor  and  chairman  of  the  department  of 
anatomy. 

The  Board  previously  announced  the  appoint- 
ment of  Marion  C.  Anderson,  M.D.,  as  President 
of  the  College.  (See  page  1086  of  the  December 
issue.  ) Before  that  appointment  he  was  professor 
and  chairman  of  the  Department  of  Surgery. 


Medical  Education  Congress 
Scheduled  in  Chicago 

The  69th  Annual  Congress  on  Medical  Edu- 
cation is  scheduled  to  be  held  in  Chicago,  cen- 
tered in  the  Palmer  House,  Friday-Sunday,  Feb- 
ruary' 9-11.  It  is  presented  by  the  Council  on 
Medical  Education  of  the  American  Medical  As- 
sociation in  collaboration  with  the  following  other 
organizations:  The  Association  for  Hospital  Medi- 
cal Education,  Association  of  Schools  of  Allied 
Health  Professions,  Federation  of  State  Medical 
Boards  of  the  United  States,  and  the  Student 
AMA. 

Details  may  be  obtained  by  contacting  the 
Secretary',  Council  on  Medical  Education,  Ameri- 
can Medical  Association,  535  N.  Dearborn  Street, 
Chicago,  Illinois  60610. 
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Chicago  Medical  Society’s 
MIDWEST  CLINICAL  CONLERENCE 

and  the 

Illinois  State  Medical  Society 

J 

ANNUAL  MEETING 

March  25-28,  1973  Conrad  Hilton  Hotel  Chicago 

NOW  BIGGER  AND  BETTER  THAN  EVER 

Programmed  with  the  cooperation  of  30  Specialty  Societies 

• Full-Day  Trauma  Session  • Scientific  and  Technical  Exhibits 

• Fully-Accredited  Instruction  Courses  • Plus  Special  Events  and  Functions 

• Continuous  Medical  Film  Program 

Write  for  Full  Details 

Chicago  Medical  Society,  310  S.  Michigan  Avenue 
Suite  1616 

Chicago,  Illinois  60604 


TREAT  THE  SYMPTOMS  IN  THE  GERIATRIC  PATIENT 


APATHY  • IRRITABILITY 
FORGETFULNESS  • CONFUSION 


Cerebro- 
Nicin 


CAPSULES 


A GENTLE  CEREBRAL 
STIMULANT  & VASODILATOR 
FOR  GERIATRIC  PATIENTS 

CEREBRO-NtCIN®  double-blind  study* 
shows  how  some  senile  symptoms  can  be  treated. 
Four  times  as  many  aging  patients  showed 
striking  improvement 

Each  CEREBRO-NICIN  capsule  contains: 

Pentylenetetrazole 100  mg.  • Nicotinic  Acid  ...  100  mg. 

Ascorbic  Acid  100  mg.  • Thiamine  HCI  25  mg. 

I-Glutamic  Acid  50  mg.  • Niacinamide  5 mg. 

Riboflavin  2 mg.  • Pyridoxine  HCI  3 mg. 

AVAIUBLE:  Bottles  100,  500,  1000 

SIDE  EFFECTS:  Most  persons  experience  a flushing  and  tin- 
gling sensation  after  taking  a higher  potency  nicotinic  acid. 
As  a secondary  reaction  some  will  complain  of  nausea,  sweat- 
ing and  abdominal  cramps.  The  reaction  is  usually  transient. 
INDICATIONS:  As  a cerebral  stimulant  and  vasodilator. 
RECOMMENDED  GERIATRIC  DOSAGE:  One  capsule  three  times 
daily  adjusted  to  the  individual  patient. 

WARNING:  Overdosage  may  cause  muscle  tremor  and  con- 
vulsions. 

CONTRAINDICATIONS:  Epilepsy  or  low  convulsive  threshold. 
CAUTION:  Federal  law  prohibits  dispensing  without  prescrip- 
tion. Keep  out  of  reach  of  children. 

Write  for  literature  and  samples  . . . 

fBwoKHJkTuc  brown  pharmaceutical  CO. 

2500  W.  6th  St..  Los  Angeles.  Calif.  90057 

*AVAIUBLE  ON  REOUEST:  Ronald  I.  Goldberg,  M.O.  & Franklin  I.  Shuman,  M.D. 
Double-blind  study  on  the  treatment  of  mentally  confused  patients.  Reprinted 
from  the  Journal  of  the  American  Geriatrics  Society,  Vol.  XII,  No.  6,  June  1964. 
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ON  THE  OMPAC  FRONT 


OMPAC  Makes  Good  Record 
At  Polls  in  1972 


NCE  AGAIN  the  Ohio  Medical  Political  Ac- 
tion Committee  chalked  up  a commendable 
record  at  the  polls  in  the  1972  November  General 
Election,  despite  the  unusual  twists  and  quirks 
which  marked  this  year’s  election  contests. 

Take  a look  at  the  record  in  the  following 
Box  Score.  It  shows  that  OMPAC  had  an  overall 
70  percent  winning  score  (92  in  the  U.S.  Con- 
gressional races;  75  percent  in  the  State  Senate 
contests;  and  66  percent  in  the  Ohio  House  of 
Representatives  battles. 


THE  1972  OMPAC  BOX  SCORE 

Number  of  Candidates 

Amount  of 

Supported 

Support 

Office 

By  OMPAC 

Winning 

From  OMPAC 

U.S.  House 

12 

1 1 

$52,800 

Ohio  House 

73 

48 

$24,025 

Ohio  Senate 

16 

12 

$ 5,300 

Totals 

101 

71 

$82,125 

Candidates  Carefully  Checked 

Candidates  supported  by  OMPAC,  regardless 
of  political  party,  were  selected  as  worthy  of  sup- 
port by  the  OMPAC  Board  of  Directors  after: 

• Careful  analysis  of  the  records  of  those  who 
had  held  public  office  in  the  past. 

• Evaluation  of  data  regarding  a candidate’s 
character,  standing  in  his  community,  educational 
qualifications  and  views  on  social,  economic  and 
public  health-medical  issues. 

• Review  of  information  and  recommenda- 
tions received  from  officials  of  state  and  local 
medical  societies,  plus  comments  from  many  indi- 
vidual physicians  who  were  actively  interested  in 
the  election  of  competent  candidates. 

In  lieu  of  holding  referenda  among  members 
of  the  medical  profession — which  would  not  have 
been  feasible  because  of  the  large  numbers  of 
persons  (physicians  and  candidates)  involved, 
OMPAC  made  a special  effort  to  secure  advice 


and  suggestions  from  key  physicians  scattered 
throughout  the  state  who  were  in  a position  to 
make  judicious  evaluations  of  candidates  in  their 
community. 

Of  course,  a considerable  number  of  candi- 
dates who  did  not  receive  financial  help  from 
OMPAC  because  they  did  not  need  financial 
assistance,  had  the  active  support  of  individual 
physicians  and  members  of  their  families  among 
their  constituents. 

The  Ohio  Medical  Political  Action  Commit- 
tee can  be  proud  of  its  records  in  ’66,  ’68,  ’70  and 
’72.  The  Ohio  physicians,  averaging  about  2500 
to  3000  annually,  who  have  contributed  to 
OMPAC  are  to  be  commended.  They  have  played 
a major  role  in  making  the  organized  strength  of 
the  medical  profession  of  Ohio  felt  in  the  political 
arena  in  election  years.  They  have  helped  to  elect 
many  well-qualified  persons  to  public  office.  Think 
what  an  impact  the  medical  profession  could 
make  next  year,  and  future  years,  if  twice  that 
number  of  physicians  would  support  OMPAC 
with  a $25.00  contribution. 

What  of  1974? 

It  is  hoped  that  many  more  physicians  will 
join  the  OMPAC  team  in  1973  and  1974,  the  lat- 
ter being  another  crucial  election  year.  Contribu- 
tors in  1972  totaled  2393. 

Now  is  the  time  for  physicians  to  make  1973 
OMPAC  contributions  of  $25.00,  if  they  have  not 
already  done  so.  This  should  be  done  when  paying 
1973  local,  state  and  national  medical  society  dues. 
Local  medical  society  secretaries  will  act  as 
OMPAC  agents  in  collecting  the  contributions  and 
forwarding  them  to  the  OMPAC  Columbus  Of- 
fice. 

Pooling  of  the  interest,  activity  and  money 
of  many,  many  individual  physicians  through  the 
Ohio  Medical  Political  Action  Committee  is  what 
gives  a real  wallop  to  the  medical  profession’s  in- 
terest in  good  government  and  makes  the  profes- 
sion a potent  factor  in  political  action. 
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MOVE-OUT  STICKY  MUCUS . 


In  asthma,  bronchitis . . . 


"Many  physicians  use  iodides  intravenously  when  they  suspect  that  the  main 
reason  for  airway  obstruction  is  sticky  mucus  but  oral  iodides  are  more 
likely  to  exert  an  expectorant  action.”^ 

"For  the  viscid  sputum,  potassium  iodide  (...preferable  as  enteric  coated 
tablets)  may  be  best.”^ 


Provide  tastefree,  well-tolerated  KI  in  convenient  SLOSOL  coated  tablets  — 


lODO- NIACIN 

Each  SLOSOL  coated  tablet  contains  potassium  COLE  ^ 

iodide  135  mg.  and  niacinamide  hydroiodide  25  mg. 


please  see  next  page  for  prescribing  information  — 


Promote  Productive  Cough- 

"The  productive  cough 
serves  the  necessary 
purpose  of  removing 
excess  mucus  from 
the  bronchial  tree.”^ 

"...  there  is  clear  evidence 
that  the  loosening  of  the  bronchial  mucus 
blanket  must  begin  from  within  the  under- 
lying mucus  glands  where  it  is  anchored 
and  not  from  the  surface.  Complications 
of  iodides  are  too  occasional  to  avoid  the 
use  of  this  valuable  medication.”^ 


Rx  Information: 

INDICATIONS:  The  primary  indication  for  lodo  Niacin  is  in  any  clinical 
condition  where  iodide  therapy  is  desired.  All  of  the  usual  indications  for  the 
iodides  apply  to  lodo-Niacin  and  include: 

RESPIRATORY  DISEASE;  The  use  of  lodo-Niacin  is  indicated  whenever  an 
expectorant  action  is  desired  to  increase  the  flow  of  bronchial  secretion  and 
thin  out  tenacious  mucus  as  seen  in  bronchial  asthma,  and  other  chronic 
pulmonary  disease.  lodo-Niacin  has  also  proven  of  value  in  sinusitis,  bron- 
chitis, bronchiectasis,  and  other  chronic  and  acute  respiratory  diseases 
where  the  expectorant  action  of  iodide  is  desired. 

THYROID  DISEASE:  lodo-Niacin  is  indicated  in  any  thyroid  disorder  due  to 
iodine  deficiency,  such  as  endemic  goiter  or  hypoplastic  goiter,  and  where 
hypothyroidism  is  secondary  to  iodine  deficiency,  lodo-Niacin  will  suppress 
mild  hyperthyroidism  completely,  and  partially  suppress  more  severe  hyper- 
thyroid  states.  lodo-Niacin  is  also  of  value  in  suppressing  the  symptoms  of 
hyperthyroidism  and  decreasing  the  size  and  vascularity  of  the  thyroid  gland 
prior  to  thyroidectomy. 

ARTERIDSCLERDSIS;  Iodides  have  been  reported  as  relieving  some  of  the 
symptoms  associated  with  arteriosclerosis.  The  mechanism  of  action  is  un- 
known, but  the  effects  are  documented. 

OPHTHALMDLDGY:  lodo-Niacin  has  been  reported  to  be  of  value  in  retinal  and 
vitreous  hemorrhages.  The  mechanism  of  action  is  unknown,  but  absorption 


of  the  hemorrhagic  areas  has  been  observed  following  use  of  this  drug.  It  is 
also  reported  to  be  of  value  in  reducing  or  removing  vitreous  floaters. 

SIDE  EFFECTS:  Serious  adverse  side  effects  from  the  use  of  lodo-Niacin  are 
rare.  Mild  symptoms  of  lodism  such  as  metallic  taste,  skin  rash,  mucous 
memorane  ulceration,  salivary  gland  swelling,  ana  gastric  distress  have 
occurred  occasionally.  These  generally  subside  promptly  when  the  drug  is 
discontinued.  Pulmonary  tuberculosis  is  considered  a contraindication  to 
the  use  of  iodides  by  some  authorities,  and  the  drug  should  be  used  with  cau- 
tion in  such  cases.  Rare  cases  of  goiter  with  hypothyroidism  have  been 
reported  in  adults  who  had  taken  iodides  over  a prolonged  period  of  time, 
and  in  newborn  infants  whose  mothers  had  taken  iodides  for  prolonged 
periods.  The  signs  and  symptoms  regressed  spontaneously  after  iodides  were 
discontinued.  The  causal  relationship  and  exact  mechanism  of  action  of 
iodides  in  this  phenomenon  are  unknown.  Appropriate  precautions  should  be 
followed  in  pregnancy  and  in  individuals  receiving  lodo  Niacin  for  prolonged 
periods. 

DDSAGE:  The  oral  dose  for  adults  is  two  tablets  after  meals  taken  with  a 
glass  of  water.  For  children  over  eight  years,  one  tablet  after  meals  with 
water.  The  dosage  should  be  individualized  according  to  the  needs  of  the 
patient  on  long-term  therapy. 

HOW  SUPPLIED:  Cole's  lodo-Niacin  tablets  are  available  in  bottles  of  100, 
500  and  1,000.  Slosol  coated  pink  NDC  55-6458, 


lODO-NIACIN* 

Each  SLOSOL  tablet  contains  potassium  iodide  135  mg.  and 
niacinamide  hydroiodide  25  mg.  Sig.  //  tabs,  t.i.d.  p.c. 

References:  1.  Itkin,  I.  H.,  Am.  Fam.  Phys.  4:83,  1971.  2.  Feinberg,  S.  M.,  Consultant 
Sept.,  1971,  pg.  32,  3.  Bookman,  R.,  Ann.  Allerg.  29:367,  1971. 


COLE 


PHARMACAL  CO.  INC. 

St.  Louis,  Mo.  63108 


Advertisement 


“The  history  of  science,  and  in 
particular  the  history  of  medicine  ...is... 

the  history  of  man’s  reactions  to  the 
truth,  the  history  of  the  gradual  revelation 
of  truth,  the  history  of  the  gradual 
liberation  of  our  minds  from  darkness 
and  prejudice.” 

— George  Sarton,  from  “The  History 

of  Medicine  Versus  the  History  of  Art  ” 


Are  combination  drug 
products  useful  in  treatment 
involving  concomitant  use 
of  two  or  more  drugs? 


r~\ 


Results  of  a questionnaire  to 
7,000  physicians: 

62.9% 

Believe  combination  drug 
products  are  useful. 

13.8% 

Do  not  believe  combination  drug 
products  are  useful. 


Are  combination  drug  product 
useful  in  treatment  involvim 

I 

concomitant  use  of  two  or  more  drugs 


Doctor  of  Medicine 


Louis  Lasagna,  M.D. 
Professor  and  ('hairman 
Department  of 
Pharmacology  & Toxicology 
l'ni\  ersity  of  Rochester 
School  of  .Medicine 
and  Dentistry 


Obviously,  many  drugs 
are  given  concomitantly. 
Whether  it  makes  sense  to 
combine  medications  in  one 
preparation,  he  it  cai^sule, 
tablet,  or  liciuid,  is  a ques- 
tion that  can  be  answered 
only  by  examining  the  ad- 
vantages and  disadvantages 
in  the  individual  case. 

Among  the  advantages 
is.  first  of  all,  convenience. 
The  more  medications  that 
are  taken  concurrently  and 
the  more  complicated  the 
directions,  the  less  likely 
the  patient  is  to  take  medi- 
cations accurately.  From 
the  standpoint  of  conven- 
ience anci  accuracy,  and 
economy  as  well,  you  can 
make  an  important  case  for 
putting  medications  to- 
gether in  one  ijrepa  rat  ion,  as 
long  as  they  are  compatible. 

By  the  same  token,  when 
you  prescribe  a properly 
tested  and  rational  com- 
bination. you  should  liave 
less  worry  about  pharma- 
ceutical or  pharmacological 
compatibility  — and  about 
reasonable  dosage  ratios  as 
well.  Compatibility  of  the 
formulation  shoulcl  he  dem- 
onstrated in  the  laboratorv 
and  clinic  before  the  jjrod- 
uct  is  available  for  pre- 
scription—which  is  more 
than  can  usually  be  said  for 


the  [physician's  own  s]jon- 
taneous  creations.  And,  the 
dosage  ratios  emiployed  in 
rational  jprecompounded 
combinations  are  designed 
to  meet  the  needs  of  sub- 
stantial numbers  of  “ty]pi- 
cal"  [Patients. 

Tliere  is  no  doubt  that 
many  “atyqpical  " [patients 
are  to  be  found,  and  for 
them  the  prefabricated 
combination  must  he  re- 
jected. But  that  hardly 
argues  for  eliminating  ra- 
tional combinations  from 
the  market.  Think,  for  ex- 
am[ple,  of  the  problems  that 
would  arise  if  the  compo- 
nents of  widely  acce[Pted 
combinations,  like  the  oral 
contrace[Ptives  and  the  diu- 
retic-anti hypertensives,  al- 
ways had  to  he  [prescribed. 
[Purchased  and  ingested 
se[parately. 

One  disadvantage  that 
comes  to  mind  is  some  doc- 
tors’ unawareness  of  the 
ingredients  a given  combin- 
ation contains.  For  ex- 
am[ple,a  doctor  might  know 
that  a [Patient  is  allergic  to 
as[Pirin  but  forget  that  a 
certain  analgesic  mixture, 
which  he  knows  only  by  its 
trade  name,  contains  aspi- 
rin. Flis  [prescri[ption.  then, 
causes  considerable  dis- 
comfort, to  say  the  least. 
This  [Problem  is  a function 
of  [physician  education, 
rather  than  of  comhiipation 
thera[py  as  such.  Improving 
floctors'  knowledge  about 
all  medicaments  they  pre- 
scribe is  a problem  that  de- 
serves tackling  on  its  own. 

Another  accusation  lev- 
eled at  combination  drugs 
is  that  they  encourage 
slo[P[piness  of  diagnosis  and 
treatment.  In  many  cases, 
however,  a combination 
may  prove  to  be  the  most 
effective  choice.  A good  ex- 


am[ple of  the  usefulness  of 
combinations  appears  in  a 
recent  article  in  the  Jour- 
nal of  Chronic  Diseases  on 
the  efficacy  and  side  effects 
of  an  antihypertensive  con- 
taining three  ingredients, 
in  which  the  track  records 
of  the  combination  drug 
and  the  individual  ingredi- 
ents were  com[pared.  Inter- 
estingly enough,  whether 
the  drugs  were  given  indi- 
vidually or  together,  inci- 
dence and  severity  of  side 
effects  were  the  same.  But 
blood  pressure  control  was 
invariably  better  when  the 
drugs  were  taken  in  one 
combination  tablet  than 
when  they  were  taken  sep- 
arately (in  “titratable’’  dos- 
age) or  in  two  or  three 
different  tablets. 

Deciding  which  combina- 
tions constitute  rational 
thera[py  obviously  leads  to 
a discussion  of  who  is  to 
determine  which  should  be 
used  and  which  should  not. 
Realistically,  I think  com- 
binations should  be  evalu- 
ated somewhat  differently 
if  they  are  jpld  and  estab- 
lished or  new  and  untried. 

In  today's  regulatory 
atmos[phere,  there  is  no 
possibility  of  a new  com- 
fpination  being  put  on  the 
market  without  a substan- 
tial amount  of  acce[Ptable 
evidence  in  the  form  of 
controlled  trials  that  show 
it  to  be  safe  and  efficacious. 
On  the  other  hand,  I be- 
lieve a different  set  of 
standards  should  a[P[Ply  to 
combination  preparations 
that  have  been  around  for 
a long  time.  In  other  words, 
[physician  acceptance  over 
a long  [Period  should  be 
given  some  weight  as  evi- 
dence of  the  efficacy  and 
safety  of  these  drugs. 

The  FD.A,  however,  does 
not  seem  to  share  this  at- 
titude. It  often  requires, 
for  these  okler  products, 
controlled  trials  that  will 
monopolize  the  time  of  al- 
ready overtired  investiga- 


tors and  cost  a greal  ( 
of  money.  I wish  we  cd 
agree  on  a “grandfaj 
clause"  a[P[proach  to  [prj 
rations  that  have  been  in 
for  a number  of  years 
that  have  an  a[P[parei 
satisfactory  track  recon 
For  exam[ple,  I tn 
some  of  the  antihiotic  q 
binations  that  were  ta 
off  the  market  by  the  I( 
[Performed  quite  well.  I 
thinking  particularly 
[Penicillin  - streptomi 
comhinations  that  [PatJ 
-especially  surgicalj 
tients  — were  given  in' 
injection.  This  made 
less  discomfort  for  the 
tient,  less  demand 
nurses'  time,  and  fe 
o[p[Portunities  for  dos 
errors.  To  take  su( 
pre[Paration  off  the  ma 
doesn't  seem  to  he  ( 
medicine,  unless  actual 
age  showed  a great  del 
harm  from  the  inject 
(rather  than  the  prii 
use)  of  the  combinatio: 
The  point  that  shoul, 
emphasized  is  that  t 
are  both  rational  and  ii 
tional  combinations,  i 
real  question  is.  who  sb: 
determine  which  is  wh 
Obviously,  tbe  FD.A.  r 
play  a major  role  in  r 
ing  this  determination 
fact,  I don't  think  it  i 
avoid  taking  the  ultir 
responsibility,  but  it  sb 
enlist  the  hel[P  of  out 
physicians  and  ex[pert 
assessing  the  evidence 
in  making  the  ultimate 
cision.  1 ' 
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o medications  are 
efTectivoly  to  treat  a 
in  condition,  and  it  is 
ilvn  that  they  are  com- 
Lple,  it  clearly  is  useful 
convenient  to  provide 
1 in  one  dosage  form, 
ould  make  no  sense,  in 
it  would  be  pedantic, 
nsist  they  always  be 
'cribed  separately.  To 
(d  the  appearance  of 
intry,  the  “expert"  de- 
the  combination  be- 
e it  is  a fixed  dosage 
When  the  “exiiert” 
es  the  conce])t  of  fixed 
ge  form  he  obscures 
(jfact  that  single-ingre- 
])harmaceutical  prep- 
ions  are  also  fixed 
sge  forms.  By  a singular 
tntic  exercise  he  im- 
a pejorative  meaning 
ie  term  “fixed  dose" 
when  he  uses  it  with 
ect  to  combinations. 
|t  is  ignored  is  the  sim- 
i'act  that  only  in  the 
st  of  circumstances 
any  ])hysician  attempt 
trate  an  exact  thera- 

Pc  response  in  his  pa- 

" 
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It  is  quite  possible 
some  aches  and  pains 
respond  to  500  mg.  of 
I in  yet  that  fact  does 
lilitate  against  the  us- 
ose  being  650  mg. 
lie  other  semantic  ploy 
tc  called  into  play  is  to 
siribe  a combination 
act  as  rational  or  irra- 
1. 

l[ke  antibiotic  mixtures, 
ource  of  much  of  the 
1 ism  generated  against 


combi  nations  generally. 
Obviously,  no  one  should 
be  exposed  willy-nilly  to 
the  potential  side  effects  of 
two  or  three  antibiotics 
when  only  one  is  needed. 
At  the  same  time  there  are 
cases  where  it  is  prudent 
to  prescribe  more  than  one. 
The  clinician  is  the  judge 
in  these  circumstances,  as 
he  should  he. 

There  is  no  clear  defini- 
tion of  the  worrl  rational. 
Most  persons,  I suppose, 
would  find  it  synonymous 
with  reasonable,  hut  in 
many  circumstances  it 
may  best  be  defined  as  the 
opinion  of  those  in  power 
at  the  moment. 

Other  factors  govern  com- 
bination therajjy,  not  the 
least  of  which  has  been  its 
broad  useby  ijracticing  phy- 
sicians anxious  to  achieve 
convenience  in  prescribing, 
to  reduce  medication  error, 
and  to  save  money  for  their 
j)atients.  Combinations 
clearly  have  met  the  test 
on  all  three  counts. 

I have  been  impressed  by 
stuflies  showing  that  the 
rate  of  error  climbs  mark- 
edly with  the  number  of 
medications  to  be  taken, 
even  w ith  soijhisticated  pa- 
tients. When  medically 
justified,  therefore,  this  fac- 
tor alone  supiiorts  the  logic 
of  combination  therapy. 

The  cost  argument  for 
combinations  aiipears  to  be 
irrefutable.  In  1971.  R.  A. 
Gosselin  studied  the  71 
combination  products  ("ex- 
cluding oral  contrace|)tives) 
among  the  200  most  pre- 
scribed drugs.  The  study 
found  that  if  all  71  products 
were  discontinued,  and  if 
each  ingredient  in  these 
combinations  were  pre- 
scribed separately,  the 
j)rice  of  medicines  to  pa- 
tients would  jump  by 
$443.2  million  on  a national 
basis!  At  a time  when  the 
cost  of  medical  care  is  un- 
der so  much  fire,  it  would 
be  nonsensical  to  boost 
costs  without  clearly  irre- 


futable medical  reasons. 

The  part  played  by  gov- 
ernment on  tbis  question, 
of  course,  is  fundamental. 
Tbe  FDA  should  play  a 
role  in  determining  w'hich 
combinations  are  reason- 
able. That  role,  as  defined 
by  law  and  regulation,  is  to 
ensure  that  any  medication 
on  the  market  is  safe  and 
effective  in  line  with  its 
label  claims.  Certainly  com- 
binations are  entitled  to  as 
much  consideration  as  sin- 
gle entities  — neither  more 
nor  less.  So  long  as  the  ad- 
dition of  one  drug  to  an- 
other does  not  make  either 
less  safe,  or  less  effective, 
so  long  as  they  are  com- 
patible in  a formulation, 
we  have  a reasonable  prod- 
uct. It  makes  no  sense  to 
recommend  the  use  of  two 
irroducts  for  certain  condi- 
tions and  to  deny  their  be- 
ing combined  in  a single 
form.  An  unhappy  side  ef- 
fect of  the  problem  con- 
cerns the  efficacy  panel  dis- 
cussions of  many  (iroducts 
submitted  for  review.  The 
term  “effective,  but”  has 
been  freely  interpreted  to 
mean  “ineffective"  in  toto, 
regardless  of  tbe  merit  of 
the  individual  drugs.  This 
interpretation  has  placed 
numerous  useful  combina- 
tion products  in  needless 
jeopardy. 

In  reading  the  actual  re- 
ports of  the  review  panels, 
it  seems  clear  that  some  of 
the  ratings  were  based  less 
on  scientific  research  and 
clinical  observation  than  on 
the  “informed”  opinions  of 
the  panelists.  These  “in- 
formed" opinions  were  ac- 
cepted at  face  value,  while 


the  “informed”  opinions  of 
others  who  had  used  the 
products  were  rejected.  All 
of  this  put  combination 
products  into  a sort  of 
scientific  never-never  land. 

It  should  be  kept  in  mind 
by  all,  government  as  well 
as  others  involved  in  our 
health  care  system,  that 
advances  in  therapy  are 
seldom  made  in  leaps  and 
bounds  but  rather  by  small 
jDainstaking  steps— and  that 
some  of  these  steps  have  re- 
sulted from  research  in 
combination  drugs  as  well 
as  w'ith  single  entities. 
Given  the  near-infinite  bio- 
logic variation  in  patient 
response,  this  is  hardly  sur- 
prising to  clinicians.  It 
should  not  be  to  regulatory 
agencies  either. 

In  the  end,  the  practicing 
physician  is  in  the  best 
position  to  decide  if  a par- 
ticular combination  makes 
sense.  Such  a decision 
shoulfl  not  be  made  exclu- 
sively by  those  whose  re- 
sponsibility for  continuing 
clinical  care  is  limited. 
Clinicians  are  the  best 
judges  of  efficacy  because 
the  ultimate  proof  of  any 
product’s  effectiveness  is 
acceptance  by  physicians 
who  have  observed  its  ac- 
tions in  patients  over  time. 
The  corollary  statement 
may  be  made  about  over- 
the-counter  medicines, 
which  would  not  long  sur- 
vive if  they  failed  to  afford 
the  relief  the  user  antici- 
jjates.  That  the  antihista- 
mine in  a “cold”  remedy 
may  not  always  be  neces- 
sary is  no  reason  to  proscribe 
the  combination  generally. 


Opinion  ^Dialogue 

What  is  your  opinion,  doctor? 

We  would  welcome  your  comments. 


The  Pharmaceutical  Manufacturers  Association 
1155  Fifteenth  Street,  N.W.,  Washington,  D.C.  20005 


Not  too  little,  not  too  much... 
but  just  right! 

"Just  right”  amounts  of  llosone  Liquid  250 
can  be  dispensed  easily  from  the  pint  bottle  in  any  quantity 
you  specify  to  meet  your  patients’  precise  needs — 
without  regard  to  package  size. 

ll^neXiquid  250 

Erythromycin  Estolate 

(equivalent  to  250  mg.  of  base  per  5-ml.  teaspoonful) 

Additional  information  available 
to  the  prolession  on  request. 

Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 


<5^ 


Volume  69 


January  1973 


Number  1 


The  Doppler  Ultrasonic  Flowmeter 

Report  of  Its  Use  for  Diagnosis  of  Peripheral  Vascular  Disease 
in  the  Smaller  Community  Hospital 


Lathrop  F.  Berry,  Jr.,  M.D.,  and  Eixjar  L.  Lichti,  Ph.D. 


The  Authors 

• Dr.  Berry,  Defiance,  is  a member  of  the  De- 
partment of  Surgery,  Defiance  Clinic;  and  Chief 
of  the  Surgical  Department,  Defiance  Hospital. 

• Dr.  Lichti,  Columbia,  Mo.,  is  Assistant  Profes- 
sor of  Surgery,  University  of  Missouri  School  of 
Medicine;  and  a member  of  the  Consulting  Staff 
of  Ellis  Fischel  State  Cancer  Hospital  and  Vet- 
erans Administration  Hospital. 


HE  NEED  FOR  AN  IN-STRUMENT  to 
quantitate  and  qualitate  flow  in  the  jjeripheral 
arteries  subjectively  and  objectively  has  been 
obvious  for  many  years.  No  such  instrument  has 
been  available  for  use  in  the  smaller  community 
hospital  that  was  not  cumbersome,  expensive,  and 
usually  unavailable  when  needed.  The  develop- 
ment of  the  Doppler  ultrasonic  flowmeter* *  has 
made  objective/ subjective  evaluation  of  vascular 
problems  a reality  for  hospitals  of  any  size. 

In  1965,  Strandness  and  BelF  described  a 
technic  for  evaluation  of  peripheral  vascular  oc- 
clusive disease  using  mercury  strain  gauge  plethys- 
mography. This  technic  allowed  the  surgeon  to 
monitor  and  evaluate  vascular  flow  during  and 
after  a vascular  procedure.  The  instrument  does 
have  several  limitations  and  in  recent  years  has 
been  replaced  in  part  by  the  Doppler  ultrasonic 
flowmeter.  Use  of  the  ultrasonic  flowmeter  has 
been  described  by  Lichti,  et  aF  for  the  atraumatic 
evaluation  of  peripheral  vascular  occlusive  disease 
and  intraoperative  use  of  the  device  has  been 
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*The  Doppler  ultrasonic  flowmeters  referred  to  in 
this  article  are  produced  and  distributed  by  Parks 
Electronic  Laboratories  of  Beaverton,  Oregon. 


described  by  Keitzer,  Lichti,  and  DeWeese^.  The 
adaptability  of  the  instrument  to  the  small  com- 
munity hospital  is  the  purpose  of  this  report. 

The  Doppler  is  a small,  inexpensive,  portable, 
batteiY-operated,  electronic  instrument  which  con- 
tains two  piezoelectric  crystals  in  a probe  con- 
figuration for  e.xamination  of  peripheral  vessels. 
The  unit  has  an  oscillator  to  drive  the  one  piezo- 
electric crystal  at  natural  resonating  frequency  of 
10  MHz.  This  crystal  is  designated  as  the  trans- 
mitter crystal.  The  second,  or  receiver  crystal  is 
used  to  detect  changes  in  frequency  caused  when 
the  beam  of  the  transmitter  crystal  is  reflected  at  a 
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slightly  different  frequency  (fa)  from  the  original 
because  of  contact  with  red  blood  cells  in  motion. 
The  frequency  difference  is  determined  in  cycles 
per  second  (cps)  and  is  directly  proportional  to 
the  velocity  of  blood  flow  in  the  vessel  under  ob- 
servation (Fig.  1).  The  amplified  fa  may  be 
presented  as  an  audible  signal  or  as  an  analog 
signal  on  a graphic  recorder  or  oscilloscope.  Figure 
2 is  an  analog  presentation  of  a normal  wave  form. 
Figures  3 and  4 are  the  analog-wave  form  of  an 
artery  with  a distal  occlusion  and  oscilloscopic 
presentation  of  the  sound  of  distal  occlusion  re- 
spectively. The  sound  pattern  demonstrates  the 
“water-hammer”  effect  noted  with  distal  occlu- 
sion. Many  factors  influence  the  sound  of  the 
pulsatile  wave  form  heard  with  the  Doppler.  Left 
ventricular  output,  vascular  compliance,  and  peri- 
pheral resistance  or  occlusion  are  but  a few. 

Christian  Johan  Doppler  described  the  prin- 
ciple, which  bears  his  name,  in  early  1800’s.  The 
Austrian  mathematician  and  physicist  noted  that 
there  was  a change  in  the  pitch  of  a sound  as  the 
distance  between  the  source  and  the  listener  was 
rapidly  varied.  A modification  of  this  principle  is 
carried  into  the  ultrasonic  flowmeter. 

The  Doppler  ultrasonic  flowmeter  in  use  at 
our  clinic  is  a self-contained,  battery-operated  unit 
which  is  relatively  inexpensive  and  is  readily  avail- 
able. Use  of  the  unit  is  transcutaneous  and  atrau- 
matic. It  involves  no  morbidity  or  mortality  and  is 
well  accepted  by  the  patient,  for  it  carries  with  it 
a saving  of  time  and  money.  Use  of  the  Doppler 
requires  interpretation  of  sound.  Experience  in  the 
interpretations  can  be  gathered  by  listening  to  nor- 
mal vessels,  eg,  the  brachial  artery  or  the  pedal 
arteries,  in  normal  healthy  individuals.  Venous  dis- 
ease may  also  be  detected  with  the  Dojjpler,  but 
this  does  require  some  expertise  with  the  instrument 
and  a good  knowledge  of  the  venous  anatomy. 
Once  the  operator  of  the  instrument  is  familiar 
with  normal  arterial  flow,  abnormalities  fall  into 


Fig.  1.  Schematic  diagram  of  blood  vessel  being  examined 
with  Doppler  ultrasonic  flowmeter  probe. 


place  rather  easily.  The  physician  is  soon  able  to 
detect  distal  arterial  occlusion.  He  may  become 
accustomed  to  the  sound  by  listening  to  the  radial 
artery  while  tightly  clenching  his  fist.  He  will  then 
hear  the  “water-hammer”  shown  in  Figures  3 and 
4.  If  he  maintains  a clenched  fist  for  several  min- 
utes and  releases  it  while  keeping  the  probe  on  the 
radial  artery,  he  will  hear  the  sound  of  reactive 
hyperemia.  Collateral  flow  can  be  easily  ascer- 
tained, for  there  is  an  elongated  systole  and  a 
decrease  or  total  loss  of  arterial  comjjliance.  The 
sound  of  collateral  flow  in  the  pedal  arteries  is  a 
sign  of  a proximal  arterial  compromise,  and  the 
analog  picture  of  the  collateral  flow  on  an  oscillo- 
scope best  resembles  a sine  wave. 

Venous  patterns  are  a bit  more  difficult  to 
master.  Sigel,  et  al^  have  demonstrated  that  the 
Doppler  ultrasonic  flowmeter  examination  is  much 
more  reliable  than  clinical  appraisal  alone  in  the 
diagnosis  of  deep  venous  disease  of  the  lower  ex- 
tremity. It  is  important  to  remember,  when  ex- 
amining veins  with  the  Doppler,  that  venous  flow 
is  phasic  with  respiration  and  that  continuous 
venous  flow  or  lack  of  venous  flow,  when  aug- 
mentation is  performed,  are  abnormalities.  Venous 
valvoilar  incompetence  may  be  determined  with 
the  Doppler  by  augmentation  of  venous  flow 
proximal  to  the  probe.  If  flow  is  heard  to  the  distal 
position,  the  diagnosis  of  venous  valvular  incom- 
petence may  be  made.  In  an  occluded  femoral 
vein,  sounds  of  venous  flow  will  be  heard  from  the 
greater  saphenous  vein  and  will  be  continuous  and 
not  phasic  with  respiration.  Continual  collateral 
venous  flow,  whch  is  non-phasic  with  respiration 
and  does  not  respond  to  a Valsalva  maneuv'er, 
may  be  noted  in  the  groin  area  of  the  patient  with 


Fig.  2.  Tracing  of  normal  velocity  wave  form  (analog) 
as  seen  on  oscilloscope. 
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Fig.  3.  Tracing  of  velocity  wave  form  (analog)  of  artery 
with  a distal  occlusion. 


i 

■ deep  femoral  venous  occlusion.  Use  of  the  ultra- 
I sonic  flowmeter  to  distinguish  between  arterial 
1 and/or  venous  circulatory  problems  without  ar- 
, teriography  is  of  considerable  value  to  the  general 
j surgeon  in  practice  in  the  smaller  community.  It 
j also  saves  time,  trauma,  and  money  for  the  patient. 

Evaluation  of  the  extent  of  peripheral  vascular 
arterial  occlusive  disease  is  rather  simple  with  the 
j Doppler  ultrasonic  flowmeter  and  a blood  pressure 
cuff.  First  the  brachial  artery  pressure  is  obtained 

ii  in  each  arm  using  the  standard  cuff  and  mano- 
I meter  and  the  Doppler  to  determine  return  of 
I flow  after  cuff  release.  The  pressure  at  which  the 

first  sound  of  flow  is  heard  at  a point  distal  to  the 
! cuff  after  release  is  the  systolic  pressure  of  the  arm. 

' Pressures  are  taken  in  both  arms  and  pulses  are 
compared.  Comparison  of  pulses  and  pressure 
(sound  and  pressure  being  the  same  in  each  arm) 
will  help  to  rule  out  the  subclavian  steal  syndrome. 

I Pressures  are  then  obtained  at  four  ])oints  in 

: each  leg,  using  the  posterior  tibial  artery  or  dorsalis 

pedis  artery  to  determine  the  point  of  return  of 
flow  with  the  Doppler  ultrasonic  flowmieter.  The 
points  at  which  pressures  are  taken  with  the  oc- 
clusive blood  pressure  cuff  are  at  the  ankle,  below 
the  knee,  above  the  knee,  and  at  the  high  thigh. 
In  an  individual  with  normal  vasculature,  it  is  a 
rule  of  thumb  that  the  systolic  pressure  noted  at 
the  ankle  should  equal  the  arm  pressure  ± 10  mm 
Hg.  The  velocity  wave  sound  of  the  vessel  should 
have  at  least  two  of  the  sounds  of  a normal  vessel, 
a sharp  systole  and  a snap  of  arterial  compliance. 
If  the  pressure  at  the  ankle  is  within  normal  limits 
and  the  velocity  wave  contour  has  a normal  sound, 
the  patient’s  problem  is  probably  not  due  to 
arterial  insufficiency.  If  the  pressure  at  the  ankle 


Fig.  4.  Tracing  of  velocity  wave  form  (sound  spectrum) 
of  artery  with  a distal  occlusion. 


is  below  normal  and  if  the  patient  experiences 
claudication,  then  the  segmental  pressures  are 
obtained.  The  systolic  pressure  between  any  two 
points  on  a leg  should  not  differ  by  more  than 
20  mm  Hg.  If  a greater  difference  is  noted  in  a 
segment,  it  must  be  considered  that  the  segment 
of  the  lower  extremity  is  the  site  of  the  occlusive 
disease  (major). 

In  order  to  demonstrate  the  use  of  the  Doppler 
Ultrasonic  flowmeter  in  the  clinical  setting  of  the 
small  hospital  we  present  several  case  reports 
in  which  the  device  was  used. 

Case  Reports 

Case  1.  A 49-year-old  white,  male  minister  pre- 
sented with  apparent  claudication  in  the  right  calf  when 
exercising.  Doppler  studies  showed  the  brachial  artery 
pressures  to  be  112  mm  Hg,  bilaterally.  Ankle  pressures 
were  130  mm  Hg  at  the  right  ankle  and  132  mm  Hg  at 
the  left  ankle.  Posterior  tibial  and  dorsalis  pedis  arteries 
were  present  bilaterally.  Femoral  artery  flow  was  normal 
and  audible  presentation  of  the  pulsatile  vessels  was 
heard  by  the  patient  and  discussed  with  him.  With  the 
reassurance  that  he  was  not  in  an  advanced  state  of 
‘‘hardening  of  the  arteries”  and  that  his  pulses  and 
pressures  were  in  the  normal  range,  the  patient’s  symp- 
toms disappeared.  This  patient  was  diagnosed  and  re- 
assured without  expensive,  painful,  and  time-consuming 
arteriography. 

Case  2.  A 55-year-old  male  complained  of  bilateral 
claudication,  greater  in  the  right  than  left  leg,  of  three 
years’  duration.  At  the  time  of  the  patient’s  visit  he 
could  walk  only  one  city  block  before  stopping  because 
of  severe  claudication.  Physical  examination  showed  no 
pulses  below  the  femorals,  which  were  manually  palpable. 
Doppler  examination  showed  a brachial  pressure  of  150 
mm  Hg.  Right  ankle  pressure  was  80  mm  Hg,  and  the 
same  pressure  was  noted  with  the  cuff  below  the  knee. 
Above  the  right  knee  the  pressure  was  88  mm  Hg,  and 
the  right  high  thigh  read  100  mm  Hg.  Pedal  pulses, 
noted  by  Doppler  were  of  the  collateral  type  and  no 
flow  could  be  heard  in  the  right  femoral  artery.  The  left 
leg  presented  with  90  mm  Hg  at  the  ankle  and  below- 
knee  positions.  Above-knee  position  read  out  at  100 


January,  1973  / 25 


I 


mm  Hg,  and  the  liigh  thigh  was  130  mm  Hg.  A tentative 
diagnosis,  based  on  Doppler  findings  of  aortoiliac  occlu- 
sive disease  with  total  occlusion  of  the  right  iliac  artery 
was  borne  out  by  arteriography.  An  aorto-femoral  bypass 
was  performed  which  allowed  the  patient  to  return  to 
gainful  employment  after  an  uneventful  postoperative 
course.  The  original  diagnosis  was  made  with  the  Dop- 
pler, and  when  the  patient  elected  to  have  corrective 
surgery,  arteriography  was  performed. 

Case  3.  .A  78-year-old  male  was  seen  in  the  emergen- 
cy room  where  the  referring  physician  stated  that  the 
patient’s  swollen  extremities  contained  no  pedal  pulses. 
The  Doppler  demonstrated  bilateral  pedal  pulses  with 
ankle  pressures  better  than  200  mm  Hg.  The  patient’s 
arm  pressure  was  176  mm  Hg.  A diagnosis  of  no  signifi- 
cant peripheral  vascular  arterial  occlusive  disease  was 
made  in  a few  minutes,  and  the  patient  was  later  founc 
to  have  bronchopneumonia  and  mild  congestive  heart 
failure. 

Case  4.  A 50-year-old  man  was  seen  after  an  auto- 
mobile accident  in  which  his  left  thigh  was  badly  lacer- 
ated. The  leg  became  quite  swollen,  cold,  and  pulseless. 
The  referring  physician  expressed  concern  about  injury 
to  the  femoral  artery.  Ultrasonic  flowmeter  examination 
demonstrated  a brachial  artery  pressure  of  130  mm  Hg 
with  the  blood  pressure  cuff  and  125  mm  Hg  ankle 
pressure  in  the  left  leg.  The  pedal  pulses  were  of  normal 
sound  with  the  Doppler.  Examination  of  the  left  groin 
area  with  the  flowmeter  demonstrated  closure  of  the 
femoral  vein  but  evidence  of  collateral  venous  return 
was  noted  throughout  the  area.  On  the  basis  of  these 
findings,  a diagnosis  of  deep  femoral  thrombophlebitis 
was  made  and  the  patient  was  treated  with  anticoagu- 
lants. An  uneventful  recovery  followed. 

Case  5.  A 77-year-old  white  woman  was  seen  by 
her  physician  and  referred  with  a history  of  right  leg 
pain  for  48  hours  which  had  increased  significantly  on 
the  day  of  admission  to  the  hospital.  Physical  examina- 
tion showed  the  leg  to  be  cool  from  the  calf  distally  and 
no  pulses,  including  the  femoral,  were  palpable.  Pulses 
noted  in  the  leg  (with  the  Doppler)  were  weak,  and 
pressures  could  not  be  obtained.  Femoral  artery  pulsa- 
tions in  the  right  leg  were  of  collateral  flow.  On  the 
basis  of  the  information  obtained  with  the  Doppler,  a 
diagnosis  of  iliac  obstruction  secondary  to  embolus  (the 
patient  was  in  atrial  fibrillation)  was  made.  At  surgery, 
a large  embolus  and  secondary  thrombus  was  removed 
with  Fogarty  embolectomy  catheters  from  the  right  iliac 
artery.  Flow  to  the  lower  extremity  was  restored  and 
the  limb  was  salvaged. 

Summary 

The  Doppler  ultrasonic  flowmeter  can  be 
highly  useful  in  the  smaller  community  hospital 
as  an  aid  to  preliminary  diagnosis.  Use  of  the 


Doppler  is  not  intended  as  a replacement  for  ar- 
teriography but  rather  as  a tool  which  can  comple- 
ment the  art  of  the  radiologist.  In  several  instances, 
the  Dopjjler  has  been  used  in  lieu  of  arteriography 
in  emergency  surgical  ]uocedures  and  this  use  has 
been  reported^. 

\’enous  problems  have  been  detected  with  the 
ultrasonic  flowmeter,  and  the  use  of  the  instru- 
ment for  detection  and  diagnosis  of  venous  disease 
has  been  reported‘s. 

It  is  necessary  to  spend  some  time  with  the 
Doppler  so  that  one  can  learn  the  normal  sounds 
of  blood  vessels.  After  the  normal  sounds  are  mas- 
tered, the  abnormalities  of  flow  in  vessels  are  easily- 
detected.  The  Doppler  probe  can  be  gas-sterilized 
and  used  in  the  operating  field  thus  providing  an 
instant,  audible  display  of  the  hemodynamics  of  the 
vascularity  under  observation. 

The  Doppler  ultrasonic  flowmeter  represents  a 
practical,  relatively  inexpensive,  atraumatic,  trans- 
cutaneous method  of  evaluating  peripheral  arterial 
and  venous  flow  in  the  hospital  or  office.  The  use 
of  the  Doppler  is  analogous  to  the  use  of  the 
stethoscope.  If  one  would  listen  to  heart  sounds, 
he  would  use  a stethoscope.  If  a physician  is  inter- 
ested in  bloodflow  in  peripheral  vessels,  he  will 
use  the  Doppler  ultrasonic  flowmeter. 

References 

1.  Strandness  DE  Jr,  Bell  JW : Peripheral  vascular 

disease:  Diagnosis  and  objective  evaluation  using 
a mercury  strain  gauge.  Ann  Surg  (suppl)  161: 
3-35,  1965. 

2.  Lichti  EL,  Keitzer  WF,  Henzel  JH,  et  al:  Atrau- 

matic evaluation  of  peripheral  vascular  disease  in 
older  patients.  Geriatrics  26:80-85,  1971. 

3.  Keitzer  WF,  Lichti  E,  DeWeese  MS:  Use  of  the 

ultrasonic  flowmeter  (Doppler)  during  vascular 
reconstruction.  Mo  Med  67:366-369,  1970. 

4.  Sigel  B,  Popky  GL,  Mapp  EM,  et  al : Evaluation 

of  ultrasound  examination.  Its  use  in  diagnosis 
of  lower  extremity  venous  disease.  Arch  Surg  100: 
535-540,  1970. 

5.  Henzel  JH,  Lichti  EL,  DeWeese  MS:  Diagnosis  and 

localization  of  acute  vascular  injury  by  ultrasonic 
Doppler.  South  Med  J 64:882-888,  1971. 


26  j The  Ohio  State  Medical  Journal 


Lung  Cancer  Survival 
The  Ohio  State  University  Hospitals 

John  P.  Minton,  M.D.;  Michael  S.  Sabback,  M.D.,  and  Kathern  V.  Oberle 


The  Authors 

• Dr.  Minto-i,  Columbus,  is  Assistant  Professor, 
Department  of  Surgery,  The  Ohio  State  Universi- 
ty College  of  Medicine. 

• Dr.  Sabback,  Charleston,  .S.C.,  is  Surgical  In- 
tern, Medical  University  of  South  Carolina. 

• Mrs.  Oberle,  Columbus,  is  Assistant  Director  of 
Medical  Records,  The  Ohio  State  University. 


T P IS  WELL  KNOWN  that  bronchogenic  car- 
cinoma  is  the  leading  cause  of  male  cancer 
deaths  in  the  United  States  today.  Recent  reports 
have  shown  that  the  incidence  of  this  disease  is 
rapidly  rising  in  both  men  and  women  in  contrast 
to  the  stable  or  declining  incidence  of  most  other 
forms  of  cancer.*  An  undeniable  relationship  exists 
between  cigarette  smoking  and  the  development  of 
bronchogenic  carcinoma.  The  disease  offers  a poor 
prognosis  regardless  of  stage  and  initial  treatment. 
(See  chart) . 

Since  1962,  The  Ohio  State  University  Hos- 
pitals have  accumulated  1884  cases  of  broncho- 
genic carcinoma  in  its  comjjuterized  cancer  registry 
with  a 99.99  percent  accurate  follow-up.  In  this 
report,  the  life-table  method  is  used  to  compute 
yearly  survival  for  our  1,956  patients. Survival  is 

LUNG  CANCER  SURVIVAL* 

1884  Patients 
Jan.  1.  '62  to  Dec.  31,  '71 
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calculated  separately  to  provide  a correlation  be- 
tween stage  and  prognosis  for  patients  with 
localized  disease  (606),  for  patients  with  regional 
involvement  (763),  and  for  patients  with  remote 
metastases  (515). 

The  survival  curves  displayed  in  the  chart 
demonstrate  that  mortality  from  this  disease  is 
highest  in  the  first  three  years  regardless  of  stage. 
.Almost  all  patients  with  regional  and  remote  in- 
volvement at  diagnosis  are  dead  after  two  years. 
For  patients  with  localized  disease,  the  survival 
becomes  constant  after  the  third  year.  These  re- 
sults imply  that  three  rather  than  five  years  may 
be  the  appropriate  interval  to  consider  patients 
without  evidence  of  recurrence  or  metastases  to 
be  cured. 

The  uniformly  fatal  nature  of  this  neoplasm 
in  patients  with  regional  and  remote  dissemination 
at  diagnosis  suggest  that  it  has  a highly  malignant 
jiotential  and  that  host  resistance  factors  (immune 
system)  may  be  unable  to  check  tumor  progression 
from  the  onset  of  disease. 

Acknowledgment:  The  authors  are  grateful  to  Charles 
E.  Little,  Director  of  Data  Processing,  The  Ohio 
State  University,  for  his  cooperation  in  providing 
these  data. 
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Amniotic  Bands  as  a Cause 
of  Fetal  Deformity 

Case  Report  with  Discussion 
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The  following  case  presentation  illus- 
trates a purely  mechanical  cause  for  one  type 
of  deformity  of  a newborn  infant.  Much  emphasis 
has  recently  been  placed  upon  chromosomal  causes 
for  fetal  deformity.  The  following  case  may  be  a 
reminder  to  fetologists  and  ever^'one  involved  with 
the  care  of  pregnant  women  that  a fetus  which  is 
being  damaged  by  its  intrauterine  environment 
may,  theoretically  at  least,  be  benefited  by  early 
diagnosis  of  condition.  We  concede  that  surgical 
procedures  on  the  fetus  are  adventuresome,  al- 
though amnioscopy  is  being  done  frequently. 

Case  Report 

Our  patient  was  a 39-year-old  black  woman, 
gravida  9,  para  4,  who  had  four  living  chil- 
dren, had  spontaneously  aborted  four  early  preg- 
nancies and  had  undergone  uterine  dilatation  and 
curettage  after  three  of  them.  She  had  had  no 
major  surgical  operations.  She  had  received  one 
postabortal  blood  transfusion  in  1961.  Her  hus- 
band was  51  years  old  and  in  good  health. 

Her  first  prenatal  checkup  occurred  in  the 
third  month  of  the  pregnancy  under  consideration, 
and  she  was  found  to  be  in  generally  good  condi- 
tion. Basic  laboratory'  findings  were  within  normal 
limits;  blood  group  was  B,  Rh  D positiv'e;  and 
VDRL  test  for  syphilis  was  negative.  Expected  date 
of  confinement  was  September  11,  1966.  Prenatal 
care  was  judged  as  being  adequate,  and  the  pa- 
tient was  admitted  to  the  maternity  wing  on 
September  8,  1966  after  the  spontaneous  onset 
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of  labor.  Her  membranes  had  ruptured  shortly 
before  admission,  and  after  15  hours  of  nonpro- 
ductive labor,  the  baby’s  head  remained  in  a per- 
sistent posterior  position  at  midpelvis  and  with 
incomplete  cer\’ical  dilatation  despite  hard  con- 
tractions and  no  obvious  fetopelvic  disproportion. 
\ low,  vertical  cesarean  section  was  performed 
under  spinal  anesthesia,  delivering  a baby  boy 
weighing  3,260  gm  (7  lb  3 oz)  but  with  unexpect- 
ed difficulty.  The  head  was  lifted  out  of  the  pelvic 
inlet,  and  the  shoulders  and  body  were  delivered 
easily,  whereupon  considerable  confusion  develop- 
ed. The  left  foot  was  firmly  confined  to  the  area 
of  the  fundus  by  a firm,  fibrous  band  of  mem- 
brane, about  7 cm  long  and  1 cm  in  diameter, 
which  had  to  be  severed  before  the  delivery  could 
be  completed.  The  placenta  and  membranes  were 
stripped  out  of  the  uterus  without  difficulty,  the 
only  visible  abnormality  being  the  previously  men- 
ioned  amniotic  band.  The  baby’s  left  foot  pre- 
sented a frightening  appearance  as  it  was  blue 
and  edematous,  the  skin  being  quite  friable  and 
loose  (Fig.  1).  At  first  glance,  this  part  of  the 
extremity  seemed  to  be  a possible  subject  for  am- 
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putation.  The  baby  was  examined  by  a pediatri- 
cian and  found  to  liave  no  other  obvious  anatomic 
or  physiologic  variations.  A surgical  consultant  also 
evaluated  the  baby.  Figures  2,  3,  and  4 indicate 
the  changing  ajjpearance  of  the  damaged  lower 
extremity  in  chronologic  order.  The  mother’s  post- 
operative course  was  uneventful. 

Discussion 

Descriptions  of  this  type  of  fetal  abnormality 
are  either  very'  short  or  are  missing  completely 
from  the  standard  obstetric  textbooks  consulted. 
Torpin,'  in  1965,  presented  an  extensive  paper 
relating  his  observations  over  more  than  30  years 
of  obstetric  practice.  He  provided  an  excellent 
historical  resume  of  reports  and  speculations  re- 
garding fetal  malformations  that  had  been  pub- 
lished over  the  past  150  years.  Apparently  there 


had  been  considerable  skepticism  among  geneticists, 
pathologists,  obstetricians,  and  other  observers 
through  the  many  years  and  a lack  of  enthusiasm 
in  accepting  the  concept  of  fetal  environmental 
conditions  causing  deformities,  or  more  dramatic- 
ally, amputations  of  extremities.  A close  look  at 
the  uterine  contents  during  pregnancy  may  make 
the  concept  more  acceptable. 

The  fetus  normally  lives  in  a closed  sac  con- 
taining amniotic  fluid.  The  amnion  is  a multi- 
layered membrane,  essentially  fetal  epidermis,  ex- 
tending over  the  umbilical  cord  and  lining  the 
chorionic  cavity.  Outside  and  adjacent  to  the 
amnion  is  the  chorion,  including  the  placenta, 
fetal  mesodermic  in  origin,  and  in  turn  covered 
with  maternal  decidua.  If  the  amnion  ruptures 
during  early  pregnancy  and,  particularly  if  the 
chorion  also  ruptures,  abortion  would  seem  likely. 
If  a small  defect  in  the  amnion  occurs  in  late 


Fig.  1.  Left  foot  of  neonate  (3  days).  Note  groove  from  amniotic  band. 


Fig.  2.  Same  foot  at  age  2 months. 
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Fig.  3.  At  8/2  years  of  age. 


Fig.  4.  At  5 years  of  age. 


pregnancy  but  “seals  over,”  it  is  not  unusual  to 
have  the  pregnancy  continue.  If,  on  the  other 
hand,  the  chorion  does  not  rupture  when  the 
amnion  becomes  detached  completely  or  incom- 
pletely, the  outer  surface  of  the  amnion  and,  prob- 
ably to  a lesser  extent,  the  chorion  may  produce 
fibrous  strings  or  adhesions  capable  of  entangling 
fetal  extremities.  The  umbilical  cord  or  the  fetal 
neck  could  also  be  encompassed  by  these  string- 
like structures.  Oligohydramnios  resulting  from 
premature  loss  of  amniotic  fluid  may  give  rise  to 
pressure  on  fetal  parts  and  resulting  abnormalities 
such  as  clubbing  of  the  feet  or  maldevelopment  of 
the  ears.  Smith,  et  al,^  in  1965,  presented  an  ex- 
tensive discussion  of  gangrene  of  the  extremities 
in  the  newborn  and  infant,  reporting  five  cases. 
They  reported  59  previous  cases  in  the  literature 
dating  back  to  1828,  but  some  of  these  cases  may 
be  attributed  to  intravascular  clotting  phenomena 
or  localized  maldevelopment  of  the  vascular  system. 

Mansfield  and  Knight,^  in  1963,  reviewed  the 
theories  of  etiology  of  congenital  amputations  and 
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classified  them  as  “endogenous”  arising  from  pri- 
mary’ failure  of  development  and  “exogenous”  as 
from  intrauterine  constrictive  amputations.  Fa- 
milial incidence  of  congenital  amputation  is  ap- 
parently rare  and  usually  no  other  anomalies 
occur  in  the  affected  children. 

Surgical  Considerations 

Shortly  after  its  birth  we  proceeded  to  de- 
bride this  newborn’s  ankle  area,  which  looked  as 
though  it  was  suffering  from  prolonged  applica- 
tion of  a tourniquet.  The  skin  of  the  foot  was 
edematous,  weeping,  blistering,  and  had  small 
ulcerations.  However,  the  foot  appeared  viable, 
so  we  elected  to  treat  it  with  repeated  cleansing 
and  application  of  antibiotic  creams.  At  that  time, 
we  could  not  evaluate  the  status  of  the  tendons 
or  deeper  structures. 

The  ankle  and  foot  improved  rapidly,  and 
upon  discharge  from  the  hospital,  the  involved 
foot  nearly  resembled  the  contralateral  one.  Over 
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the  past  five  years,  the  boy  has  been  periodically 
evaluated,  and  at  this  time,  he  has  no  obvious 
abnormality  in  his  gait,  balance,  or  in  the  use  of 
the  foot  and  ankle.  The  only  changes  evident  now- 
are  the  skin  pigmentation  and  the  presence  of  a 
circular  scar  which  has  proceeded  to  expand  in 
circumference  as  the  child  grows  (Fig.  4).  There 
is  no  further  evidence  of  any  tourniquet  effect 
from  the  scar  itself.  The  boy  is  as  active  and 
playful  as  any  5-year-old  child  would  be. 

Summary 

A case  is  presented  to  document  one  cause  of 
a birth  defect  which,  if  recognized,  could  theoreti- 


cally be  treated  during  gestation.  A premature 
“high  leak  of  the  membranes  which  seals”  may  be 
implicated  in  formation  of  bands  which  constrict 
fetal  parts. 
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E.N.T.  Case  of  the  Month 


Andrew  W.  Miglets,  Jr.,  M.D.* 


This  40-year-old  lady  enters  with  a raised 
lesion  on  the  dorsum  of  her  lip.  This  has  been 
present  for  about  nine  months  and  has  been  grad- 
ually enlarging  (Fig.  1). 

What  is  her  most  likely  diagnosis  and  what 
methods  are  available  for  diagnosis  and  treatment? 

(See  p.  47  of  this  issue  for  further  information 
and  discussion.) 


*Dr.  Miglets,  Columbus,  is  Assistant  Professor  of 
Otolaryngology,  The  Ohio  State  University  Col- 
lege of  Medicine. 

Submitted  March  28,  1972. 


Fig.  1.  Raised  lesion  on  dorsum  of  patient’s  lip. 
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Milk-Alkali  Syndrome 

Report  of  a Case  Presenting  with 
“Respiratory  Failure” 


Ali  Sadoughian,  M.D.;  Jahangir  Cyrus,  M.D.;  and  Hassan  Mehbod,  M.D. 


TN  1923,  HARDT  AND  RIVERS  first  described 
-*-“toxic”  manifestations  of  milk-alkali  treatment 
for  peptic  ulcerd  The  manifestations  were  mostly 
those  caused  by  hypercalcemia  and  transient  renal 
failure.  In  1936,  Cope^  stressed  the  hypercalcemia 
caused  by  this  treatment.  He  also  believed  that 
some  of  the  symptoms  were  due  to  hypermag- 
nesemia. 

The  term  milk-alkali  syndrome  was  first  used 
by  Burnett,  et  al,  in  1949  when  they  described 
cases  with  the  following  picture:  history  of  pro- 
longed and  excessive  intake  of  milk  and  absorbable 
alkali,  hypercalcemia,  azotemia,  mild  alkalosis, 
calcinosis  (especially  band  keratopathy),  and  ab- 
sence of  hypercalciuria,  hypophosphatemia,  or 
elevated  serum  alkaline  phosphatase  level. ^ 

Since  absorbable  antacids  are  not  commonly 
used  in  therapy  of  jreptic  ulcer,  this  syndrome  is 
a rare  entity  today.  Recently,  we  had  the  oppor- 
tunity to  observe  a typical  patient  with  this  condi- 
tion, who  also  demonstrated  striking  arterial  gas 
abnormalities. 

Case  Report 

A 30-year-old  white  man  was  admitted  to  the 
Veterans  Administration  Hospital,  Dayton,  Ohio, 
on  August  17,  1970,  with  the  chief  complaint  of 
epigastric  pain  of  several  years’  duration  with 
gradual  worsening  during  the  previous  year.  He 
had  been  diagnosed  as  having  a duodenal  ulcer  in 
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1968  and  since  then  had  been  drinking  three 
gallons  of  milk  and  taking  20  to  25  Alka-Seltzer 
tablets  daily. 

On  physical  examination  he  was  thin  and 
pale.  Blood  pressure  was  110/60  mm  Hg;  pulse 
rate  90  beats  per  minute;  respirations  were  12  per 
minute;  and  temperature  36.0  C (98.4  F).  There 
was  no  evidence  of  band  keratopathy.  There  was 
some  epigastric  tenderness.  In  spite  of  polyuria  of 
4 to  5 liters  daily,  blood  urea  nitrogen  and  serum 
creatinine  le\els  were  elevated. 

ITe  laboratory  findings  with  relation  to  the 
treatments  given  can  be  seen  in  Figure  1. 

It  should  be  noted  that  on  August  21,  1970, 
and  again  on  August  26,  1970,  apparently  because 
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TREATMENT 

Na 

niEq.  Qf 

K 


Cl  NH4 

310  387  200  310  465  155  310  465  275  120 

80  100  60  100  100  120  40  60  120  00  20  70 


1970  1^71 


Fig.  1.  Laboratory  values  in  relation  to  treatments  given. 


of  severe  symptomatic  hypoxia,  he  was  treated  with 
intermittent  positive  pressure  breathing,  which  was 
stopped  as  alkalosis  was  aggravated. 

On  August  24,  1970,  the  patient  began  vomit- 
ing coffee-ground  type  material  and  went  into 
shock.  Clinical  findings  confirmed  the  diagnosis  of 
upper  bowel  obstruction.  After  initial  treatment 
aimed  at  correcting  the  metabolic  alkalosis,  trans- 
fusion of  several  units  of  blood,  and  administration 
of  oxygen,  he  improved  sufficiently  enough  to  be 
operated  on  September  2,  1970,  and  he  was  found 
to  have  an  ulcer  2 cm  distal  to  the  pyloric  sphinc- 
ter. Vagotomy  and  gastrojejunostomy  were  done. 
The  patient  did  well  postoperatively. 

Kidney  biopsy  was  performed  on  September 
24,  1970.  This  revealed  nephrocalcinosis  and 
chronic  interstitial  nephritis  ( Fig.  2 ) . The  patient 
has  been  followed  on  an  outpatient  basis  ever 
since.  Presently,  he  is  asymptomatic.  He  has  gained 
over  30  pounds  since  the  operation.  Laboratory' 
studies  are  all  within  normal  limits  e.xcept  for 
serum  creatinine,  which  has  remained  at  2 mg 
per  100  ml. 


Discassion 

4'his  patient  presented  with  all  the  features  of 
milk-alkali  syndrome.  It  is  interesting  to  note  that 
he  had  ingested  approximately  three  gallons  of 
milk  and  over  500  inEq  of  bicarbonate  a day. 

The  mechanism  of  production  of  hypercal- 
cemia in  this  patient  is  not  clear.  In  1949,  Burnett, 
et  aP  discussed  the  possibility  of  primary  hyper- 
parathyroidism. However,  against  the  diagnosis  of 
primary  hyperparathyroidism  are  lack  of  hypo- 
phosphatemia, hypercalciuria,  lowering  of  the 
serum  calcium  with  low  calcium  intake,  and  ab- 
sence of  skeletal  demineralization.  The  fact  that 
our  patient’s  serum  calcium  gradually  returned 
to  normal  and  has  remained  normal  ever  since 
is  also  strong  evidence  against  the  possibility  of 
hyperparathyroidism.  Other  evidence  against  hy- 
perparathyroidism was  a urinary  calcium  way 
below  calcium  intake  (70  to  238  mg  per  24-hour 
urine)  on  a 250  mg  calcium  diet  (higher  urinary 
calcium  values  during  alkalosis) . 

Hamburger  and  \Valsh''^  believed  that  hyper- 
calcemia cannot  be  explained  by  high  calcium 
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intake  because  it  is  absolutely  an  inconstant  factor. 
One  will  then  have  to  postulate  the  jjresence  of 
some  hypercalceinic  factor  acting  by  an  increase  in 
intestinal  absorption  anch  or  by  mobilization  of 
bone  calcium.  However,  there  was  no  evidence  of 
bone  demineralizatoin  in  this  patient  nor  in  any 
other  reported  cases. 

Heinemann-’  relates  alkalosis  to  hyirercalcemia 
and  postulates  that  it  is  due  to  greater  availability 
of  buffering  capacity  of  the  skeleton,  secondary 
to  mobilization.  The  most  likely  explanation  for 
alkalosis  and  hypercalcemia,  at  least  in  this  case, 
is  the  excessive  intake  of  both  alkali  and  calcium 
whereas  other  mechanisms  postulated  above  could 
not  be  documented. 

Another  feature  of  this  syndrome  is  hypo- 
natremia which  was  seen  early  in  this  patient. 
Although  vomiting  alone  could  do  this,  many 
other  factors  were  probably  at  play.  For  example, 
movement  of  Na+  into  the  cell  as  H+  and  Na+ 
replacing  K^  in  the  cell  is  certainly  a reason  for 
hyponatremia  in  some  cases.  Indeed,  during 
hyponatremic  period,  urinary  Na+  was  much  less 
than  after  recovery  (70  to  180  mEcj  per  24-hour 
with  the  same  Na+  intake).  This  observation 
militates  against  urinary  Na+  loss  as  a cause,  at 
least  in  this  case. 

A striking  feature  demonstrated  in  this  case  is 
severe  hypercapnea  coinciding  with  the  period  of 
metabolic  alkalosis.  For  example,  on  August  26, 
1970,  when  pH  was  7.58,  PO2  w-as  less  than  50, 
and  PCO2  was  60,  which  by  definition  is  “respira- 
tory failure.”  Arterial  gas  values  returned  to 
normal  only  after  correction  of  alkalosis.  Hypo- 


ventilation was  a manifestation  of  metabolic  alka- 
losis and  due  to  an  inhibitory  effect  of  the  lack 
of  H^'  on  the  respiratory  center.  This  degree  of 
hypoventilation  simulating  the  PC’.C)2  and  PO2  of 
respiratory  failure  is  a very  interesting  feature  and 
has  been  occasionally  observed  by  us,  but  to  a 
much  lesser  degree,  in  other  conditions  associated 
with  metabolic  alkalosis. 

In  1962,  Zeffren  and  Heinemann  described 
the  reversible  defect  in  renal  concentrating  mech- 
anism in  patients  with  hypercalcemia.  It  is  believed 
that  calcium  inhibits  the  action  of  antidiuretic 
hormone  resulting  in  polyuria  in  hypercalceinic 
patients  as  was  also  well  demonstrated  in  this  case. 

Renal  pathology  as  seen  here  included  nephro- 
calcinosis,  glomerular  sclerosis,  and  varying  de- 
grees of  tubular  lesions  ranging  from  necrosis 
of  ejiithelium  to  spotty  deposition  of  calcium  in 
the  basement  membrane.  The  collecting  ducts  are 
chiefly  involved.  While  calcium  can  be  incrimi- 
nated as  a cause  of  tubular  changes,  the  reason 
for  glomerular  sclerosis  is  not  clear  at  all. 

It  is  not  unlikely  that  patients  periodically 
taking  milk  and  absorbable  alkali  for  ulcer  symp- 
toms may  have  similar  but  milder  and  unrecog- 
nized episodes  resulting  in  subclinical  but  per- 
manent renal  damage. 

Summary 

Milk-alkali  syndrome,  a result  of  excessive  in- 
take of  milk  and  absorbable  alkali  in  patients  with 
peptic  ulcer  disease,  is  a rather  rare  entity  today. 
Prominent  features  include : alkalosis,  hypokalemia, 
hypercalcemia,  hyponatremia,  and  disturbed  renal 


Fig.  2.  Kidney  biopsy  demonstrating  area  of  nephrocalcinosis  and  interstitial  cell 
infiltration. 
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function  ranging  from  defective  concentrating 
ability  to  uremia. 

We  describe  herein  a typical  patient  who 
presented  with  hypoxemia  and  hypercapnea  (“re- 
spiratory failure”)  and  in  whom  successful  treat- 
ment led  to  correction  of  all  abnormalities  except 
residual,  impaired  renal  function. 

Generic  and  Trade  Name  of  Drug 

Effervescent  antacid/analgesic  — Alka-Seltzer 
(Miles  Laboratories) 
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T ET  ME  GIVE  YOU  FOUR  QUOTATIONS: 

' Firstly;  “Our  youth  loves  luxury-,  has  bad  manners,  disregards  authority 
and  has  no  respect  whatsoever  for  age;  our  today’s  children  are  tyrants;  they 
do  not  get  up  when  an  elderly  man  enters  the  room  - - they  talk  back  to  their 
parents  — they  are  just  very  bad.” 

Secondly:  “I  have  no  longer  any  hope  for  the  future  of  our  country  if 
today’s  youth  should  ever  become  the  leaders  of  tomorrow,  because  this  youth 
is  unbearable,  reckless  — just  terrible.” 

Thirdly:  “Our  world  has  reached  a critical  stage;  children  no  longer 
listen  to  their  parents;  the  end  of  the  world  cannot  be  far  aw'ay.” 

Finally:  “This  youth  is  rotten  from  the  very  bottom  of  their  hearts;  the 
young  people  are  malicious  and  lazy;  they  will  never  be  as  youth  happened 
to  be  before;  our  today’s  youth  will  not  be  able  to  maintain  our  culture.” 
The  first  came  from  Socrates,  470-399  b.c.  ; the  second  from  Hesiod, 
circa  720  b.c.;  the  third  from  an  Egyptian  priest  about  2,000  years  b.c.;  and 
the  last  was  discovered  recently  on  clay  pots  in  the  ruins  of  Old  Babylon,  and 
these  were  more  than  3,000  years  old. 

I leave  you  w'ith  two  thoughts?  G.  K.  Chesterton  said;  “The  only  man 
who  understood  me  was  my  tailor,  who  measured  me  afresh  each  time  we 
met.”  When  dealing  with  adolescents  may  I suggest  that  you  measure  them 
afresh  each  time  you  meet  them  — whether  they  be  pupils  or  patients,  sons 
or  daughters,  and  no  matter  how  short  the  interval  between  the  meetings.  And 
then,  perhaps,  we  can  take  some  consolation  from  Oscar  Wilde,  who  said; 
“Children  begin  by  loving  their  parents;  as  they  grow  older  they  judge  them; 
sometimes  they  forgive  them.”  — Ronald  Gibson,  C.B.E.,  London:  British 
Medical  Journal,  2:549-552,  June  5,  1971. 
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Anomalous  Origin  and  Course  of 
the  Left  Coronary  Artery 

Report  of  a Case 


Maj.  Barry  R.  Herschman,  MC,  USAF,  and  Jack  W.  C.  Hagstrom,  M.D. 


TN  THE  NOT-TOO-DISTANT  PAST,  coronary 
artery  anomalies  were  anatomic  curiosities.  They 
were  functionally  insignificant  or  lethal.  In  the 
former  instance,  treatment  was  unnecessary;  and 
in  the  latter,  they  were  undiagnosed  during  life, 
resulted  in  sudden  death,  and  were  discovered  at 
autopsy.  With  the  advent  of  coronary  angiography 
and  cardiac  surgery,  a functional  as  well  as  an 
anatomic  knowledge  of  anomalous  patterns  of 
coronary  arteries  has  become  essential.*'^ 

The  following  report  presents  a rarely  de- 
scribed coronary  artery  anomaly  and  the  embryo- 
genesis,  incidence,  and  clinical  significance  of 
coronary  artery  anomalies  in  general. 

Case  Report 

34-year-old  man  with  no  known  prior  history 
of  cardiovascular  disease  was  admitted  to  the  University 
Hospitals  of  Cleveland  because  of  fulminant  pneumococ- 
cal pneumonia.  Electrocardiograms  showed  left  atrial 
and  ventricular  hypertrophy  and  left  axis  deviation.  His 
temperature  was  37  G.;  pulse  rate  80  beats  per  minute 
and  regular;  respirations  30  per  minute;  and  blood 
pressure  130/70  mm  Hg.  There  was  clinical  evidence 
of  heart  failure  and  he  was  treated  for  it,  as  well  as 
for  the  pneumonia;  however,  he  died  of  sepsis  and 
cardiac  and  respiratory  failure  four  days  after  admission. 

The  pertinent  autopsy  findings  were  confined  to 
the  lungs,  kidneys,  and  heart.  The  pericardial  sac  con- 
tained 200  cc  of  serosanguineous  fluid.  The  heart 
weighed  570  grams.  The  epicardium,  myocardium, 
endocardium,  septae,  and  heart  valves  were  normal.  The 
venae  cava,  pulmonary  artery,  pulmonary  veins,  and  aorta 
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were  in  their  normal  positions  and  interrelationships. 
The  aortic  sinuses  of  Valsalva  were  equal  in  size,  and 
the  aortic  surfaces  of  the  posterior  and  left  sinuses  were 
smooth  and  without  a trace  of  dimpling.  Three  ostia 
were  present  in  the  aortic  wall  of  the  right  sinus  of 
Valsalva..  The  most  anterior  was  less  than  0.1  cm  in 
diameter  and  gave  rise  to  a conus  artery,  which  tran- 
scended the  pulmonary  conus  and  terminated  as  multiple 
branches  in  the  region  of  the  midanterior  longitudinal 
sulcus.  Posterior  to  the  ostium  of  the  conus  artery  was  a 
depression  approximately  0.5  cm  in  depth  and  1.0  cm 
in  diameter.  Within  it  were  two  ostia  at  the  same 
level.  The  anterior  ostium  was  0.4  cm  in  diameter  and 
gav'e  rise  to  the  right  coronary  artery,  which  followed 
a normal  course  with  the  expected  number  and  location 
of  branches.  It  terminated  in  the  posterior  wall  of  the 
left  ventricle.  The  posterior  ostium  was  also  0.4  cm  in 
diameter  and  subserved  a vessel  analogous  to  the  left 
coronary'  artery.  It  coursed  behind  the  aorta  and  then 
in  the  sulcus  between  the  left  atrium  and  aorta,  where 
it  gave  origin  to  a branch  approximately  2 cm  long  and 
0.1  cm  in  diameter  which  was  in  the  position  of  the 
normal  circumflex  artery.  The  vessel  then  curved  antero- 
inferiorly  and  ended  as  multiple  branches  in  the  anterior 
wall  of  the  left  ventricle  (Fig.  1). 

.Atherosclerosis  was  not  significant  in  any  of  the 
coronary  vessels.  The  cardiomegaly  was  probably  on  a 
hypertensive  basis  as  indicated  by  arteriolar  nephro- 
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sclerosis.  The  lungs  showed  confluent  bronchopneumonia 
with  necrosis  and  abscesses. 

Discussion 

The  incidence  of  coronary  artery  anomalies 
as  reported  varies  from  17  instances  in  755  random 
autopsies'^  to  54  in  18,950  autopsies.^  Absence  of 
one  coronary  artery  is  rare.*’"^  Origin  of  one  or 
both  coronary  arteries  from  the  pulmonary  artery 
is  well  documented  but  is  not  considered  in  this 
communication. 

Plotz^  notes  that  coronary  artery  embryo- 
genesis  is  nearly  complete  when  the  human  embryo 
reaches  0.18  cm  in  length.  It  has  been  demon- 
strated that  the  proximal  and  distal  segments  of 
the  coronary  arteries  are  deri\ed  from  different 


RT.  CORONARY  A 


Fig.  1.  Schematic  representation  of  coronary  artery 
vasculature. 


anlagen.^'**  Various  mechanisms  are  offered  regard- 
ing the  pathogenesis  of  single  coronary  artery 
anomalies.  Included  are  failure  of  the  segments 
to  fuse,  with  concurrent  formation  of  interarterial 
anastomoses,  complete  absence  of  one  coronary 
artery  anlage,  displacement  of  a coronary  artery 
anlage  so  that  one  fuses  with  another,  and  occlu- 
sion of  one  coronary  artery  soon  after  its  develop- 
ment with  failure  of  canalization  resulting  in 
compensatory  dilatation  of  the  other  coronary.*^'*'’-'’ 
The  conus  artery  should  not  be  regarded  as  an 
anomalous  vessel.'^'*^ 

Single  coronary  arteries  have  been  described 
as  arising  from  either  the  right  sinus,  3,6-8,11,14.17 


the  left  sinus,  5/>3.io.ii  frecjuently,  the 

posterior  sinus.® 

4 here  is  little,  if  any,  functional  significance 
when  all  the  coronary  artery  ostia  arise  from  the 
aorta  regardless  of  their  site  of  origin.  The  same 
is  true  when  the  arterial  pattern  deviates  from  the 
normal. 

Review  of  the  literature  reveals  that  the 
anomalous  coronary  artery  pattern  discussed  in 
this  paper  has  been  described  twice  before  when 
found  as  an  isolated  cardiac  anomaly,^4G  once  in 
conjunction  with  other  cardiac  malformations,'* 
and  once  with  an  additional  penetrating  septal 
vessel  arising  from  the  right  coronary  artery."* 

Summary 

Single  coronary  arteries,  when  they  arise  from 
the  aorta,  generally  have  no  functional  significance. 
Since  they  produce  branches  which  deviate  from 
the  normal  coronary  arterial  pattern,  they  may 
interfere  with  a desired  surgical  approach  or,  if 
unrecognized,  may  be  injured  during  cardiac 
surgery,  ^\’ith  the  increasing  use  of  coronary 
angiography  it  is  likely  that  more  coronary  artery 
anomalies  will  be  recognized  during  life. 

.\  single  right  coronary  arterial  pattern  which 
has  been  infrequently  reported  is  presented.  Em- 
bryogenesis  of  the  coronary  arteries  with  suggestions 
as  to  why  malformations  occur,  reported  coronary 
artery  anomaly  incidence,  and  the  clinical  sig- 
nificance of  coronary  artery  anomalies  are  also 
presented. 
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NEPHROLOGY 

Drug  Dosage  in  Renal  Failure 


Leonard  B.  Berman,  M.D.* 


'^HE  VERY  LARGE  NUMBER  of  therapeutic 
agents  in  current  use  obliges  the  clinician  to 
understand  how  renal  failure  may  alter  the  dosage 
of  some  and  not  of  others.  Conventional  treatment 
schedules  are  designed  to  achieve  non-toxic  blood 
levels,  and  these  depend,  in  turn,  on  metabolic 
inactivation  or  urinary  excretion  of  the  active 
principle.  If  metabolic  inactivation  is  the  major 
route  for  a given  agent,  renal  failure  makes  little 
difference.  If  urinary  excretion  is  predominant, 
renal  failure  may  impose  a severe  reduction  in 
dosage.  It  is  important  to  note  that  urinary  ex- 
cretion of  the  drug  in  its  active  form  is  under 
discussion  here,  rather  than  excretion  of  an  inactive 
metabolite.  Further,  if  high  blood  levels  do  result 
from  renal  failure,  some  clinical  judgment  is 
necessary  concerning  the  possible  toxicity  of  those 


*Dr.  Berman  is  Chief  of  the  Department  of 
Nephrology,  Mt.  Sinai  Hospital  of  Cleveland. 
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levels.  These  considerations  can  be  illustrated  by 
the  examples  cited  below. 

Toxicity  from 


Urinary  Excretion 

Increased 

Reduce  Dosage 

Drue 

of  Active  Drug 

Blood  Levels 

in  Renal  Failure 

Penicillin 

Yes 

X'o 

No 

Kanamycin 

Yes 

Yes 

Yes 

Chloramphenicol 

Possible 

No 

Digitalis 

Yes 

Yes 

Yes 

Corticosteroids 

Xo 

,\o 

No 

Several  formulae  have  been  published  for 
calculating  doses  of  particular  drugs  in  renal  fail- 
ure. The  practicing  physician  must  regard  his 
patient  with  renal  failure  as  a unique  pharma- 
cologic challenge.  Everything  going  in  by  injection 
or  ingestion  must  be  considered  in  light  of  a 
possible  reduction  or  absence  of  excretion.  The 
challenge  is  offered  as  much  by  water,  salt,  protein, 
and  potassium  as  it  is  by  medicinal  drugs. 
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Hrever  it  hurts, 

Toirin  Compound  with 
Isine  usually  provides 
f'elief  needed. 


g neral,  only  pain  so  severe 
I't  requires  morphine  is 
:ynd  the  scope  of 
1 rin  Compound  with  Codeine. 

I )rescribing  convenience: 

:dipto  5 refills  in  6 months, 
yur discretion  (unless 
siicted  by  state  law);  by 
e hone  order  in  many  states. 

1 rin  Compound  with 
iC'ine  No.  3,  codeine 
cphate*  32.4  mg.  (gr.  Va); 

codeine  phosphate* 
rtmg.  (gr.  l).*Warning— 
i)De  habit-forming.  Each 
)lt  also  contains:  aspirin 
:/2,  phenacetin  gr.  2V2, 
fline  gr.  V2. 

■ / Burroughs  Wellcome  Co. 

Z / Research  Triangle  Park 
lli'me/  North  Carolina  27709 


EMnRIN 

COMPOUND 

i CODEINE 

#3,  codeine  phosphate*  (32.4  mg.)  gr.  V2 
#4,  codeine  phosphate*  (64.8  mg.)  gr.  1 


WHEREVER  IT 

HURTS 


IMPORTANT  INFORMATION:  This  is  a Sched- 
ule V substance  by  Federal  law:  diphenoxylate 
HCI  is  chemically  related  to  meperidine.  In 
case  ot  overdosage  or  individual  hypersensitiv- 
ity, reactions  similar  to  those  alter  meperidine 
or  morphine  overdosage  may  occur:  treatment 
is  similar  to  that  lor  meperidine  or  morphine 
intoxication  (prolonged  and  carelul  monitoring). 
Respiratory  depression  may  recur  in  spite  ol  an 
initial  response  to  Nalline®  (nalorphine  HCI)  or 
may  be  evidenced  as  late  as  30  hours  alter 
ingestion.  LOMOTIL  IS  NOT  AN  INNOCUOUS 
DRUG  AND  DOSAGE  RECOMMENDATIONS 
SHOULD  BE  STRICTLY  ADHERED  TO,  ESPE- 
CIALLY IN  CHILDREN  THIS  MEDICATION 
SHOULD  BE  KEPT  OUT  OF  REACH  OF 
CHILDREN. 


Indications:  Lomotil  is  effective  as  adjunctive  ther- 
apy in  the  management  of  diarrhea. 
Contraindications:  In  children  less  than  2 years,  due 
to  the  decreased  safety  margin  in  younger  age 
groups,  and  in  patients  who  are  jaundiced  or  hyper- 
sensitive to  diphenoxylate  HCI  or  atropine. 

Warnings:  Use  with  caution  in  young  children,  be- 
cause of  variable  response,  and  with  extreme  cau- 
tion in  patients  with  cirrhosis  and  other  advanced 
hepatic  disease  or  abnormal  liver  function  tests, 
because  of  possible  hepatic  coma.  Diphenoxylate 
HCI  may  potentiate  the  action  of  barbiturates,  tran- 
quilizers and  alcohol.  In  theory,  the  concurrent  use 
with  monoamine  oxidase  inhibitors  could  precipitate 
hypertensive  crisis. 

Usage  in  pregnancy:  Weigh  the  potential  benefits 
against  possible  risks  before  using  during  preg- 
nancy, lactation  or  in  women  of  childbearing  age. 
Diphenoxylate  HCI  and  atropine  are  secreted  in  the 


breast  milk  of  nursing  mothers. 

Precautions:  Addiction  (dependency)  to  diphenr 
late  HCI  is  theoretically  possible  at  high  dosage  ' 
not  exceed  recommended  dosages.  Administer' l 
caution  to  patients  receiving  addicting  drugs  . 
known  to  be  addiction  prone  or  having  a histor 
drug  abuse.  The  subtherapeutic  amount  of  alrw  ' 
is  added  to  discourage  deliberate  overdoes  i 
strictly  observe  contraindications,  warnings  ands ' 
cautions  for  atropine;  use  with  caution  in  chile 
since  signs  of  atropinism  may  occur  even  with  i 
recommended  dosage.  i 

Adverse  reactions:  Atropine  effects  include  dryr 
of  skin  and  mucous  membranes,  flushing  -and  t 
nary  retention.  Cther  side  effects  with  Lomotil  i 
elude  nausea,  sedation,  vomiting,  swelling  ol  ) 
gums,  abdominal  discomfort,  respiratory  depress  ( 
numbness  of  the  extremities,  headache,  dizzih*  s 
depression,  malaise,  drowsiness,  coma,  leths'  i 


I 


Many 
things 
can  cause 
diarrhea. 


LOMOTIL 
wiii  aimost 
sureiy  stop  it. 


The  causes  of  diarrhea  are  as 
varied  as  man’s  complaints  and 
indiscretions.  Because  the  causes 
of  diarrhea  can  be  obscure  and 
because  uncontrolled  diarrhea  can 
present  serious  problems,  it  is 
important  to  know  a drug  that  will 
usually  stop  diarrhea  promptly. 

For  many  physicians,  the 
antidiarrheal  drug  of  choice  is 
Lomotil.  It  provides  almost  certain 
control  of  diarrhea. 

It  is  also  useful  in  controlling  the 
intestinal  transit  time  of  patients 
with  ileostomies  and  colostomies 
and  the  diarrhea  occurring  after 
gastric  surgery. 

Serious  side  effects  are 
infrequent  with  Lomotil.  It  should 
be  used  with  caution  in  young 
children,  however,  because  of  their 
variability  in  response.  Use  of 
Lomotil  in  children  under  two  years 
of  age  is  contraindicated. 

For  the  almost  certain 
control  of  diarrhea. 


. stiessness,  euphoria,  pruritus,  angioneu- 
giant  urticaria  and  paralytic  ileus, 
m/  administration:  Lomotil  Is  contraindl- 
\'ildren  less  than  2 years  old.  Use  only 
lliid  for  children  2 to  12  years  old  For 

■ years,  4 ml.  (2  mg.)  t.i.d.;  5 to  8 years, 
t .)  q.i.d.;  8 to  12  years,  4 ml.  (2  mg.)  5 

■ adults,  two  tablets  (5  mg.)  t.i.d.  to  two 
5 g ) q.i.d.  or  two  regular  teaspoonfuls  (ID 
ifl  q.i.d.  Maintenance  dosage  may  be  as 
fourth  of  the  initial  dosage.  Make  down- 
■'  adjustment  as  soon  as  initial  symptoms 
0 d. 

S Keep  the  medication  out  of  the  reach 
since  accidental  overdosage  may  cause 
- , '■espiratory  depression.  Signs  of 

P‘  nclude  flushing,  lethargy  or  coma,  hypo- 
I6is,  nystagmus,  piripoint  pupils,  tachy- 
wespiratory  depression  which  may  occur 


12  to  30  hours  after  overdose.  Evacuate  stomach  by 
iavage,  establish  a patent  airway  and.  when  neces- 
sary, assist  respiration  mechanicaily.  Use  a narcotic 
antagonist  in  severe  respiratory  depression.  Obser- 
vation should  extend  over  at  least  48  hours. 

Dosage  forms:  Tablets,  2.5  mg.  of  diphenoxylate 
HCI  with  0.025  mg.  of  atropine  suifate.  Liquid,  2 5 
mg.  of  diphenoxyiate  HCI  and  0.025  mg.  of  atropine 
sulfate  per  5 ml.  A plastic  dropper  calibrated  in  in- 
crements of  Vi  mi.  (total  capacity,  2 mi.)  accom- 
panies each  2-oz.  bottie  of  Lomotii  liquid. 

Dosage  forms:  Tablets,  2.5  mg.  of  diphenoxylate 
HCI  with  0.025  mg.  of  atropine  sulfate.  Liquid,  2.5 
mg.  of  diphenoxylate  HCI  and  0.025  mg.  of  atropine 
sulfate  per  5 ml.  A plastic  dropper  calibrated  in  in- 
crements of  Vi  ml.  (total  capacity.  2 ml.)  accom- 
panies each  2-oz.  bottle  of  Lomotil  liquid. 


LOMOTIL 

TABLETS/LIQUID 

Each  tablet  and  each  5 ml.  of  liquid  contain: 

Diphenoxylate  hydrochloride 2.5  mg. 

(Warning:  may  be  habit  forming) 
Atropine  sulfate 0.025  mg. 
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MINOCIN'  made  the  difference  in  just  eight  dayst 


Clinical  Data: 

Patient:  47-year-old  male. 

Diagnosis:  Severe  pyoderma,  left  hand. 
Culture:  Staphylococcus  aureus,  coagulase 
positive  and  sensitive  to  MINOCIN. 
Temperature:  102°  F 
Therapy:  MINOCIN  Minocycline  HOI  Cap- 
sules, 100  mg:  200  mg  stat,  100  mg  every  12 
hours.  Medication  began  9/7/71 . By  fourth 
day,  temperature  was  normal  and  pustular 
lesions  considerably  improved.  Last  dose 
taken  9/14/71. 

Concomitant  therapy:  None.t 


Semisynthetic 

MINOQN 

MINOCYCLINE  HQ 

Capsules,  100  mg:  2 stat,  1 q 12  h. 


Minocycline  is  a tetracycline  with  activity  against  a wide 
range  of  gram-negative  and  gram-positive  organisms. 
Contraindications:  Hypersensitivity  to  any  tetracycline. 
Warnings:  The  use  of  tetracyclines  during  tooth  development 
(last  half  of  pregnancy,  infancy  and  childhood  to  the  age  of  8 
years)  may  cause  permanent  discoloration  of  the  teeth  (yel- 
low-gray-brown). This  is  more  common  during  long-term  use 
but  has  been  observed  following  repeated  short-term  courses. 
Enamel  hypoplasia  has  also  been  reported.  Tetracyclines, 
therefore,  should  not  be  used  in  this  age  group  unless  other 
drugs  are  not  likely  to  be  effective  or  are  contraindicated.  In 
renal  impairment,  usual  doses  may  lead  to  excessive  accu- 
mulation and  liver  toxicity.  Under  such  conditions,  use  lower 
doses,  and,  in  prolonged  therapy,  determine  serum  levels. 
Photosensitivity  manifested  by  an  exaggerated  sunburn  re- 
action has  been  observed  in  some  individuals  taking  tetra- 
cyclines. Advise  patients  apt  to  be  exposed  to  direct  sunlight 
or  ultraviolet  light  that  such  reaction  can  occur,  and  discon- 
tinue treatment  at  first  evidence  of  skin  erythema.  Studies 
to  date  indicate  that  photosensitivity  does  not  occur  with 
MINOCIN  Minocycline  HCI.  In  patients  with  significantly  im- 
paired renal  function,  the  antianabolic  action  of  tetracycline 
may  cause  an  increase  in  BUN,  leading  to  azotemia,  hyper- 
phosphatemia, and  acidosis.  Pregnancy:  In  animal  studies, 
tetracyclines  cross  the  placenta,  are  found  in  fetal  tissues, 
and  can  have  toxic  effects  on  the  developing  fetus  (often  re- 
lated to  retardation  of  skeletal  development).  Embryotoxicity 
has  been  noted  in  animals  treated  early  in  pregnancy.  Safety 
of  use  during  human  pregnancy  has  not  been  established. 
Newborns,  infants  and  children:  All  tetracyclines  form  a 
stable  calcium  complex  in  any  bone-forming  tissue.  Pre- 
matures, given  oral  doses  of  25  mg. /kg.  every  6 hours,  dem- 
onstrated a decrease  in  fibula  growth  rate,  reversible  when 
drug  was  discontinued.  Tetracyclines  are  present  in  the  milk 
of  lactating  women  who  are  taking  a drug  of  this  class.  Safe 


use  has  not  been  established  in  children  under  13. 
Precautions:  Use  may  result  in  overgrowth  of  nonsusceptible 
organisms,  including  fungi.  If  superinfection  occurs,  institute 
appropriate  therapy.  In  venereal  diseases  when  coexistent 
syphilis  is  suspected,  darkfield  examination  should  be  done 
before  treatment  is  started  and  blood  serology  repeated 
monthly  for  at  least  four  months.  Patients  on  anticoagulant 
therapy  may  require  downward  adjustment  of  such  dosage. 
Test  for  organ  system  dysfunction  (e.g.,  renal,  hepatic  and 
hemopoietic)  in  long-term  use.  Treat  all  Group  A beta  hemo- 
lytic streptococcal  infections  for  at  least  10  days.  Avoid  giv- 
ing tetracycline  in  conjunction  with  penicillin. 

Adverse  Reactions:  (Common  to  all  tetracyclines,  including 
MINOCIN)  Gl:  (with  both  oral  and  parenteral  use):  anorexia, 
nausea,  light-headedness,  vomiting,  diarrhea,  glossitis,  dys- 
phagia, enterocolitis,  inflammatory  lesions  (with  monilial 
overgrowth)  in  anogenital  region.  Skin:  maculopapular  and 
erythematous  rashes.  Exfoliative  dermatitis  (uncommon). 
Photosensitivity  is  discussed  above  ("Warnings").  Renal 
toxicity:  rise  in  BUN,  dose-related  (see  "Warnings").  Hyper- 
sensitivity reactions:  urticaria,  angioneurotic  edema,  ana- 
phylaxis, anaphylactoid  purpura,  pericarditis,  exacerbation 
of  systemic  lupus  erythematosus.  When  given  in  high  doses, 
tetracyclines  may  produce  brown-black  microscopic  discol- 
oration of  thyroid  glands;  no  abnormalities  of  thyroid  func- 
tion studies  are  known  to  occur.  In  young  infants,  bulging 
fontanels  have  been  reported  following  full  therapeutic  dos- 
age, disappearing  rapidly  when  drug  was  discontinued. 
Blood:  hemolytic  anemia,  thrombocytopenia,  neutropenia, 
eosinophilia. 

NOTE:  Concomitant  therapy:  Antacids  containing  aluminum, 
calcium,  or  magnesium  impair  absorption:  do  not  give  to 
patients  taking  oral  minocycline.  Studies  to  date  indicate 
that  MINOCIN  is  not  notably  influenced  by  foods  and  dairy 
products. 


^Indicated  in  infections  due  to  susceptible  organisms.  Culture  and  sensitivity  testing  recommended.  Tetracyclines  are  not  the  drugs  of 
choice  in  the  treatment  of  any  staphylococcal  infection. 
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ASSIVE  AUTOHEMAGGLUTINATION 
associated  with  acute  hemolysis  is  a rare 
clinical  event. ^ Most  reported  cases  have  been  asso- 
ciated with  high-titer  cold  agglutination  disease 
secondary  to  viral  infections.^'^ 

The  triggering  of  this  phenomenon  by  adreno- 
cortical steroids  which  simultaneously  produced 
massive  lysis  of  lymphatic  tissue  and  rise  of  im- 
munoglobulins has  not,  to  our  knowledge,  been 
reported. 

Such  a case  forms  the  substance  of  this  report. 

Case  Report 

A 46-year-old  white  male  entered  the  hospital 
with  a severe  upper  respiratory'  infection  present 
with  increasing  intensity  for  two  weeks.  Three 
months  previously,  he  had  been  treated  for  a 
febrile  “virus  infection”  with  an  antibiotic  (Declo- 
mycin).  A blood  count  was  nonnal. 

On  admission,  he  was  acutely  ill  w'ith  severe 
headache,  cough,  sweats,  and  painful  lymph  nodes. 
Temperature  was  37.2  C (99  Fj,  rising  rapidly  to 
38.3  C (101  F).  Pulse  rate  was  104  beats  per 
minute;  respirations  22  per  minute;  and  blood 
pressure  110/70  mm  Hg.  There  was  generalized 
lymphadenopathy.  Nodes  were  discrete,  tender, 
and  varied  from  soft  to  rubbery  consistency  and 
from  1 to  2 cm  in  size.  The  lungs  were  clear. 
There  were  no  heart  murmurs.  The  liver  was  not 
palpated,  and  the  spleen  was  felt  2 cm  below  the 
costal  margin. 

Chest  x-ray  revealed  infiltrations  consistent 
with  bronchopneumonia  and/or  multiple  infarcts. 

The  urine  contained  30  per  100  ml  albumin 
1 and  normal  sediment.  The  hematocrit  reading  was 
36  percent,  hemoglobin  level  12.5  gm  per  100  ml, 
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red  blood  count  (RBCj  4,000,000  per  cu  mm, 
white  blood  cell  count  (WBC)  8,200  per  cu  mm 
with  32  neutrophils,  53  lymphocytes,  1 monocyte, 
7 eosinophils  and  3 basophils.  The  sedimentation 
rate  was  29  mm/ph  (Cutler).  Uric  acid  value  was 
8.0  mg  per  100  ml,  and  other  routine  chemistry 
values  were  normal.  The  \’DRL  test  for  syphilis 
was  nonreactive.  Fleterophile  and  cold  agglutinins 
were  negative  and  febrile  agglutinins  showed  ty- 
phoid H positive  1 : 80,  typhoid  O positive  1:40; 
paratyphoid  B positive  1 : 40,  and  paratyphoid  A 
and  C,  Brucella  abortus,  and  Proteus  0X19  nega- 
tive. Urine  and  blood  cultures  were  negative. 

By  the  fourth  day,  the  patient’s  symptoms  had 
intensified.  He  was  toxic  and  drowsy.  Lymph 
nodes  and  spleen  were  larger,  and  there  were  bi- 
lateral basal  rales.  The  peripheral  blood  smear 
contained  atypical  lymphocytes  suggestive  of  in- 
fectious mononucleosis.  Bone  marrow  aspiration 
revealed  a left  shift  in  the  myeloid  series  as  well 
as  scattered  atypical  lymphoid  cells  similar  to  the 
peripheral  smear. 

On  the  seventh  day,  temperature  was  39.2  C 
f 102.6  F)  and  the  patient  was  toxic  and  dis- 
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oriented.  Result  of  heterophil  test  was  again  nega- 
tive. Hemoglobin  level  was  11.2  gm  per  100  ml, 
and  \\  BC  was  6,600  per  cu  mm  with  16  percent 
neutrophiles,  83  percent  lymphocytes,  and  1 per- 
cent eosinophil.  A diagnosis  of  typhoid  fever  was 
considered.  Chloramphenicol  1 gm  was  given  in- 
tramuscularly every  si.x  hours,  and  he  was  trans- 
ferred to  the  intensive  care  unit. 

There  was  no  response  to  chloramphenicol 
after  24  hours.  Tuberculin,  coccidioidin,  and  blas- 
tomycin  skin  tests  were  negative.  The  patient  was 
listed  as  critical,  and  intravenous  hydrocortisone 
(Solu-Cortef ) was  started  on  the  eighth  hospital 
day  in  a dose  of  100  mg  every  eight  hours.  There 
was  immediate  clinical  improvement  with  lessening 
of  headache,  clearing  of  sensorium,  and  prompt 
drop  of  temperature  to  normal.  Lymph  nodes 
rapidly  shrank  and  were  not  palpable  in  24  hours. 
On  the  ninth  day,  although  he  was  less  toxic,  his 
hematocrit  reading  was  15  percent,  hemoglobin 
level  5.2  gm  per  100  ml,  and  W'BC  33,900  per  cu 
mm  with  85  percent  lymphocytes,  many  atypical 
and  plasmacytoid.  Red  blood  cells  could  not  be 
counted  owing  to  autoagglutination.  Serum  ob- 
tained on  this  day  was  used  for  the  following  de- 
terminations: thymol  turbidity  33.6  units;  total 
bilirubin  level  1 mg  per  100  ml;  serum  glutamic 
oxaloacetic  transaminase  (SCOT)  26  units;  lactic 
acid  dehydrogenase  value  (LDH)  2,000  units.  Sia 
water  test  was  positive.  Total  serum  protein  was 
10.1  gm  per  100  ml  with  albumin  1.0  gm  and 
globulin  9.1  gm.  Protein  electrophoresis  done  on 


tins  specimen  fractionated  into  albumin  13.2  per- 
cent, ai-globulin  value  2.  1 percent,  a-j-globulin  2.6 
percent,  (3-globulin  3.7  percent,  and  V-globulin, 
78.4  percent.  Immunoelectrophoresis  demonstrated 
prominence  of  V-globulin. 

On  the  11th  day,  hematocrit  reading  was  11 
percent,  and  he  was  critically  ill  from  anemia, 
although  afebrile.  Reticulocytes  were  4 percent 
but  nucleated  red  blood  cells  were  up  to  68  per 
100  W’BC.  There  was  total  gelation  of  all  blood 
samples  drawn  in  syringes  at  room  temperature, 
37  F,  and  into  37  F saline.  No  serum  was  available 
for  studies  or  cross  match.  Blood-typing  was  im- 
possible owing  to  agglutination  which  was  obvious 
grossly.  Red  blood  cells  shaken  in  37  F saline  re- 
mained tightly  agglutinated,  imparting  a grainy 
appearance  to  the  suspension.  Eight  units  of  type 
O -f  blood  were  transfused  in  four  days,  relying 
on  a record  of  prior  typing  during  W'orld  War  II 
service.  Steroids  were  discontinued,  then  increased, 
and  finally  tapered  (Fig.  1).  The  antimetabolite 
mercaptopurine  was  added  to  the  therapy.  Al- 
though fever  recurred  for  ten  days,  there  was 
gradual  improvement. 

During  the  period  of  convalescence,  there  was 
gradual  disappearance  of  the  autoagglutination 
phenomenon,  although  mild  changes  were  still 
present  on  the  22nd  day.  Serum  levels  on  the  22nd 
day  failed  to  demonstrate  cold  agglutinins.  The 
direct  Coombs  test  was  reported  weakly  positive 
at  this  time,  and  no  lupus  erythematosus  (LE) 
cells  were  detected.  On  the  23rd  day,  spinal  punc- 


Fig.  1.  Readings  of  temperature,  hemoglobin,  and  absolute  lymphs  and  proteins 
in  relation  to  steroid  therapy. 
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ture  was  performed  and  the  results  were  normal. 
Blood  and  spinal  fluid  were  submitted  for  virus 
study.  Adenovirus  antibodies  were  reported  in  the 
convalescent  serum.  At  the  same  time,  no  evidence 
of  virus  was  reported  in  stool  and  spinal  fluid  sub- 
mitted to  the  state  virology  laboratory. 

Serial  serum  electrophoretic  studies  disclosed 
a progressive  drop  in  immunoglobulin  and  return 
of  the  pattern  to  normal,  at  which  it  remained 
three,  six  and  12  months  aftr  the  acute  episode. 
The  findings  are  summarized  in  Figure  1 . 

Discussion  of  Case 

This  patient  had  an  acute  respiratory  infec- 
tion with  fever,  toxicity,  generalized  lymphadenop- 
athy,  and  splenomegaly.  Clinical  evidence  favored 
a virus  infection  even  though  no  organism  was 
isolated.  Adenovirus  could  have  been  implicated 
since  respiratory  as  well  as  central  nerv'ous  system 
disease  have  been  reported  with  this  agent.^  It  is 
possible,  however,  that  some  other  unidentified 
viral  agent  was  the  cause  of  the  syndrome.  Infec- 
tious mononucleosis,  however,  seems  unlikely  since 
cough  and  tender  nodes  are  not  part  of  the  clinical 
picture  and  two  heterophil  agglutinations  were 
negative.  The  “virocytes”  present  on  peripheral 
smear  are  common  to  many  virus  infections.*' 

Apart  from  the  relationship  to  a virus  infec- 
tion, evidence  for  cold  hemagglutination  is  sparse. 
Cold  agglutinins  were  not  present  on  admission, 
nor  in  the  convalescent  serum.  Although  these 
agglutinins  may  appear  and  disappear  quickly,* 
a titer  necessary  to  produce  massive  hemagglutina- 
tion should  have  left  some  residual  evidence.  Wide 
amplitude  cold  agglutinins  are  promptly  inacti- 
vated above  32  F in  a great  majority  of  cases.*  In 
this  case,  the  agglutination  was  tenacious  at  37  F 
and  could  not  be  dissociated  at  56  F. 

Although  a direct  Coombs  test  was  reported 
weakly  positive  on  the  22nd  day,  this  may  have 
been  false  positive  due  to  residual  autohemaggluti- 
nation or  possibly  the  result  of  immunization  by 
one  or  more  uncrossmatched  transfusions. 

Pathogenesis 

From  a theoretical  point  of  view,  the  events 
in  this  case  suggest  an  intense  antigenic  (viral) 
stimulus  to  the  reticuloendothelial  system  forming 
high  titer,  intralymphatic  antibody.  The  phenome- 
non was  first  demonstrated  in  1935  by  McMaster 
and  Hudack  who  extracted  high-titer  agglutinins 
from  lymph  nodes  after  regional  intradermal  anti- 
gen injection.**  Also,  antigenic  stimulation  of  lymph 
nodes  in  humans  resulted  in  gross  enlargement  and 
marked  reticulum-cell  hyperplasia  in  postvaccina- 
tion lymphadenopathy.® 

Following  the  large  steroid  dosage,  there  was 
rapid  shrinkage  of  lymphatic  tissue  evidenced  by 


palpatory  findings.  Coupled  with  this,  there  was 
a sharp  rise  in  the  absolute  peripheral  lymphocyte 
count  and  a massive  rise  in  polyclonal  gamma 
globulin.  The  effect  of  adrenal  steroids  on  the 
lymphocyte  includes  shedding  of  cytoplasm  and 
karyorrhexis.^  Evidence  concerning  lysis  of  lympho- 
cytes and  release  of  antibody  is  conflicting,  how- 
ever. It  has  been  produced  experimentally,***’*! 
but  the  lysing  effect  of  ACTH,  radiation,  and 
nitrogen  mustard  did  not  cause  an  anamnestic  rise 
in  serum  antibody  titer  in  previously  immunized 
cases. *^>*^ 

Although  lymphopenia  is  the  usual  finding 
with  steroid  administration,  lymphocytosis  in  this 
case  might  be  explained  by  destruction  of  tissue 
lymphocytes,  collapse  of  hyperplastic  lymphatic 
tissue,  and  a “squeezing  out”  of  lymphocytes  into 
the  circulation.  A similar  rise  occurs  initially  in 
the  treatment  of  chronic  lymphocytic  leukemia 
with  steroids.*'*  The  leucocytosis  is  not  a response 
to  the  massive  hemolysis  since  that  is  almost  in- 
variably neutrophilic.** 

The  remarkable  and  apparently  sudden  rise 
in  polyclonal  immunoglobulin  as  demonstrated  on 
paper  electrophoresis  occurred  simultaneously  with 
the  gross  contraction  of  lymphatic  tissue.  Although 
the  sia  test  was  positive,  immunoelectrophoresis 
disclosed  composition  of  the  gamma  globulin  to 
be  dominantly  Y-globulin.  Although  no  base-line 
electrophoretic  pattern  was  available,  the  presump- 
tion of  sudden  a]:)pearance  of  hypergammaglobuli- 
nemia seems  reasonable,  since  the  complications  of 
the  hyperproteinemia  (autoagglutination  and  he- 
molysis) were  sudden.  Further  serial  electropho- 
resis documented  a return  to  a normal  pattern 
(Fig.  1).  The  sudden  rise  would  appear  to  con- 
firm the  release  of  preformed  antibody.^  Studies 
in  laborator)'  animals  suggest  that  intracellular 
IgG  forms  a jjool  from  which  antibody  is  secreted. 
In  vitro  studies  demonstrated  secretion  from  the  in- 
tact lymphocyte  (merocrine),  rather  than  destruc- 
tion of  lymphocyte  and  release  of  gamma  globulin 
(holocrine),***  however,  the  massive  shrinkage  of 
lymphatic  tissue  and  apparent  release  of  gamma 
globulin  suggest  holocrine  secretion  in  this  case. 

According  to  Ahlinder,  et  al,  the  extravascular 
pool  of  gamma  globulin  is  as  large  as  the  intra- 
vascular pool.***  Assuming  a blood  volume  of  4,500 
cc,  and  a plasma  volume  of  3,200  cc  at  hematocrit 
of  20  percent,  this  patient  (with  total  protein  of 
10.1  gm)  had  320  gm  of  intravascular  plasmapro- 
tein  of  which  approximately  250  gm  was  gamma 
globulin.  Including  the  extravascular  compart- 
ment, the  total  gamma  globulin  would  be  500  gm. 
Assuming  a normal  value  for  gamma  globulin  of 
2.5  gm  per  100  ml,  there  should  be  62.5  gm  in 
the  intravascular  pool  and  125  gm  in  the  combined 
intra-  and  extravascular  pools  (with  plasma  vol- 
ume 2500  cc).  In  that  case,  375  gm  of  gamma 
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globulin  were  released  rather  precipitously.  This 
massue  outpouring  of  jjolyclonal  antibody  is  rare. 
.\n  acute  challenge  with  a potent  antigen  usually 
causes  a rapid  rise  in  specific  antibody,  but  chem- 
ically measurable  hyperglobulinemia  is  rare.'^ 

A temporar)’  rise  in  serum  globulin  to  5.6  gm 
per  100  ml  was  reported  in  one  case  of  cold  ag- 
glutination.^ In  a study  of  serum  proteins  in 
acquired  hemolytic  anemia,  the  findings  were  nor- 
mal in  38  cases  of  the  idiopathic  warm-antibody 
type.  There  was  marked  elevation  of  gamma 
globulin  with  two  cases  of  warm  antibody  due 
to  disseminated  lupus.  In  ten  patients,  with  idio- 
pathic cold  antibodies  with  a titer  greater  than 
8,000,  autohemagglutination  and  an  abnormal 
peak  in  the  gamma  I (macroglobulin)  region 
were  formed. ^ Further  work  demonstrated  the 
identity  of  the  gamma  spike  and  the  high  titer 
antibody.’^ 

The  release  of  antibody  globulin  produced 
intense  autohemagglutination.  This  has  been  de- 
scribed in  the  presence  of  high-titer  cold  agglutina- 
tion.* In  less  marked  form,  it  occurs  when  erythro- 
cytes are  heavily  coated  with  incomplete  warm 
antibodies;’^  it  has  been  reported  with  virus  in- 
fections^”  and  following  transfusion  of  plasma  con- 
taining potent  anti-A  or  anti-B.^’ 

Hypergammaglobulinemia  may  produce  “ex- 
aggerated” rouleau  which  appears  much  the  same 
as  true  agglutination.”  Although  defibrination  and 
dilution  technics  for  distinguishing  the  two  were 
not  employed,  the  massive  hemolysis  clearly  indi- 
cates agglutination,  rather  than  rouleau.  Auto- 
agglutinating  antibody  produces  hemolysis  by  dam- 
age to  red  cells  and  stagnation  of  blood  in  the 
spleen.’  The  precipitous  drop  of  hemoglobin  in 
this  case  can  be  explained  only  by  acute  hemolysis 
since  there  was  no  evidence  of  blood  loss.  This  is 
true  even  though  no  antibody  was  isolated.  The 
circumstantial  evidence  of  autohemagglutination 
and  hyperglobulinemia  immediately  following  lym- 
pholysis  is  strong. 

Comment 

AVhether  the  autoagglutination  in  this  case 
is  due  to  antigen-antibody  binding  or  to  some  other 
process  cannot  be  stated.  The  relationship  of 
viremia  to  autoagglutination  has  been  reported 
and  reviewed. Mechanisms  for  destruction  of  red 
cells  by  antibody  with  and  without  complement 
have  also  been  investigated. 23  The  clinical  e\olu- 
tion  of  this  case,  telescoping  events  so  that  linkages 
can  be  observed,  albeit  not  fully  explicable,  may 
add  to  a broader  understanding  of  the  relation- 
ships between  antigens,  antibody  production,  red- 
cell coating  and  red-cell  destruction. 

This  case  may  also  be  considered  an  experi- 
mental model  to  be  used  in  animal  work.  Viral- 


induced  lymphadenopathy  treated  with  massive 
doses  of  steroids  might  harvest  promptly  a high- 
titer  antibody  for  study.  Further,  it  would  be  well 
to  look  carefully  at  antigenically  stimulated  pa- 
tients with  lymphadenopathy  treated  with  steroids 
for  a variety  of  clinical  reasons.  Less  dramatic 
hemolysis  and  rise  of  cross-reacting  antibody  titers 
might  otherwise  escape  detection.” 

Summar)' 

A case  has  been  presented  in  which  apparent 
viral-induced  Kmphadenopathy  and  splenomegaly 
were  acted  upon  by  adrenocortical  steroids.  The 
result  was  massive  lympholysis,  release  of  lympho- 
cytes as  well  as  gamma  globulin,  coating  of  red 
cells  and  autohemagglutination,  and  marked  he- 
molysis. The  rapid  telescoping  of  events  depicted 
the  relationship  of  intracellular  immunoglobulin, 
intravascular  globulin,  red-cell  agglutination,  and 
hemolysis. 

Generic  and  Trade  Names  of  Drugs 

Demeclocycline  hydrochloride  — Declomycin 
(Lederle  Laboratories) 

Hydrocortisone  sodium  succinate  — Solu-Cortef 
(Upjohn  Company) 
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Discussion  of  E.N.T.  Case  of  the  Month 

(continued  from  p.  31) 


This  lesion  has  the  typical  appearance  of  a 
basal  cell  carcinoma  of  the  lip.  Note  the  pearly  con- 
sistency of  the  tumor  and  its  rolled  edges.  These 
are  locally  infiltrative  tumors  which  rarely  meta- 
stasize. The  diagnosis  should  be  confirmed  by  ex- 
cisional  or  punch  biopsy. 

Small  basal  cell  carcinomas  may  be  success- 
fully treated  by  a variety  of  methods.  Surgical 
excision,  radiation  therapy,  topical  5-fluorouracil 
paste,  and  cryotherapy  all  have  been  proven  to  be 
effective. 

The  patient  pictured  had  excision  of  her 
lesion.  Since  these  tumors  have  a tendency  to  ex- 
tend beneath  the  intact  adjacent  skin,  wide  excision 
was  necessary  (Fig.  2).  The  defect  produced  was 
closed  with  a small  flap  elevated  from  her  right 
cheek  and  rotated  into  the  gap.  The  flaj)  donor  site 
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Fig.  2.  Lesion  has  been  excised  with  a wide  margin  of 
normal  tissue.  Note  small  cheek  flap  which  has  been 
elevated. 


was  then  closed  primarily,  the  scar  falling  into  a 
normal  skin  crease  (Fig.  3).  Her  postoperative 
appearance  one  year  later  is  satisfactory  (Fig.  4). 
There  has  been  no  recurrence  of  the  tumor. 


Fig.  3.  Cheek  flap  has  been  transposed  into  the  defect 
and  donor  site  closed  primarily. 


Fig.  4.  Postoperative  appearance  one  year  after  surgery. 
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Social  Security  Amendments  of  1972  — 

A Summary  of  Provisions 

This  Is  a Reader’s  Guide  to  Provisions  in  the  New 

Federal  Legislation  Pertaining  to  Medieare,  Medicaid,  Maternal  and 

Child  Health,  and  Other  Services  Covered 


ON  OCTOBER  17,  1972,  the  House  (305-1) 
and  Senate  (61-0)  agreed  to  a compromise 
conference  report  on  H.R.  1,  the  Social  Security 
Amendments  of  1972.  The  conferees,  in  their  con- 
sideration of  583  Senate  proposed  amendments, 
deleted  the  Administration’s  Family  Assistance 
Plan  and  also  rejected  a Senate-passed  compromise 
welfare  proposal  which  would  have  authorized 
experiments  with  alternative  welfare  systems. 

The  bill  makes  extensive  changes  in  the  Social 
Security  program,  as  well  as  in  Medicare,  Med- 
icaid, and  Maternal  and  Child  Health  programs. 
Tax  increases  to  finance  these  benefits  were  in- 
cluded, which  now  supersede  tax  increases  enacted 
in  June  when  Congress  voted  a 20  percent  raise 
in  retirement  benefits  which  has  now  taken  effect. 
Next  year’s  social  security  tax  rate  will  rise  to  a 
total  of  5.85  percent  of  an  individual’s  first 
$10,800  income.  The  wage  base  would  be  in- 
creased again  in  1974  to  $12,000.  Likewise,  the 
rate  would  rise  to  6 percent  in  1978. 

Some  100  changes  relating  to  Medicare, 
Medicaid,  and  Maternal  and  Child  Health  were 


The  text  of  this  article  was  prepared  by  American 
Medical  Association  Staff  Members. 


adopted  in  Title  II  of  the  bill.  In  capsule  form, 
significant  provisions  include  the  following: 

Disability  Beneficiaries — Extension  of  Medi- 
care to  provide  benefits  for  disabled  persons  re- 
ceiving monthly  cash  benefits  for  at  least  24 
months  under  the  Social  Security  or  Railroad  Re- 
tirement programs.  Among  those  covered  are: 
disabled  workers;  disabled  widows  and  widowers 
between  age  50  and  65;  disabled  persons  18  and 
older  receiving  social  security  benefits  for  disabili- 
ties occurring  before  age  22,  and  others.  (Sec.  201) 
Uninsured  Individuals — Extension  of  Part  A 
coverage  under  Medicare  to  individuals  65  and 
older,  not  otherwise  eligible  for  Medicare,  at  a 
varying  premium  cost  initially  set  at  $33  per 
month  beginning  in  July  1973.  Individuals  electing 
to  buy  into  Part  A would  be  required  to  have 
Part  B supplementary^  coverage.  (Sec.  202) 

Part  B Premium — Fixing  of  Part  B Medicare 
premium  at  $5.80  per  month  through  fiscal  1973, 
with  any  subsequent  increases  being  related  to  the 
actuarial  rate  (one-half  the  estimated  total  bene- 
fit and  administrative  costs)  or  increases  in  month- 
ly cash  benefits.  (Sec.  203) 

Part  B Deductible — Increase  in  the  Part  B 
Medicare  deductible  from  $50  to  $60  (Sec.  204) 
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Automatic  Enrollment  — Automatic  enroll- 
ment in  Part  B,  upon  eligibility  for  Part  A,  for 
persons  reaching  65  years  of  age  after  June  1973, 
unless  an  election  is  made  not  to  participate  in  the 
supplementary  program.  (Sec.  206) 

Incentives  under  Medicaid  - Reduction  in 
federal  Medicaid  matching  for  services  in  some  fa- 
cilities for  lack  of  proper  utilization  and  medical 
review  methods:  (a)  by  one-third  after  60  days 
in  a skilled  nursing  home  or  in  an  intermediate 
care  facility,  and  (b)  by  one-third  after  90  days 
(plus  30  days  extension)  in  a mental  hospital.  . . 
No  federal  matching  after  a lifetime  limit  of  365 
days  in  a mental  hospital.  . .Secretary  given  au- 
thority to  compute  reasonable  cost  differential  for 
reimbursement  between  skilled  nursing  homes  and 
ICE’S.  (Sec.  207) 

Cost-Sharing  under  Medicaid  — In  States 
covering  the  medically  indigent  (those  just  above 
the  income  level  for  cash  assistance),  the  medical- 
ly indigent  would  be  required  to  pay  Medicaid 
premium,  at  graduated  charges  related  to  income. 
In  addition,  at  State’s  option,  the  medically  in- 
digent could  be  required  to  pay  deductibles  and 
copayment  amounts.  Such  deductibles  and  copay- 
ment need  not  be  related  to  income  level  but  must 
be  nominal.  (Sec.  208) 

Medicaid  Eligibility  for  Certain  Employed 
Eainilies — A welfare  family  losing  eligibility  for 
cash  assistance  because  of  increases  in  earnings 
remains  eligible  for  Medicaid  for  a period  of  four 
months  after  cash  assistance  is  stopped.  States  are 
not  required  to  cover  aged,  blind,  or  disabled  who 
are  made  newly  eligible  for  assistance  under  the 
new  federal  increase  in  payment  levels  to  such 
persons.  (Sec.  209) 

Medicare  Payment  for  EEHB  Beneficiaries — 
Beginning  January  1,  1975,  the  Medicare  program 
would  not  pay  for  any  otherwise  covered  service 
if  such  service  is  covered  under  the  Federal  Em- 
ployee Health  Benefits  plan  in  which  the  bene- 
ficiary to  whom  the  service  was  provided  is  en- 
rolled, unless  certain  conditions  exist  under  which 
FEHB  coverage  is  supplementary  to  Medicare 
benefits  and  certain  contributions  are  made  for 
the  health  insurance  of  such  enrollees.  (Sec.  210) 

Services  Furnished  Outside  the  U.S. — Bene- 
fits are  extended  to  cover  services  furnished  a U.S. 
resident  at  a hospital  outside  the  country  if  the 
foreign  hospital  is  closer  or  more  accessible  from 
his  residence;  physician  and  ambulance  services 
furnished  in  connection  with  such  hospitalization; 
and  emergency  hospital  services  furnished  in 
Canada  to  United  States  residents  traveling  be- 
tween Alaska  and  the  U.S.  (Sec.  211) 

Optometrists’  Services  under  Medicaid  — 

; Where  States  which  have  previously  covered  op- 


tometric  services  under  Medicaid  have  retained 
specific  coverage  for  eye  care  under  physicians’ 
services,  then  services  of  an  optometrist  also  li- 
censed to  perform  such  services  will  be  covered. 
(Sec.  212) 

Federal  Participation  for  Capital  Expendi- 
tures— Authorization  to  withhold  or  reduce  reim- 
bursement amounts  to  providers  of  services  and 
health  maintenance  organizations  under  Title 
XVIII  for  depreciation,  interest,  and,  in  the  case 
of  proprietary  providers,  a return  on  equity  cap- 
ital, related  to  certain  expenditures  that  are  deter- 
mined to  be  inconsistent  with  state  or  local  com- 
prehensive health  plans.  (Sec.  221) 

Demonstrations  re  Prospective  Reimburse- 
ment, etc. — Requirement  that  the  Secretary  of 
HEW  develop  experiments  and  demonstration  proj- 
ects testing  methods  of  making  prospective  pay- 
ments under  Medicare,  Medicaid,  and  Maternal 
and  Child  Health  Program,  and  to  report  on  such 
projects  to  Congress  by  July  1,  1974.  . .In  addi- 
tion, authorization  to  e.xperiment  with : ( 1 ) re- 
imbursement to  ambulatory  surgical  centers;  (2) 
elimination  of  the  3-day  hospitalization  require- 
ment for  extended  care  benefits;  (3)  use  of  insti- 
tutional and  homemaker  services  as  alternatives  to 
post-hospital  services;  (4)  provision  of  day  care 
services;  and  (5)  method  of  paying  for  the  services 
of  physicians’  assistants  under  Medicare.  . .also  to 
study  whether  services  of  clinical  psychologists  may 
be  made  more  generally  available  under  Medicare 
and  Medicaid.  (Sec.  222) 

Limitations  on  Costs  under  Medicare — Au- 
thorization to  set  prospective  costs  recognized  as 
reasonable  for  certain  classes  of  providers  in  vari- 
ous serv'ice  areas,  excluding  costs  of  items  or  ser- 
vices in  excess  of,  or  more  expensive  than,  those 
that  are  detennined  by  the  Secretary'  to  be  neces- 
sary' in  the  efficient  delivery'  of  needed  health 
services.  Such  excess  costs  could  be  charged  direct- 
ly to  the  beneficiary  under  certain  conditions.  (Sec. 
223) 

Limits  on  Prevailing  Charge  Levels — Limita- 
tion on  reasonable  charges,  so  as  not  to  exceed 
the  higher  of  the  prevailing  charge  on  December 
31,  1970,  or  the  prevailing  charge  level  that,  as 
determined  by  the  Secretary,  would  cover  75  per- 
cent of  the  customary'  charges  made  for  similar 
services  in  the  same  locality  in  the  base  year  pre- 
ceding. In  the  case  of  physician  serv  ices,  limita- 
tions are  placed  on  future  increases,  based  on  eco- 
nomic changes.  Payments  under  the  Medicaid  and 
Child  Health  Programs  could  not  exceed  the  limits 
established  under  the  Medicare  program  for  simi- 
lar services.  Where  medical  services,  supplies,  and 
equipment  do  not  vary  significantly  between 
suppliers,  the  charges  could  not  exceed  lowest 
charge  levels  in  the  area  . . . HIBAC  to  study 
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methods  of  reimbursement  for  physicians  under 
Medicare  to  evaluate  effects  on  physicians’  fees 
generally,  the  extent  of  assignments  accepted  by 
physicians,  and  the  share  of  total  ]jhysician-fee 
costs  which  the  beneficiar)'  must  assume.  The 
Council  is  to  make  alternati\e  recommendations 
to  present  methods  and  state  a preferred  method. 
(Sec.  224) 

Skilled  Nursing  Home  and  Intermediate  Care 
Facility  Payments — Limitation  on  the  average  per 
diem  cost  for  skilled  nursing  homes  and  inter- 
mediate care  facilities  countable  for  federal  finan- 
cial participation  under  Medicaid  in  any  quarter 
to  lO.a  percent  of  such  costs  for  the  fourth  quarter 
of  the  preceding  year,  with  allowable  increases  for 
added  patient  sendees.  (Sec.  225) 

Payments  to  Health  Maintenance  Organiza- 
tions— Authorization  for  reimbursement,  through 
a single  capitation  payment,  to  qualified  HMO’s 
making  available  directly  or  under  other  arrange- 
ments, such  Part  A and  B sendees  as  would  other- 
wise be  available  in  the  area.  A qualified  organiza- 
tion will  have  at  least  25,000  members,  of  which 
not  more  than  half  are  65  or  older,  and  will  have 
been  in  operation  at  least  two  years  (or,  in  a small 
or  sparsely  settled  community,  will  have  at  least 
5,000  members  and  be  in  operation  at  least  three 
years).  As  incentives,  the  organization  will  be  en- 
titled to  half  of  the  savings  represented  by  the 
difference  between  its  costs  and  average  per  capita 
costs  in  the  area  for  beneficiaries  not  enrolled  in 
the  organization,  limited,  however,  to  10  percent 
of  such  average  per  capita  costs.  (Federal  govern- 
ment would  not  share  in  losses.)  The  Secretary 
is  directed  to  report  annually  to  Congress  on  its 
experience  with  this  provision.  (Sec.  226) 

Teaching  Physicians — Reimbursement  for  ser- 
vices of  teaching  physicians  to  a nonprivate  Medi- 
care patient  to  be  made  under  Part  A on  an  actual 
cost  or  “equivalent  cost”  basis.  Exceptions  under 
which  fee-for-servdee  may  continue,  would  include 
payments  for  Medicare  beneficiaries  who  are  bona 
fide  “private  patients,”  and  beneficiaries  in  insti- 
tutions which  meet  certain  charging  practices 
since  1965.  (Sec.  227) 

Advance  Approval  of  Extended  Care  and 
Home  Health  Coverage  — Authorization  to  the 
Secretary  of  HEW  to  establish,  by  medical  condi- 
tions and  length  of  stay  or  number  of  benefits, 
periods  for  which  a patient  would  be  presumed  to 
be  eligible  for  extended  care  or  home  health  care 
benefits  and  services.  (Sec.  228) 

Termination  of  Payments — Authorization  in 
the  Secretary  to  terminate  Medicare,  Medicaid, 
and  Alaternal  and  Child  Health  repayments  to 


providers  of  health  or  medical  ser\ices  found 
guilty  of  fraudulent  representation,  excessive 
charges  or  furnishing  services  in  excess  of  needs  or 
of  grossl\-  inferior  cpiality.  The  Secretary  would 
create  program  review  teams,  in  each  state,  com- 
posed of  physicians,  other  professional  personnel, 
and  consumer  representatives.  (Sec.  229) 

Comprehensive  Medicaid  Programs — Elimi- 
nation of  the  requirement  that  each  state  broaden 
its  scope  of  care  and  ser\  ices  under  Medicaid  and 
liberalize  the  eligibility  requirements.  (Sec.  230) 

Repeal  of  Section  1902(d)  of  IVIedicaid  -Re- 
peal of  Section  1902(d)  of  Medicaid,  prohibiting 
States  from  reducing  its  expenditures  for  Medicaid 
from  one  year  to  the  next.  (Sec.  231) 

Reasonable  Cost  of  Inpatient  Hospital  Ser- 
vices— Authorization  under  Medicaid  and  Title  V 
to  the  States  to  determine  reasonable  cost  of  in- 
patient hospital  sen  ices  in  accordance  with  meth- 
ods and  standards  developed  by  the  State,  but  not 
to  exceed  reasonable  costs  under  Medicare.  (Sec. 
232) 

Payments  Where  Reasonable  Cost  Exceeds 
Customary  Charges — Reimbursement  for  senices 
by  providers  under  Medicare,  Medicaid,  and 
Maternal  and  Child  Health  programs  limited  to 
the  lesser  of  the  reasonable  cost  of  such  services 
under  Medicare,  or  the  customary  charges  to  the 
general  public  for  such  sen’ices,  with  special  pro- 
visions applicable  to  a public  provider  furnishing 
senices  free  or  at  nominal  cost.  (Sec.  233) 

Institutional  Planning — Requirement  that  in- 
stitutional providers  of  sendees  under  Medicare 
have  a written  overall  plan  and  budget  reflecting 
an  operating  budget  and  a capital  expenditures 
plan.  (Sec.  234) 

Claims  Processing  and  Information  Retrieval 
Systems — Federal  matching  funds  under  Medicaid 
for  the  cost  of  designing,  developing  and  installing 
mechanized  claims  processing  and  information  re- 
trieval systems  at  a rate  of  90  percent,  and  75 
percent  for  the  operation  of  such  systems,  includ- 
ing any  contracting  for  operating  the  system  . . . 
.‘\lso  funds  for  cost  determination  systems  for  state 
owned  general  hospitals.  (Sec.  235) 

Prohibition  Against  Reassignment — Reassign- 
ment of  claims  would  be  prohibited,  thus  limiting 
payment  under  Medicare  and  Medicaid  generally 
to  the  patient,  his  physician,  or  other  person  pro- 
viding the  service,  unless  the  physician  or  other 
person  is  required  as  a condition  of  employment 
to  turn  his  fees  over  to  his  employer  or  unless  he 
has  an  arrangement  with  the  facility  in  which  the 
services  were  provided  under  which  the  facility 
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bills  for  the  services.  (Direct  payment  could  also 
be  made  to  a foundation,  association,  plan,  or  con- 
tractor which  provides  and  administers  health  care 
through  an  organized  health  care  delivery’  system.) 
(Sec.  236) 

Utilization  Review  Requirements  — Require- 
ment that  hospitals  and  ECF’s  participating  in 
Medicaid  or  Title  \'  programs  must  have  those 
patient  cases  reviewed  by  the  same  utilization  re- 
view committee  as  is  already  reviewing  their  Medi- 
care cases  (or,  if  one  does  not  exist,  by  a review 
group  which  meets  Medicare  standards) . This  re- 
quirement may  be  waived,  however,  where  an  al- 
ternate system  has  been  approved  by  the  Secre- 
tary. (Sec.  237) 

Unnecessary  Admission — Authority  to  the  uti- 
lization committee  to  notify  the  physician,  patient, 
and  hospital  that  payment  for  serv’ices  by  Medicare 
will  cease  in  three  days  in  not  only  those  cases 
where  the  Committee  finds  that  hospital  or  ex- 
tended care  stay  is  no  longer  necessary,  but  also  in 
cases  where  admission  was  not  necessary.  (Sec. 
238) 

State  Health  Agency  Functions  — Require- 
ment that  the  state  health  agency  (or  other  ap- 
propriate state  medical  agency)  be  the  certifying 
agency  within  the  state  for  health  facilities  for 
participation  in  the  Medicare,  Medicaid,  and  the 
Maternal  and  Child  Health  programs  . . . .'Mso 
required  are  state  plans  for  the  review  of  the 
appropriateness  and  quality  of  health  care  fur- 
nished under  Title  XIX  and  Title  (Sec.  239) 

Medicaid  and  Comprehensive  Hea’th  Care — 
Permission  to  States  to  waive  federal  statewideness 
and  comparability  requirements  if  a state  contracts 
with  an  organization  which  has  agreed  to  provide 
health  care  and  services  in  addition  to  those  of- 
fered under  the  state  plan  to  eligible  people  who 
reside  in  the  geographic  area  served  by  such  an 
organization  and  who  elect  to  obtain  such  care  and 
services  from  the  organization.  Payments  could  not 
be  higher  on  a per  capita  basis  than  per  capita 
payments  for  other  Medicaid  recipients  in  the 
same  general  geographic  area  who  are  not  under 
the  proposed  arrangement.  (Sec.  240) 

Qualifications  for  Certain  Health  Care  Per- 
sonnel— A direction  that  the  Secretary’  establish  a 
program  to  determine  the  proficiency  of  health 
personnel  who  lack  formal  educational  or  profes- 
sional membership  requirements  to  perform  their 
duties  and  functions.  Persons  then  found  qualified 
may  provide  services  under  Medicare  and  Medi- 
caid. (Sec.  241) 

Penalties — .\mong  penalties  under  Medicare 
and  Medicaid  would  be  added:  soliciting,  offering, 
or  accepting  kickbacks  or  bribes,  including  a rebate 
for  patient  referral,  and  concealing  or  failing  to 


disclose  knowledge  of  any  event  affecting  a jjer- 
son’s  right  to  any  benefit  payment  with  the  intent 
to  defraud,  or  for  converting  benefits  or  payments 
to  improper  use.  (Penalty:  $10,000  or  imprison- 
ment for  up  to  one  year.)  Misrepresentation  of 
health  and  safety  conditions  and  operating  condi- 
tions in  health  care  facilities  to  qualify  under 
Medicare  and  Medicaid  would  be  subject  to  six 
months  imprisonment,  a $2,000  fine,  or  both. 
(Sec.  242) 

Provider  Reimbursement  Review  Board — Es- 
tablishment by  the  Secretary’  of  a five-member 
Provider  Reimbursement  Review  Board  to  hear 
appeals  from  final  decisions  of  a fiscal  interme- 
diary, by  a provider  if  the  amount  at  issue  is 
$10,000  or  more,  or  by  a group  of  providers  on  a 
common  cause  if  the  amount  at  issue  aggregates 
$50,000  or  more.  Board  decisions  vv’ould  be  final 
unless  Secretary  on  his  own  motion  reversed  or 
modified  the  decision  adversely  to  the  prov’ider,  in 
which  case  the  provider  will  be  entitled  to  court 
review.  (Sec.  243) 

\ alidation  of  JCAH  Surveys — .'\uthorization 
to  the  Secretary  to  enter  into  an  agreement  with 
any  state  under  which  the  appropriate  state  or 
local  certifying  agency  would  survey  JC.AH  ac- 
credited hospitals  on  a sample  basis  or,  where  the 
Secretary  deems  appropriate  on  the  basis  of  sub- 
stantial allegation  of  the  existence  of  a condition 
significantly  adverse  to  the  health  of  patients.  If 
the  Secretary'  finds  following  a survey  that  an  in- 
stitution has  significant  deficiencies,  then,  after 
due  notice,  the  institution  could  be  disqualified  as 
a Medicare  provider,  notwithstanding  JC.AH  ac- 
creditation. (Sec.  244 

Durable  Medical  Equipment  .'\uthorization 
to  the  Secretary  to  experiment  with  reimbursement 
approaches  with  respect  to  rental  or  purchase  of 
durable  medical  equipment.  (Sec.  245) 

Skilled  Nursing  Facilities  — Elimination  of 
separate  requirements  and  separate  certification 
procedures  under  Medicare  and  Medicaid  for 
skilled  nursing  facilities,  and  establishment  of  a 
single  set  of  requirements.  (Sec.  246) 

Skilled  Nursing  Home  Services — Establish- 
ment of  a common  definition  of  care  requirements 
for  extended  care  services  under  Medicare  and 
skilled  nursing  services  under  Medicaid  . . . Such 
services  would  be  those  provided  directly  by  or 
requiring  supervision  of  skilled  nursing  personnel 
which  the  patient  needs  on  a daily  basis  and  which 
as  a practical  matter  could  only  be  provided  in  a 
skilled  nursing  facilitv  on  an  inpatient  basis. 
(Sec.  247)  ' 

Fourteen-Day  Transfer  Requirement — Modi- 
fication of  the  14-day  transfer  requirement,  to 
permit  a patient  to  enter  a skilled  nursing  facility 
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within  28  days  after  hospital  discharge  where  the 
delayed  admission  occurred  because  of  a shortage 
of  appropriate  bed  space,  or  within  such  time  as 
it  would  be  medically  appropriate  to  begin  an 
active  course  of  treatment  for  a condition  not  re- 
quiring such  care  within  14  days  after  discharge 
from  a hospital.  (Sec.  248) 

Reimbursement  Rates  for  Skilled  Nursing 
Homes  and  Intermediate  Care  Facilities  — Re- 
quirement that  States  reimburse  skilled  nursing 
and  intermediate  care  facilities  on  a reasonable 
cost  related  basis  by  July  1,  1976,  rising  acceptable 
cost  finding  techniques  approved  and  validated  by 
the  Secretary'.  (Sec.  249) 

Medicaid  Certification  and  Approval  of 
Skilled  Nursing  Facilities — Determination  of  basic 
eligibility  of  skilled  nursing  home  under  Medicaid 
to  be  made  by  the  Secretary,  with  appropriate 
state  agency  surveying  facilities  and  reporting  find- 
ings to  the  Secretary'.  A state  could,  for  good  cause, 
decline  to  accept  as  a participant  in  the  Medicaid 
program  a facility,  even  though  certified  by  the 
Secretary’.  (Sec.  249A) 

Medicaid  Compensation  for  Inspectors — Be- 
ginning October  1,  1972,  and  ending  June  30, 
1974,  the  federal  gov'ernment  will  pay  100  percent 
of  a state’s  costs  of  training  and  compensating 
personnel  responsible  for  inspecting  long-term  care 
facilities  to  determine  whether  they  comply  with 
applicable  Medicaid  health  and  safety  standards. 
(Sec.  249B) 

Disclosure  of  Performance  Information — Re- 
quirement that  the  Secretary’  make  public  the  fol- 
lowing evaluation  and  reports : ( 1 ) individual 

contractor  performance  reviews  and  other  formal 
evaluations  of  the  performance  of  carriers,  inter- 
mediaries, and  state  agencies,  including  the  reports 
of  followup  reviews;  (2)  comparative  ev’aluations 
of  the  perfortrrance  of  contractors;  (3)  program 
validation  survey  reports,  with  the  names  of  indi- 
viduals deleted.  Public  disclosure  would  not  be  re- 
cjuired  until  the  subject  party  was  given  suitable 
opportunity,  not  to  exceed  60  days,  to  comment 
upon  the  findings  and  conclusions.  (Sec.  249C) 

Limitation  on  Institutional  Care — Require- 
ment that  federal  matching  shall  not  be  available 
for  any  portion  of  any  payment  by  any  State  under 
Title  I,  X,  XI\^,  or  X\T,  or  part  A of  Title  IV, 
of  the  Social  Security  Act  for  or  on  account  of 
any  medical  or  any  other  type  of  remedial  care 
provided  by  an  institution  to  any  individual  as  an 
inpatient  thereof,  in  the  case  of  any  State  which 
has  a plan  approved  under  Title  XIX  of  such 
Act,  if  such  care  is  (or  could  be)  provided  under 
a State  plan  approved  under  Title  XIX  of  such 


Act  by  an  institution  certified  under  such  Title 
XIX.  (Sec.  249D) 

Eligibility  for  Medicaid  of  Social  Security 
Beneficiaries — For  a limited  period  certain  persons 
eligible  for  Medicaid  will  not  become  ineligible 
solely  because  of  the  increase  in  income  resulting 
from  the  20  percent  increase  in  Social  Security 
cash  benefits.  (Sec.  249E) 

Professional  Standards  Review  Organizations 
— Their  purpose  is  to  rev’iew  locally-provided  ser- 
vices cov’ered  by  Medicare  and  Medicaid.  PSRO’s 
would  determine  that  a given  service  was  medi- 
cally necessary,  met  professional  standards,  and 
(in  cases  of  inpatient  care)  whether  the  patient 
might  have  been  served  more  economically  as  an 
outpatient.  Initially,  PSRO’s  would  be  limited  to 
review  of  health  care  provided  in  or  by  institu- 
tions, and  could  assume  review  of  other  serv'ices  . 

only  with  the  approval  of  the  Secretary  of  HEW. 
Through  1975,  local  physicians  would  be  encour-  ' 
aged  to  organize  to  form  PSRO’s  to  serve  their 
areas.  A PSRO  would  be  expected  to  represent  a j 

substantial  proportion  of  local  physicians.  After  ' 

1975,  the  Secretary  could,  in  certain  circumstances, 
contract  with  other  groups  to  perform  the  review 
job.  (Sec.  249F)  j 

i 

Physical  Therapy — Authorizes  payment  for  j 

physical  therapy  serv’ices  performed  in  the  thera-  j 
pist’s  office.  (Sec.  251)  j 

Colostomy  Supplies  — Coverage  of  certain  | 

supplies  related  to  colostomies  under  Medicare. 

(Sec.  252) 

Medicaid  Coverage  Prior  to  Application — 

Extension  of  coverage  for  Medicaid  care  and  ser- 
vices furnished  in  or  after  the  third  month  prior 
to  an  application  by  those  individuals  who  were 
otherwise  eligible  when  the  services  were  received. 

(Sec.  255) 

Hospital  Admissions  for  Dental  Services — 
Dentist  certification  of  the  necessity  for  inpatient 
hospital  admission  of  his  patient  for  dental  services 
in  those  instances  where  the  patient  has  other  im- 
pairments so  severe  as  to  make  hospitalization 
necessary.  (Sec.  256) 

Prosthetic  Lenses — The  definition  of  “physi- 
cian” under  Medicare  would  be  modified  so  as  to 
include  optometrist,  but  only  with  respect  to  es- 
tablishing the  need  for  prosthetic  lenses.  (Sec.  264) 

Optional  Medical  Social  Services-ECF  — 

Eliminates  any  requirement  by  extended  care  fa- 
cility under  Medicare  to  provide  medical  social 
services.  (Sec.  265) 

Waiver  of  Registered  Nurse  Requirement — 
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Authorization  to  Secretary  to  waive  under  certain 
conditions  the  requirement  that  a skilled  nursing 
facility  in  a rural  area  must  engage  the  services 
of  a registered  professional  nurse  for  more  than  40 
hours  a week.  (Sec.  267) 

Requirements  for  Nursing  Home  Administra- 
tors— Authorization  to  the  State  to  grant  a perma- 
nent waiver  from  Title  19  requirements  for  licen- 
sure to  those  individuals  who  served  as  nursing 
home  administrators  for  the  three-year  period  pre- 
ceding the  year  the  State  established  a licensure 
program.  (Sec.  269) 

Increase  in  Medicaid  Payments  to  Puerto 
Rico  and  the  Virgin  Islands — Increases  the  total 
amount  which  the  Secretary  may  certify  for  pay- 
ment to  Puerto  Rico  under  Medicare  for  one  year 
from  $20  million  to  $30  million.  Similarly  increases 
Medicaid  payment  which  may  be  made  to  the 
Virgin  Islands  from  $650,000  to  $I  million.  (Sec. 
271) 

Medical  Assistance  in  Puerto  Rico,  the  Virgin 
Islands,  and  Guam — Delays  from  June  30,  1972, 
to  June  30,  1975,  the  date  at  which  “free  choice” 
of  institutional  or  other  providers  under  Medicaid 
becomes  effective  for  Puerto  Rico,  the  \^irgin  Is- 
lands, and  Guam.  (Sec.  271  A) 

Chiropractor  Services  under  Medicare — Ex- 
tension of  Medicare  to  include  chiropractic  ser- 
vices. Includes  as  a “physician”  a chiropractor  who 
is  licensed  as  a chiropractor  in  his  state  (or  is 
otherwise  legally  authorized  by  the  state)  and 
meets  federal  standards,  but  is  included  only  for 
covered  services  limited  to  treatment  by  manual 
manipulation  of  the  spine  “to  correct  a subluxation 
demonstrated  by  x-ray  to  exist.”  (Sec.  273) 

Chiropractors’  Services  under  Medicaid  — 
When  included  in  the  State  plan,  chiropractic  ser- 
vices covered  when  furnished  by  a chiropractor 
who  is  licensed  as  such  in  the  State  and  who  also 
meets  federal  standards  to  be  promulgated  under 
Medicare.  Covered  services  consist  of  treatment  by 
means  of  manual  manipulation  of  the  spine. 
(Sec.  275) 

Services  of  Podiatric  Residents  and  Interns 
— Intern  and  residency  program  for  podiatrists 
would  be  approved  teaching  programs  under  Part 
A of  Medicare.  (Sec.  276) 

Skilled  Nursing  Facilities — Extended  care  fa- 
cilities and  skilled  nursing  homes  redesignated  as 
skilled  nursing  facilities  for  purposes  of  Medicare 
and  Medicaid.  (Sec.  278) 

Laboratory  Billing  of  Patients — Authorization 
to  Secretary  to  negotiate  a payment  rate  accept- 
able to  laboratories  for  diagnostic  tests,  which  pay- 
ment will  be  considered  as  full  charge  for  such 
tests.  The  negotiated  rate  would  be  limited  to  an 


amount  not  to  exceed  the  total  payment  which 
would  have  been  made  in  the  absence  of  such 
rate.  (Sec.  279) 

“Physicians’  Services”  under  Title  XIX — 
Definition  of  physician  under  the  Medicaid  pro- 
gram would  be  amended  to  specify  the  services  of 
a duly  licensed  doctor  of  medicine  or  osteopathy 
as  one  of  the  mandatory  items  of  health  care 
services.  (Sec.  280) 

Recovery  of  Incorrect  Payments — Presump- 
tion that  any  over-payment  discovered  after  the 
expiration  of  three  years  will  have  been  made 
without  fault  on  the  part  of  the  provider  and  that 
no  collection  should  be  made  . . . Additionally,  the 
Secretary'  would  be  authorized  to  deny  claims  for 
reimbursement  made  after  the  lapse  of  a reason- 
able period  of  time  of  not  less  than  one  nor  more 
than  three  years  . . . Reejuirement  that  providers 
(or  physicians  or  others  where  they  have  accepted 
assignments)  where  collection  of  an  overpayment 
is  made  from  the  pro\  ider  or  others,  be  prohibited, 
after  three  years,  from  charging  beneficiaries  for 
serv'ices  found  to  be  medically  unnecessary  or  cus- 
todial in  nature,  in  the  aKsence  of  fault  on  the 
part  of  the  beneficiary.  (Sec.  281) 

Conditions  of  Coverage  of  Outpatient  Speech 
Pathology  Services — Coverage  of  outpatient  speech 
pathology  services  under  Part  B to  include  speech 
therapy  furnished  to  beneficiaries  under  the  care 
of  a physician  by  a provider  of  services,  organized 
agencies,  clinics,  or  health  centers.  (Sec.  283) 

Medical  Assistance  Advisory  Council — Elimi- 
nation of  the  Medical  Assistance  .Advisory  Coun- 
cil. (Sec.  287) 

Health  Insurance  Benefits  Advisory  Council 
— Modification  of  the  role  of  HIBAC  to  provide 
advice  and  suggestions  for  the  consideration  of  the 
Secretary  on  matters  of  general  policy  with  respect 
to  Medicare  and  Medicaid  programs.  (Sec.  288) 

Administrator  of  Social  and  Rehabilitation 

Service-  Requirement  that  new  appointments  to 
the  office  of  .Administrator  of  Social  and  Rehabili- 
tation Service  be  made  by  President,  with  consent 
of  the  Senate.  (Sec.  294) 

Repeal  of  Section  1903(b)(1) — Deletion  of 
maintenance  of  effort  requirement  for  care  of 
people  65  and  over  in  mental  hospitals  under 
Medicaid  program.  (Sec.  295) 

Intermediate  Care  Furnished  in  Mental  and 
Tuberculosis  Institutions — When  a State  chooses 
to  cov'er  indiv'iduals  age  65  or  over  in  institutions 
for  tuberculosis  or  mental  diseases  it  must  cover 
such  care  in  intermediate  care  facilities  as  well  as 
in  hospitals  and  skilled  nursing  homes.  (Sec.  297) 

Independent  Review  of  Intermediate  Care 
Faeility  Patients — Requires  independent  medical 
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audit  of  Medicaid  patients  in  all  intermediate  care 
facilities.  (Sec.  298) 

Intermediate  Care,  Maintenance  of  Effort  in 
Public  Institutions — State  or  political  subdivi- 
sion responsible  for  the  operation  of  a public  in- 
stitution for  the  mentally  retarded  under  the 
Medicaid  program  will  not  be  allowed  to  reduce 
services  in  such  institution  below  the  average 
amount  e.xpended  in  the  four  quarters  preceding 
the  quarter  in  which  the  state  elected  to  make  such 
services  available.  (Sec.  299) 

Treatment  in  Mental  Hospitals  for  Individ- 
uals under  Age  21 — .Authorization  of  federal 
matching  under  Medicaid  for  eligible  children  un- 
der age  21  receiving  inpatient  care  and  treatment 
for  mental  diseases.  (Sec.  299B) 

Survey  Report  Information — Requires  public 
disclosure  of  information  concerning  state  surveys 
to  determine  compliance  with  statutor)’  conditions 
of  participation  under  Medicare  and  Medicaid  by 
institutional  providers,  including  health  care  fa- 
cility, laboratorv,  clinic,  agency  or  organization. 
(Sec.  299D) 

Family  Planning  Services  Mandatory  under 
Medicaid — Federal  funding  of  family  planning 
services  for  present  and  fomier  welfare  recipients 
of  child-bearing  age  and  also  for  those  persons 
likely  to  become  welfare  recipients  in  the  absence 
of  such  services  would  be  increased  by  authorizing 
90  percent  federal  funding  for  state  family  plan- 
ning programs.  These  programs  would  include 


both  counseling  and  the  provision  of  medical  and 
social  services.  A penalty  of  loss  of  1 percent  of 
.\FDC  matching  will  result  where  State  fails  to 
conform  or  supply  recipients  with  requested  family 
planning  services.  (Sec.  299E) 

Child  Health  Screening  Services — The  fed- 
eral share  of  AFDC  matching  funds  will  be  re- 
duced by  1 percent  if  a state  in  the  prior  year  has 
failed  to  inform  at  least  95  percent  of  the  AFDC 
families  of  the  availability  of  health  care  screening, 
or  has  failed  to  provide  for  such  ser\ices,  or  has 
failed  to  arrange  for  corrective  treatment  for  chil- 
dren disclosed  by  such  screening  as  suffering  ill- 
ness or  impairment.  (Sec.  299F) 

Chronic  Renal  Disease — Disability  status  un- 
der SSA  is  provided  to  individuals  who  have  not 
attained  the  age  of  65,  and  are  fully  or  currently 
insured  under  social  security,  or  receiving  cash 
benefits  and  their  dependents,  and  who  are  medi- 
cally determined  to  have  chronic  renal  disease  re- 
cjuiring  hemodialysis  or  renal  transplant.  A quali- 
fied individual  would  be  entitled  to  Medicare  cov- 
erage after  a waiting  period  following  initiation  of 
a course  of  renal  dialysis.  Eligibility  would  expire 
following  a period  after  a kidney  transplant  or  the 
termination  of  renal  dialysis.  (Sec.  2991) 

Elimination  of  Part  B Coinsurance  Payment 
for  Home  Health  Services  — Part  B of  Medicare 
would  be  modified  to  provide  reimbursement  for 
100  percent  of  the  cost  of  home  health  services. 
(Sec.  299K) 
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Tentative  Plans  Show  High  Points 
of  1973  OSMA  Annual  Meeting 


HE  1973  Ohio  State  Medical  Association  An- 
nual Meeting  will  center  in  the  Sheraton- 
Colunibus  Motor  Elotel  and  the  \'eterans  Memo- 
rial Building,  both  in  the  downtown  Columbus 
area.  The  meeting  will  start  with  the  First  Session 
of  the  House  of  Delegates  on  Sunday,  May  6 
and  will  be  concluded  on  Wednesday  afternoon. 
May  9. 

Registration  for  members  of  the  OSM.V 
House  of  Delegates  and  for  those  attending  the 
First  Session  will  open  at  3:00  p.m.  on  Sunday, 
May  6,  in  the  Sheraton-Columbus  Hotel. 

Councilor  District  Caucus  meetings  will  be 
held  in  Studio  Rooms  of  the  Councilors. 

buffet  dinner  for  those  attending  the  House 
of  Delegates  in  an  official  capacity,  or  as  guests, 
will  be  served  at  5 : 30  p.m.  Sunday  at  the  hotel. 
The  business  session  will  get  underway  at  7:00 
p.m. 

Reference  Committee  Hearings  will  start  at 
8:30  a.m.  on  Monday,  May  7 in  rooms  designated 
m the  program.  Hearings  will  continue  on  Mon- 
day afternoon. 

.Ml  members  of  the  Association  are  invited  to 
attend  sessions  of  the  blouse  of  Delegates,  but  the 
privilege  of  the  floor  is  customarily  reserved  for 
those  attending  in  an  official  capacity.  OSM.\ 
members  are  invited  to  participate  in  discussions 
at  Reference  Committee  hearings. 

The  Final  Session  of  the  House  will  be  held 
on  Wednesday,  May  9,  beginning  at  3:30  p.m., 
with  a buffet  dinner  following  the  session. 

Scientific  program  features  begin  with  a Gen- 
eral Session  on  Monday,  May  7 at  9:00  a.m.  at 
the  \'eterans  Memorial  Building.  General  registra- 
tion opens  at  8:30  a.m.  at  the  \Tterans  Building. 

Exhibits  also  open  at  9:00  a.m.  on  Monday 
in  the  \'eterans  Memorial  Building.  Included  will 
be  Technical  e.xhibits  presented  by  pharmaceutical 
and  other  suppliers  of  products  and  services, 
health-education  exhibits,  and  scientific  exhibits. 
Traditionally  the  OSM.\  presents  e.xcellent  e.x- 
hibits in  all  of  these  fields.  Exhibits  will  be  open 
9:00  a.m.  to  4:30  p.m.  on  Monday  and  Tuesday, 
and  from  9:00  a.m.  to  3:00  p.m.  on  W ednesday. 

Listed  in  the  following  columns  are  features 
in  outline  form  as  scheduled  before  this  issue  went 
to  press.  Watch  for  more  details  in  coming  issues 
of  The  Journal. 


Sunday,  May  6 


3:00  p.m. 

Registration  for  OSMA  House  of 
Delegates,  Sheraton-Columbus  Hotel 

4:00 

Councilor  District  Caucuses 

5:30 

Buffet  Dinner  for  those  attending  the 
House  of  Delegates,  Sheraton-Colum- 
bus 

7:00 

House  of  Delegates,  First  Business 
Session 

Monday,  May  7 

8:30  a.m. 

Reference  Committee  Hearings  open, 
Ciolumbus-Sheraton 

8:30 

General  and  Advance  Registration 
opens,  \Tterans  Memorial 

9:00 

All  Exhibits  open 

9:00 

General  Session,  “Sexual  Counsel- 
ling,” \’eterans  Memorial 

11:00 

Health  Commissioners  Institute  opens, 
\’eterans  Memorial 

2:00  p.m. 

Continuation  of  “Sexual  Counselling” 

session 

5:00 

Reception  for  exhibitors,  Sheraton- 
CMlumbus 

Tuesday,  May  8 

7 : 30  a.m. 

Pour  Continuing  Medical  Education 
Courses  ( Subjects  to  be  announced ) , 
Sheraton-Columbus;  fee  of  $10  per 

person  per  course. 

8:00 

OMP.‘\C  Board  Breakfast,  Sheraton- 
Columbus 

9:00 

Exhibits  open,  X’eterans  Memorial 

9:00 

Combined  Program,  Chest  Physicians 
and  Ohio  Thoracic  Surgeons,  \’eter- 
ans  Memorial 

9:00 

Health  Commissioners  Institute  con- 
tinues, \'ets  Memorial 

9:00 

Section  on  Sports  Medicine,  \"ets  Me- 
morial 

9:00 

Section  on  General  Practice — “Doc- 
tor, I Have  a Question  for  You,”  \'ets 
Memorial 

( Continued  on  Page  57 ) 
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MAKE  YOUR  HOTEL  RESERVATIONS  For  Tin 


Hotels  at  Prevailing  Rates 


SHERATON-COLUMBUS  MOTOR  HOTEL 
50  North  Third  Street 
(OSMA  Headquarters) 

$19.00 -$31.00 
$26.00  - $38.00 

NEIL  HOUSE  MOTOR  HOTEL 

41  South  High  Street 
(OSMA  Overflow  Hotel) 

$14.00 -$23.00 
$18.00 -$28.00 
$19.00 -$26.00 

SOUTHERN  HOTEL 

South  High  and  East  Main  Streets 


CHRISTOPHER  INN 
300  East  Broad  Street 
(Woman’s  Auxiliary  Headquarters) 


Singles 

$15.! 

Doubles 

$201^ 

Twins 

$23,0 

PICK-FORT  HAYES  HOTEL 

31  West  Spring  Street 

Singles  $16.00  - $20.00 

Doubles  $22.00 -$26.00 

Twins $22.00  - $26.00 


Singles 

Twins 


Singles 

Doubles 

Twins 


Singles 

Doubles 

Twins 


$12.00 -$13.00 
$15.00 -$16.00 
$15.50 -$20.00 


HOLIDAY  INN -DOWNTOWN 


All  rates  subject  to  change.  If  you  plan  to  share  a i 
room,  please  indicate  name  of  roommate. 


Annual  Meeting  Schedule  (Contd.) 


9:00 

Section  on  Pathology,  Vets  Memorial 

9:00 

General  Session  (panel  program). 
Sponsored  by  Ohio  Society  of  Inter- 
nal Medicine,  OSMA  Section  on  In- 
ternal Medicine,  Vets  Memorial 

11:30 

OMPAC  Luncheon,  Sheraton-Co- 
lumbus 

11:30 

Luncheon,  Colon  and  Rectal  Dis- 
eases, Sheraton-Columbus 

12:30  p.m. 

Luncheon,  Sports  Medicine,  Shera- 
ton-Columbus 

1:00 

Section  on  Pathology,  \’ets  Memorial 

1:30 

Section  on  Neurology,  Wts  Memorial 

1:30 

Health  Commissioners  Institute  con- 
tinued 

2:00 

Combined  Program,  Chest  Physicians 
and  Ohio  Thoracic  Surgeons,  contin- 
ued, Vets  Memorial 

2:00 

Section  on  Colon  and  Rectal  Diseases, 
Vets  Memorial 

2:00 

“Things  You  Always  Wanted  to 
Know,  but  Were  Afraid  to  Ask,”  pan- 
el program  presented  by  physicians 
for  medical  assistants,  secretaries, 
nurses,  technicians,  bookkeepers,  re- 
ceptionists, etc.,  \'ets  Memorial 

3:00 

Section  on  Anesthesiology,  VTts  Me- 
morial 

6:30 

Scioto  Downs  Party,  OSM.-V  Social 
Function 

Watch  for  details  on  this  night  at  the 
races 

Wednesday,  May  9 

7 : 30  a.m. 

Four  Continuing  Medical  Education 
Courses  (continuation  of  Tuesday 
morning  program),  Sheraton-Colum- 
bus; $10  registration  fee 

7:30 

Breakfast  and  Business  Meeting,  Ohio 
Committee  on  Trauma,  American 
College  of  Surgeons,  Sheraton-Co- 
lumbus 

8:00 

Breakfast,  Board  of  Governors,  Ohio 
Ophthalmological  Society 

8:30 

General  and  Advance  Registration 
opens,  \Yts  Memorial 

9:00 

Exhibits  open,  \"ets  Memorial 

9:00 

Section  on  ENT  and  Ohio  Society  of 
Ear,  Nose  and  Throat,  Vets  Memo- 
rial 

9:00  Health  Commissioners  Institute  con- 

tinues, Vets  Memorial 

9 : 00  Program  sponsored  by  Section  and 

Ohio  Neurosurgical  Society,  OSU 
Medical  Center 

9:00  Program  sponsored  by  the  Ohio  Affil- 
iate, American  Heart  Association, 
Wts  ^Memorial 

9:30  General  Session:  “A  Day  in  the 

Emergency  Department,”  Ohio  Com- 
mittee on  Trauma,  ACS,  Section  on 
Occupational  Medicine,  and  Section 
on  Plastic  Surger)-,  \'ets  Memorial 

10:00  Ohio  Ophthalmological  Society  Busi- 

ness Meeting 

12:00  noon  Luncheon,  Section  and  Ohio  Neuro- 
surgical Society 

12:00  Luncheon,  Section  on  Rheumatology, 

Sheraton-Columbus 

12:00  Luncheon  and  Critique,  Committee 

on  Scientific  Work,  Sheraton-Colum- 
bus 

12:30  p.m.  Luncheon,  ENT,  Sheraton-Columbus 

1:30  Plealth  Commissioners  Institute  con- 

tinues, Vets  Memorial 

2:00  “A  Day  in  the  Emergency  Depart- 

ment,” program  continues,  Vets  Me- 
morial 

2:00  Program  sponsored  by  Section  and 

Ohio  Neurosurgical  Society  continues. 
Vets  Memorial 

2:00  Section  on  ENT  and  Ohio  Society  of 

Ear,  Nose  and  Throat,  continued, 
Wts  Memorial 

2 : 00  Combined  program  presented  by  Ra- 

diology and  Rheumatology  Sections, 
Vets  Memorial 

2 : 00  Sections  on  Directors  of  Medical  Edu- 

cation, Business  Meeting,  Vets  Me- 
morial 

2:30  Registration  for  House  of  Delegates, 

Sheraton-Columbus 

3:00  Program  presented  by  Section  on 

Ophthalmology  and  Ohio  Society  of 
Ophthalmologists,  Vets  Memorial 

3 : 00  Exhibits  close 

3:30  Final  Session,  OSMA  House  of  Dele- 

Buffet  dinner  for  those  attending  the 
House  of  Delegates  in  official  capacity 
following  the  Final  Session. 
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1973  Annual  Meeting,  Ohio  State  Medical  Association 


T^O  YOU  HAVE  AN  EXHIBIT  or  know'  of  an  exhibit  which  is  of  scientific  interest? 

If  you  do,  the  Ohio  State  Medical  Association  Annual  Meeting  is  just  the  place  to 
display  it.  We  are  now^  accepting  applications  for  the  1973  OSMA  Annual  Meeting.  Those 
eligible  to  apply  arc  as  follows : ( 1 ) Exhibits  by  Ohio  physicians,  Ohio  medical  schools, 
hospitals  or  similar  organizations;  (2)  Out-of-state  physicians  or  out-of-state  agencies 
on  invitation;  (3)  Voluntary  health  organizations. 

Exhibits  wall  be  set  up  and  viewed  at  the  Veterans  Memorial  Building,  300  West 
Broad  Street,  Columbus.  EXHIBIT  DAYS  w'ill  be  Monday  through  Wednesday,  May 
7,  8 and  9. 

Mail  applications  to  the  attention  of  Jerry  J.  Campbell,  Exhibit  Manager,  Ohio 
State  Medical  Association,  17  South  High  Street,  Suite  500,  Columbus,  Ohio  43215. 


APPLICATION  FOR  SPACE 
SCIENTIFIC  EXHIBITS 

1973  Annual  Meeting,  Ohio  State  Medical  Association 

Veterans  Memorial  Building,  Columbus,  May  7,  8 and  9 

1.  Title  of  Exhibit: 

2.  Name(s)  of  Exhibitor(s): 

Institution  (If  desired): 

City 

3.  Do  you  hove  a built-in  exhibit? 

4.  Booth  Requirements:  Bock  wall All  side  walls  are  6'  deep 

(indicate  footage) 

5.  Description  of  Exhibit:  (Attach  200  word  description  to  this  blank) 

Deadline  For  Filing  Applications,  February  1,  1973 
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Sally's  back  in  sew  biz! 
After  an  arthritic  flare-up. 


^te  This  drug  is  not  a simple  analgesic  Do 
sr  casually  Carefully  evaluate  patients  be- 
treatment  and  keep  them  under  close  su- 
)tain  a detailed  history,  and  complete 
laboratory  examination  (complete  hemo- 
rsis,  etc  ) before  prescribing  and  at  fre- 
ils  thereafter  Carefully  select  patients, 
se  responsive  to  routine  measures,  contra- 
lents  or  those  who  cannot  be  observed  fre- 
n patients  not  to  exceed  recommended 
•t-term  relief  of  severe  symptoms  with  the 
ilble  dosage  Is  the  goal  of  therapy  Dosage 
ten  with  meals  or  a full  glass  of  milk  Sub- 
apsules  for  tablets  If  dyspeptic  symptoms 
Its  should  discontinue  the  drug  and  report 
jany  sign  of  fever,  sore  throat,  oral  lesions 
f blood  dyscrasia),  dyspepsia,  epigastric 
ms  of  anemia,  black  or  tarry  stools  or  other 
ntestinal  ulceration  or  hemorrhage,  skin  re- 
ficant  weight  gain  or  edema  A one-week 
adequate  Discontinue  In  the  absence  of  a 
ponse  Restrict  treatment  periods  to  one 
nts  over  sixty 

tcute  gouty  arthritis,  rheumatoid  arthritis, 
pondylitis 

'ions  Children  14  years  or  less,  senile  pa- 
or  symptoms  of  G I inflammation  or  ul- 
ding  severe,  recurrent  or  persistent  dys- 
y or  presence  of  drug  allergy;  blood 
■nal,  hepatic  or  cardiac  dysfunction;  hy- 
lyroid  disease;  systemic  edema; 
salivary  gland  enlargement  due  to  the 
ilgia  rheumatica  and  temporal  arteritis, 
1/ing  other  potent  chemotherapeutic 
term  anticoagulant  therapy 
[e,  weight,  dosage,  duration  of  therapy,  ex- 
comitant  diseases,  and  concurrent  potent 
affect  incidence  of  toxic  reactions  Care- 
nd  observe  the  individual  patient,  espe- 
|l  (forty  years  and  over)  who  have 
leptibility  to  the  toxicity  of  the  drug.  Use 
|e  dosage  Weigh  initially  unpredictable 
t potential  risk  of  severe,  even  fatal,  re- 
|sease  condition  itself  is  unaltered  by  the 
caution  in  first  trimester  of  pregnancy 
[mothers  Drug  may  appear  in  cord  blood 
Serious,  even  fatal,  blood  dyscrasias. 


Butazolidm®  alka  Geigy 

Each  capsule  contains: 

100  mg  phenylbutazone  USP 

100  mg  dried  aluminum  hydroxide  gel  USP 

150  mg  magnesium  trisilicate  USP 

If  it  doesn’t  work  in  a week,  forget  it. 


including  aplastic  anemia,  may  occur  suddenly  despite 
regular  hemograms,  and  may  become  manifest  days  or 
weeks  after  cessation  of  drug  Any  significant  change 
in  total  white  count,  relative  decrease  m granulocytes, 
appearance  of  immature  forms,  or  fall  in  hematocrit 
should  signal  immediate  cessation  of  therapy  and  com- 
plete hematologic  investigation  Unexplained  bleeding 
involving  CNS,  adrenals,  and  G I tract  has  occurred 
The  drug  may  potentiate  action  of  insulin,  sulfonylurea, 
and  sulfonamide-type  agents  Carefully  observe  patients 
taking  these  agents  Nontoxic  and  toxic  goiters  and 
myxedema  have  been  reported  (the  drug  reduces  iodine 
uptake  by  the  thyroid)  Blurred  vision  can  be  a signifi- 
cant toxic  symptom  worthy  of  a complete  ophthalmo- 
logical  examination  Swelling  of  ankles  or  face  in  patients 
under  sixty  may  be  prevented  by  reducing  dosage  If 
edema  occurs  in  patients  over  sixty,  discontinue  drug 
Precautions  The  following  should  be  accomplished  at 
regular  intervals  Careful  detailed  history  for  disease 
being  treated  and  detection  of  earliest  signs  of  adverse 
reactions;  complete  physical  examination  including 
check  of  patient's  weight,  complete  weekly  (especially 
for  the  aging)  or  an  every  two  week  blood  check,  perti- 
nent laboratory  studies  Caution  patients  about  partic- 
ipating in  activity  requiring  alertness  and  coordination, 
as  driving  a car.  etc  Cases  of  leukemia  have  been  re- 
ported in  patients  with  a history  of  short-  and  long-term 
therapy  The  majority  of  these  patients  were  over  forty 
Remember  that  arthritic-type  pains  can  be  the  present- 
ing symptom  of  leukemia 

Adverse  Reactions:  This  is  a potent  drug;  its  misuse  can 
lead  to  serious  results  Review  detailed  information  be- 
fore beginning  therapy.  Ulcerative  esophagitis,  acute 
and  reactivated  gastric  and  duodenal  ulcer  with  per- 
foration and  hemorrhage,  ulceration  and  perforation  of 
large  bowel,  occult  G I.  bleeding  with  anemia,  gastritis. 


epigastric  pain,  hematemesis,  dyspepsia,  nausea,  vomit- 
ing and  diarrhea,  abdominal  distention,  agranulocytosis, 
aplastic  anemia,  hemolytic  anemia,  anemia  due  to  blood 
loss  including  occult  G I bleeding,  thrombocytopenia, 
pancytopenia,  leukemia,  leukopenia,  bone  marrow  de- 
pression. sodium  and  chloride  retention,  water  reten- 
tion and  edema,  plasma  dilution,  respiratory  alkalosis, 
metabolic  acidosis,  fatal  and  nonfatal  hepatitis  (choles- 
tasis may  or  may  not  be  prominent),  petechiae,  purpura 
without  thrombocytopenia,  toxic  pruritus,  erythema 
nodosum,  erythema  multiforme,  Stevens-Johnson  syn- 
drome. Lyell's  syndrome  (toxic  necrotizing  epidermol- 
ysis), exfoliative  dermatitis,  serum  sickness, 
hypersensitivity  angiitis  (polyarteritis),  anaphylactic 
shock,  urticaria,  arthralgia,  fever,  rashes  (all  allergic  re- 
actions require  prompt  and  permanent  withdrawal  of 
the  drug),  proteinuria,  hematuria,  oliguria,  anuria,  renal 
failure  with  azotemia,  glomerulonephritis,  acute  tubular 
necrosis,  nephrotic  syndrome,  bilateral  renal  cortical 
necrosis,  renal  stones,  ureteral  obstruction  with  uric 
acid  crystals  due  to  uricosuric  action  of  drug,  impaired 
renal  function,  cardiac  decompensation,  hypertension, 
pericarditis,  diffuse  interstitial  myocarditis  with  muscle 
necrosis,  perivascular  granulomata,  aggravation  of 
temporal  arteritis  in  patients  with  polymyalgia  rheumat- 
ica. optic  neuritis,  blurred  vision,  retinal  hemorrhage, 
toxic  amblyopia,  retinal  detachment,  hearing  loss,  hy- 
perglycemia, thyroid  hyperplasia,  toxic  goiter,  associa- 
tion of  hyperthyroidism  and  hypothyroidism  (causal 
relationship  not  established),  agitation,  confusional 
states,  lethargy;  CNS  reactions  associated  with  over- 
dosage. including  convulsions,  euphoria,  psychosis,  de- 
pression, headaches,  hallucinations,  giddiness,  vertigo, 
coma,  hyperventilation,  insomnia,  ulcerative  stomatitis, 
salivary  gland  enlargement  (B)98-1 46-070-G 

Serious  side  effects  do  occur.  Select  patients 
carefully  (particularly  the  elderly)  and  follow  them 
closely  in  line  with  the  drug's  precautions, 
warnings,  contraindications  and  adverse  reactions. 

For  complete  details,  including  dosage,  please  see  full 
prescribing  information.  cp 

lO 

GEIGY  Pharmaceuticals  ^ 

Division  of  CIBA-GEIGY  Corporation  3 

Ardsley,  New  York  10502  CQ 


He  won’t  resist 
feeling  better  witi 

Mylanta 

Because  the  taste  is  good. 


□ promptly  relieves  hyperacidity 

□ also  relieves  fullness  and  bloating 

□ non-constipating 


LiQuiD|v|YiAIMTAr^^® 

aluminum  and  magnesium  hydroxides  with  simethicone 


S 


STUART  PHARMACEUTICALS  | D.v.s.on  of  ICI  America  Inc.  | Wilmington,  Del.  19899 1 Pasadena,  Calif.  91109 


KEEPING  UP 


Continuing  Education  Opportunities 
for  Physicians  in  Ohio 


Surgical  Seminars  — Medical  College  of  Ohio 
at  Toledo  and  Northwestern  Ohio  Institute  for 
Continuing  Medical  Education;  one  hour  a day, 
one  day  a week,  for  88  weeks;  dates  on  request. 

Clinical  Days  on  Emergency  Care  — 80  hours 
of  instruction  on  20  separate  days,  September  to 
June;  Medical  College  of  Ohio  at  Toledo,  945  S. 
Detroit  Ave.,  Toledo  43614. 

Introductory  Course  in  Nuclear  Medicine  for 
Physicians  — Nuclear  Medicine  Institute,  6760 
Mayfield  Rd.,  Cleveland  44124;  five-day  courses; 
dates  upon  request. 

January 

Association  of  Physicians  of  the  State  of 
Ohio  — ■ Quarterly  meeting  and  program,  January' 
12  at  the  Mt.  Vernon  State  Elospital;  contact 
Virginia  S.  Edwards,  M.D.,  Secretary,  347  Lex- 
ington Ave.,  Mansfield  44907. 

Managing  the  Complicated  Surgical  Patient 
— Cleveland  Clinic  Educational  Foundation,  9500 
Euclid  Ave.,  Cleveland  44106;  January  17-18. 

Movement  Disorders — Youngstown  Hospital 
Association,  South  Unit,  January  18,  8:00  a.m. ; 
Dr.  Harold  Mars,  clinical  instructor  in  neurology. 
Case  Western  Reserve  University. 

Medical  Aspects  of  Drug  Addiction  in  Day- 
ton  — Veterans  Administration  Center,  4100  W. 
Third  St.,  Dayton  45428;  January  19,  2:30  to 
4:30  p.m.;  presentation  by  Barrett  H.  Bolton, 
M.D.,  director  of  education.  Department  of  In- 
ternal Medicine,  Miami  Valley  Hospital,  Dayton; 
contact  Hassan  Mehbod,  M.D.,  at  the  center. 

Treatment  of  Diseases  of  the  Esophagus  — 
University  of  Cincinnati  College  of  Medicine, 
[January  25;  contact  Office  of  CONMED,  114 
j Medical  College  Building,  Cincinnati  45219. 

Acute  Airway  Obstruction  — Youngstown 
Hospital  Association,  South  Unit,  January  27, 
9:00  a.m.;  Division  of  Surgery  Guest  Professor 
W.  H.  Maloney,  M.D.,  Cleveland. 


Gastroenterology  — Ohio  State  University 
College  of  Medicine,  January  31;  contact  Center 
for  Continuing  Education,  320  W.  Tenth  Ave., 
Columbus  43210. 

Medical  Progress  for  the  Family  Physician 
— • Cleveland  Clinic  Educational  Foundation,  9500 
Euclid  Ave.,  Cleveland  44106;  January  31-  Feb- 
ruary 1. 

February 

Ohio  State  University  College  of  Medicine,  Con- 
tinuing Medical  Education  Conferences;  for 
details  contact  OSU  Center  for  Continuing 
Medical  Education,  410  W.  10th  St.,  Colum- 
bus 43210: 

Advanced  Rhinoplasty  — Febmary  5-7  (Ha- 
waii) 

Infectious  Diseases  — February  7,  Center  for 
Tomorrow 

ENT  Conference  — February  15,  Stouffer’s 
University  Inn 

Group  Psychotherapy  — Fridays,  February 
16  through  May  4,  Center  for  Tomorrow 

Electromyography  XII  — February  19-22, 
Dodd  Hall  and  Stouffer’s  Inn 

Orthopaedic  Problems  — February'  21,  Cen- 
ter for  Tomorrow 

Cleveland  Clinic  Educational  Foundation: 

Drugs  and  Treatment  Techniques  in  Angi- 
ograph,  February  7-8 

Pharmacology  and  Clinical  Effectiveness  of 
Anti-inflammatory  Drugs,  February  21- 
22 

Sports  Medicine,  February'  28-March  1 

Fifth  Annual  Infectious  Disease  Conference 
— ■ Office  of  Continuing  Education  (CONMED) 
of  the  University  of  Cincinnati,  at  the  center, 
February  23. 

(Continued  on  Page  64) 
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Ta  IS  THE 
PREDICTABLE 
HORMONE  BECAUSE 
IT  LOVES  PROTEIN. 


ALL  THYROID- 
FUNCTION  TESTS  ARE 
USEFUL  IN 
MONITORING 
SYNTHROID  THERAPY 


TWO  GOOD  REASONS 
WHY  THE  ROAD  TO 
NORMALIZED 
THYROID  STATUS  IS 
SO  SMOOTH  FOR  THE 
SYNTHROID  PATIENT. 


SYNTHROID®  (sodium 
levothyroxine)  is  pure  synthetic  T4, 
the  major  circulating  thyroid 
hormone.  It  is  reliable  to  use 
because  of  its  affinity  for  protein- 
binding sites  in  the  blood.  T3  is 
more  fickle.  Sometimes  it  binds. 
Sometimes  it  doesn’t.  T4  more 
predictably  binds  to  protein. 


No  calculations  are  needed,  test 
interpretation  is  simple. 

Any  of  the  commonly  used  T4 
thyroid  function  tests  (P.B.I.,  T4  By 
Column,  Murphy-Pattee,  Free 
Thyroxine)  are  useful  in  monitoring 
patients  on  T4  because  they  all 
measure  T4.  Patients  on 
SYNTHROID  are  thereby  easy  to 
monitor  because  their  results  will 
fall  within  predictable,  elevated 
test  ranges.  Of  course,  clinical 
assessment  is  the  best  criterion  of 
the  thyroid  status  of  the  drug- 
treated  patient. 


TEST 

HYPOTHYROID 

SYNTHROID  ^ 

THERAPEUTIC 
NORMAL 

P.B.I. 

Less  than  4 meg  % 

6-10  meg  % 

T4  By  Column 

Less  than  3 meg  % 

7-9  meg  % 

T»  (Resin) 

Less  than  25% 

27-35% 

J»  (Red  Cell) 

Leas  than  11% 

11.5-18% 

Free  Thyroxine 

Less  than  0.7 
nanograms  % 

0.7-2.5 

nanograms  % 

Murphy-Pattee 

1 Less  than  2.9 

4-1 1 meg  % 

11  — r 

1 meg  % 

G^ipose 


ti\e  Stnooui 


(1)  The  onset  of  action  of  T4  is 
gradual.  It  has  a long  in  vivo 
“half-life”  of  over  six  days. 
(Occasional  missed  doses  or 
accidental  double-doses  are  of  less 
concern  because  of  this  factor)’; 

(2)  since  SYNTHROID  contains  only 
T4,  the  potential  for  metabolic 
surges  traceable  to  more  potent 
iodides  (T3)  is  eliminated. 


i 


AS  WITH  ANY 
THYROID 
PREPARATION, 
CAUTIOUS 

OBSERVATION  OF  THE 
PATIENT  DURING  THE 
BEGINNING  OF 
THERAPY  WILL  ALERT 
THE  PHYSICIAN  TO  ' 
ANY  UNTOWARD 
EFFECTS. 


Side  effects,  when  they  do  occur, 
are  related  to  excessive  dosage. 
Caution  should  be  exercised  in 
administering  the  drug  to  patients 
with  cardiovascular  disease.  Read 
the  accompanying  prescribing 
information  for  additional  data  or 
write  Flint  Laboratories. 


S)n; 


...to  tffyroid  replacemeiit  ttiprapyi 


(as. 

'■n. 


iai=! 


PATIENTS  CAN  BE 
SUCCESSFULLY 
MAINTAINED  ON  A 
DRUG  CONTAINING 
rHYROXINE  ALONE. 


WHY  DOES  SYNTHROID 
COST  LESS  THAN 
SYNTHETIC  DRUGS 
CONTAINING  T3  ? 


rhyroxine  (T4)  is,  as  you  know, 
he  major  circulating  hormone 
)roduced  by  the  thyroid  gland. 

[3  is  also  produced,  in  smaller 
imounts,  and  is  active  at  the 
cellular  level.  For  years  it  has  been 
i working  hypothesis  among 
jndocrinologists  that  T4  is 
jonverted  by  the  body  to  T3.  In 
1970  this  process,  called 
‘deiodination,”  was  demonstrated 
jy  Braverman,  Ingbar,  and  Sterling*. 

does  convert  to  T3,  though  the 
jrecise  quantities  are  still  being 
studied. 

The  conversion  has  been 
clinically  demonstrated  during  the 
idministration  of  T4  to  athyrotic 
jatients.  Their  thyroid  status  is 
lormalized  on  SYNTHROID  alone, 
^et  the  presence  of  T3  in  these 
3atients  has  been  clearly  shown. 


Very  simple.  T3  costs  more  to  make 
synthetically  than  does  T4.  So  it  is 
economically  necessary  for  a 
synthetic  thyroid  medication 
containing  T3  to  cost  more  than 
one  containing  T4  alone.  Synthetic 
combinations  cost  patients  nearly 
50%  more  than  SYNTHROID* 
because  the  T3  costs  more  to  start 
with;  also  there  is  the  additional 
expense  of  formulating  a tablet 
containing  two  active  ingredients. 


1.  Latiolais,  C.  J.,  and  Berry,  C.  C.;  Misuse  of 
Prescription  Medications  by  Outpatients, 

Drug  Intelligence  & Clin.  Pharm.  3:270-7, 1969. 

2.  Braverman,  L.  E.,  Ingbar,  S.  H.,  and 
Steriing,  K.:  Conversion  of  Thyroxine  (T4)  to 
Triiodothyronine  (T3)  in  Athyreotic  Human 
Subjects,  J.  Clin.  Invest.  49:855-64,  1970. 

3.  American  Druggist  BLUEBOOK,  March,  1971. 


Synthroid 

wum  levotlpKin^ 


THE  FACTS  ARE 
CLEAR  AND  HERE 
[S  OUR  OFFER. 

"ACTS: 

Synthetic  thyroid  drugs  are  an 
mprovement  over  animal  gland 
)roducts.  Patients,  even  athyrotic 
)nes,  can  be  completely 
naintained  on  SYNTHROID  (T4) 
ilone.  Thyroid  function  tests  are 
;asy  to  interpret  since  they  are 
iredictably  elevated  when  the 
tatient  adheres  to  SYNTHROID, 

)f  all  synthetic  thyroid  drugs, 
lYNTHROID  is  the  most 
iconomical  to  the  patient. 


j 

I OFFER: 

I Free  TAB-MINDER  medication 
I dispensers  to  start  or  convert  all 
• your  hypothyroid  patients  to 
I SYNTHROID.  Free  information  to 
I physicians  on  role  of  thyroid 
I function  tests  in  a new  booklet 
j titled:  “Guideposts  to  Thyroid 
I Therapy.”  Ask  us. 


Name  • 

Address  I 

City  State  zJp  | 


Indications:  SYNTHROID  (sodium  levothyroxine)  is  spe- 
cific replacement  therapy  for  diminished  or  absent 
thyroid  function  resulting  from  primary  or  secondary 
atrophy  of  the  gland,  congenital  defect,  surgery,  ex- 
cessive radiation,  or  antithyroid  drugs.  Indications  for 
SYNTHROID  (sodium  levothyr  'xine)  Tablets  include 
myxedema,  hypothyroidism  without  myxedema,  hypo- 
thyroidism in  pregnancy,  pediatric  and  geriatric  hypo- 
thyroidism, hypopituitary  hypothyroidism,  simple 
(nontoxic)  goiter,  and  reproductive  disorders  asso- 
ciated with  hypothyroidism.  SYNTHROID  (sodium  levo- 
thyroxine) for  Injection  is  indicated  for  intravenous 
use  in  myxedematous  coma  and  other  thyroid  dysfunc- 
tions where  rapid  replacement  of  the  hormone  is  re- 
quired.The  injection  is  also  indicated  for  intramuscular 
use  in  cases  where  the  oral  route  is  suspect  or  con- 
traindicated due  to  existing  conditions  or  to  absorp- 
tion defects,  and  when  a rapid  onset  of  effect  is  not 
desired. 

Precautions:  As  with  other  thyroid  preparations,  an 
overdosage  may  cause  diarrhea  or  cramps,  nervous- 
ness, tremors,  tachycardia,  vomiting  and  continued 
weight  loss.  These  effects  may  begin  after  four  or  five 
days  or  may  not  become  apparent  for  one  to  three 
weeks.  Patients  receiving  the  drug  should  be  observed 
closely  for  signs  of  thyrotoxicosis.  If  indications  of 
overdosage  appear,  discontinue  medication  for  2-6 
days,  then  resume  at  a lower  dosage  level.  In  patients 
with  diabetes  mellitus,  careful  observations  should  be 
made  for  changes  in  insulin  or  other  antidiabetic  drug 
dosage  requirements.  If  hypothyroidism  is  accom- 
panied by  adrenal  insufficiency,  as  Addison’s  Disease 
(chronic  subcortical  insufficiency),  Simmonds’s  Dis- 
ease (panhypopituitarism)  or  Cushing’s  syndrome  (hy- 
peradrenalism),  these  dysfunctions  must  be  corrected 
prior  to  and  during  SYNTHROID  (sodium  levothyroxine) 
administration.  The  drug  should  be  administered  with 
caution  to  patients  with  cardiovascular  disease;  devel- 
opment of  chest  pains  or  other  aggravations  of  cardio- 
vascular disease  requires  a reduction  in  dosage. 
Contraindications:  Thyrotoxicosis,  acute  myocardial 
infarction.  Side  effects:  The  effects  of  SYNTHROID 
(sodium  levothyroxine)  therapy  are  slow  in  being  mani- 
fested. Side  effects,  when  they  do  occur,  are  secondary 
to  increased  rates  of  body  metabolism;  sweating,  h'eart 
palpitations  with  or  without  pain,  leg  cramps,  and 
weight  loss.  Diarrhea,  vomiting,  and  nervousness  have 
also  been  observed.  Myxedematous  patients  with  heart 
disease  have  died  from  abrupt  increases  in  dosage  of 
thyroid  drugs. Careful  observation  of  the  patient  during 
the  beginning  of  any  thyroid  therapy  will  alert  the 
physician  to  any  untoward  effects. 

In  most  cases  with  side  effects,  a reduction  of  dos- 
age followed  by  a more  gradual  adjustment  upward 
will  result  in  a more  accurate  indication  of  the  pa- 
tient's dosage  requirements  without  the  appearance 
of  side  effects. 

Dosage  and  Administration:  The  activity  of  a 0.1  mg. 
SYNTHROID  (sodium  levothyroxine)  TABLET  is  equiva- 
lent to  approximately  one  grain  thyroid,  U.S.P.  Admin- 
ister SYNTHROID  tablets  as  a single  daily  dose, 
preferably  after  breakfast.  In  hypothyroidism  without 
myxedema,  the  usual  initial  adult  dose  is  0.1  mg.  daily, 
and  may  be  increased  by  0.1  mg.  every  30  days  until 
proper  metabolic  balance  is  attained.  Clinical  evalua- 
tion should  be  made  monthly  and  PBI  measurements 
about  every  90  days.  Final  maintenance  dosage  will 
usually  range  from  0.2-0.4  mg.  daily.  In  adult  myx- 
edema, starting  dose  should  be  0.025  mg.  daily.  The 
dose  may  be  increased  to  0.05  mg.  after  two  weeks 
and  to  0.1  mg.  at  the  end  of  a second  two  weeks.  The 
daily  dose  may  be  further  increased  at  two-month  in- 
tervals by  0.1  mg.  until  the  optimum  maintenance  dose 
is  reached  (0. 1-1.0  mg.  daily). 

Supplied:  Tablets:  0.025  mg.,  0.05  mg.,  0.1  mg.,  0.15 
mg.,  0.2  mg.,  0.3  mg.,  0.5  mg.,  scored  and  color-coded, 
in  bottles  of  100,  500,  and  1000.  Injection:  500  meg. 
lyophilized  active  ingredient  and  10  mg.  of  Mannitol, 
N.F.,  in  10  ml.  single-dose  vial,  with  5 ml.  vial  of  So- 
dium Chloride  Injection,  U.S.P.,  as  a diluent. 
SYNTHROID  (sodium  levothyroxine)  for  Injection  may 
be  administered  intravenously  utilizing  200-400  meg. 
of  a solution  containing  100  meg.  per  ml.  If  significant 
improvement  is  not  shown  the  following  day,  a repeat 
injection  of  100-200  meg.  may  be  given. 
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Educational  Opportunities  in  Ohio  — Continued 


Arrhythmias — Youngstown  Hospital  Associ- 
ation, South  Unit,  February'  26,  4:00  p.in.;  Drs. 
A.  Whittaker  and  C.  G.  Battistelli. 

Sixth  Ohio  Intercontinental  Conference  on 
Diagnostic  Medicine  — Ohio  Academy  of  Family 
Physicians;  24  hours  of  instruction,  February  26 
through  March  11. 

March 

Studies  on  the  Regulation  of  Sodium  Balance 
— Veterans  Administration  Center,  4100  W. 
Third  Street,  Dayton  45428,  March  2,  2:30  to 
4:30  p.m.;  lecturer.  Jay  H.  Stein,  M.D.,  Gustav 
Hirsch  Professor  of  Medicine,  at  Ohio  State;  con- 
tact, Hassan  Mehbod,  M.D.,  at  the  center. 

Fourth  Biannual  Short  Course  on  Laser  Safe- 
ty — • Sponsored  by  the  Medical  Laser  Laboratory 
and  the  Office  of  Continuing  Medical  Education 
(CONMED)  of  the  University  of  Cincinnati, 
March  5-9,  at  the  University;  contact  Laser  Safe- 
ty Course,  CONMED,  114  Medical  College,  Cin- 
cinnati 45219;  tuition,  $325. 

Ohio  State  University  College  of  IVIedicine,  Con- 
tinuing Medical  Education  Conferences;  for 
details  contact  OSU  Center  for  Continuing 
Medical  Education,  410  W.  10th  St.,  Colum- 
bus 43210: 

Ophthalmology  Conference  — March  5-6, 
Center  for  Tomorrow 

Neurochemistry  — March  12-15,  Center  for 
Tomorrow 

Neurology  Conference  — March  18,  Center 
for  Tomorrow 

Pediatrics  Clinic  Day,  March  21,  at  Chil- 
dren’s Hospital,  Columbus 

Dermatology  and  Allergy  — March  28,  Cen- 
ter for  Tomorrow 

General  Practice  Seminar  — March  31 -April 
1,  Center  for  Tomorrow 

Cleveland  Clinic  Educational  Foundation: 

Medical  Progress  and  Its  Relationship  to 
Dentistry,  March  7-8 

Advances  in  Urology,  March  14-15 

Hodgkins  Disease,  Leukemia  and  Lymphoma, 
March  21-22 

Treatment  of  Neurological  Diseases,  March 
28-29 

Eighth  Annual  Cancer  Symposium  — Akron 
City  Hospital,  525  E.  Market  Street,  Akron 
44309;  March  14-15. 


Cincinnati  VA  Hospital  Annual  Seminar  — 
March  15,  at  the  hospital,  3200  Vine  Street,  Cin- 
cinnati 45220. 

Low  Renin  Hypertension-  -Youngstown  Hos- 
pital Association,  South  Unit,  March  15,  8:00 
a.m.;  Dr.  Randall  H.  Travis,  assistant  clinical  pro- 
fessor of  medicine.  Case  Western  Reserve  Uni- 
versity. 

Upper  Respiratory  Infections  and  Related 
Diseases — Youngstown  Hospital  Association,  South 
LTnit,  March  26,  4:00  p.m.;  Medical  Seminar; 
Drs.  R.  J.  Smith  and  R.  Hoffler. 

Treatment  in  Psychiatry — Theory  and  Prac- 
tice — ■ at  the  VA  Flospital,  1000  Brecksville  Rd., 
Cleveland  44141;  cosponsored  by  the  Northwest- 
ern Ohio  Institute  for  Continuing  Medical  Edu- 
cation and  the  Medical  College  of  Ohio  at  Toledo; 
49  hours,  March  26-30. 

April 

Ohio  State  LIniversity  College  of  Medicine,  Con- 
tinuing Medical  Education  Conferences;  for 
details,  contact  OSU  Center  for  Continuing 
Medical  Education,  410  W.  10th  Ave.,  Co- 
lumbus 43210: 

Cancer  Symposium,  April  4 

Lederle  Conference,  April  8 

Sex  and  Spinal  Cord  Injuries,  April  12-13 

Plastic  Surgery  in  General  Practice,  April  25 

Anesthesia,  April  27 

Myelomeningocele  Conference,  April  28-29 

Cleveland  Clinic  Educational  Foundation,  9500 
Euclid  Ave.,  Cleveland  44106; 

Current  Topics  in  Clinical  Microbiology, 
April  4-5 

Peripheral  Vascular  Disease,  April  25-26 
Orthopaedic  Surgery,  April  11-12 

To  Bypass  or  Not  to  Bypass — Youngstown 
Hospital  Association,  South  Unit,  April  9,  4:00 
p.m.;  Medical  Seminar;  Drs.  J.  L.  Calvin  and  R. 
A.  Weiss. 

Chronic  Glomerular  Disease:  Clinical  Patho- 
logical Correlations  and  Indications  for  Treat- 
ment— Youngstown  Hospital  Association,  South 
Unit,  April  19;  8:00  a.m.;  Dr.  Robert  S.  Post, 
associate  professor  of  medicine.  Case  Western  Re- 
serve University. 

Clinical  and  Laboratory  Estimation  of  Re- 
nal Function — Youngstown  Hospital  Association, 
South  Unit,  April  23,  4:00  p.m.;  Medical  Semi- 
nar; Drs.  R.  A.  Bacani  and  Y.  O.  Sheth. 
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Obituaries 


Donald  Murphy  Blizzard,  M.D.,  Middletown; 
Ohio  State  University  College  of  Medicine,  1916; 
aged  79;  died  November  2;  member  of  OSMA 
and  AMA;  retired  in  recent  years  after  practicing 
in  the  Middletown  area  from  1921  to  1965;  vet- 
eran of  World  War  I;  past  president  of  the  Butler 
County  Medical  Society. 

Gerhard  H.  W.  Bruggemann,  M.D.,  Fos- 
toria;  Medical  College  of  South  Carolina,  1927; 
aged  69;  died  November  20;  member  of  OSMA, 
AMA,  and  American  Academy  of  Family  Physi- 
cians; practicing  physician  in  the  Fostoria  area  for 
35  years.  Two  sons  are  Dr.  William  G.  Brugge- 
mann, of  Toledo,  and  Dr.  George  E.  Bruggemann, 
of  Dayton. 

Forder  Franklin  DeMuth,  M.D.,  Hicksville; 
Ohio  State  University  College  of  Medicine,  1935; 
aged  65;  died  November  26;  member  of  OSMA 
and  AMA;  general  practitioner  for  35  years  in 
the  Defiance  County  community. 

Joseph  M.  Hertzberg,  M.D.,  Toledo;  Ohio 
State  University  College  of  Medicine,  1934;  aged 
69;  died  November  17;  member  of  OSMA,  AMA, 
and  the  American  Society  of  Abdominal  Surgeons; 
lifelong  resident  of  Toledo,  and  practitioner  there 
since  1934,  specializing  in  obstetrics  and  gynecolo- 
gy; veteran  of  World  War  II. 

Gerald  Martin  Johnston,  M.D.,  Toledo;  Me- 
harry  Medical  College  School  of  Medicine,  1923; 
aged  80;  died  November  14;  general  practitioner 
in  Shreveport,  La.,  for  20  years  and  in  Toledo 
from  1943  to  1967. 


William  Lawrence  Mahaffey,  M.D.,  Oak- 
land, Calif.;  Ohio  State  University  College  of 
Medicine,  1933;  aged  66;  died  November  8; 
foi'mer  member  of  OSMA;  general  practitioner  in 
Fredericktown  from  1936  to  1960  when  he  moved 
to  California.  A daughter,  Dr.  Marilyn  M.  Poliak, 
is  a radiologist  in  the  Oakland  area. 

Paul  Kuch  Morse,  M.D.,  Cincinnati;  Eclectic 
Medical  College,  Cincinnati,  1927;  aged  70;  died 
October  20;  member  of  OSMA,  AMA,  and  Amer- 
ican Academy  of  Family  Physicians;  general  prac- 
titioner of  long  standing  in  Cincinnati. 

Atlee  Ross  Ohnstead,  M.D.,  Lake  Worth, 
Fla.;  Ohio  State  University  College  of  Medicine, 
1911;  aged  84;  died  November  2;  member  of 
OSMA  and  AMA;  practitioner  in  Canton  for 
many  years  before  his  retirement;  veteran  of 
World  War  I. 

Wilbur  Samuel  Powell,  M.D.,  Georgetown; 
Eclectic  Medical  College,  Cincinnati,  1921;  aged 
83;  died  November  18;  former  member  of  OSMA; 
practitioner  in  Dayton  for  about  30  years  before 
his  retirement  in  the  1940’s. 

Linus  Edwin  Rausch,  M.D.,  Kettering  and 
Dayton;  University  of  Cincinnati  College  of  Med- 
icine, 1940;  aged  59;  died  October  29;  member 
of  OSMA,  AIVlA,  and  American  Society  of  In- 
ternal Medicine;  Fellow,  American  College  of 
Physicians;  diplomate,  American  Board  of  Internal 
Medicine;  practitioner  in  the  Dayton  area  since 
1943;  former  president  of  the  Dayton  Society  of 
Internal  Medicine  and  of  the  local  Heart  Associa- 
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tion;  former  trustee  of  the  Montgomery’  County 
Medical  Society. 

Richard  Allen  Stamm,  M.D.,  Nonvalk, 
Conn.;  Ohio  State  University  College  of  Medicine, 
1955;  aged  45;  died  November  17  at  the  hand  of 
assailants  while  making  a professional  call  in  a 
low  income  area;  left  Ohio  after  taking  his  intern- 
ship in  Cleveland  and  later  set  up  psychiatric  prac- 
tice in  the  Connecticut  community. 

Edward  Robert  Thomas,  Sr.,  M.D.,  Dayton; 
University  of  Cincinnati  College  of  Medicine, 
1931;  aged  68;  died  November  26;  member  of 
OSMA,  AMA,  American  Academy  of  Ophthal- 
mology & Otolaryngology,  and  the  Association  for 
Research  in  Ophthalmology;  Fellow,  American 


Deadline  for  Submission 
of  Resoludons  to 
OSMA  Office  is  March  7 

Delegates  to  the  Ohio  State  Medical  As- 
sociation and  County  Medical  Societies  plan- 
ning to  have  resolutions  submitted  for  consid- 
eration by  the  House  of  Delegates  at  the  1973 
Annual  Meeting  should  be  guided  by  Chapter 
4,  Section  8 of  the  OSMA  Bylaws  entitled 
“Resolutions.” 

“Every  resolution  to  be  presented  to  the 
House  of  Delegates  for  action  shall  be  filed 
with  the  Executive  Director  of  the  Association 
at  least  sixty  (60)  days  prior  to  the  first  day 
of  the  meeting  at  which  action  on  such  reso- 
lution is  proposed  to  be  taken;  and  promptly 
upon  the  filing  of  any  such  resolution  the  Exec- 
utive Director  shall  prepare  and  transmit  a copy 
thereof  to  each  member  of  the  House  of  Dele- 
gates. No  resolution  may  be  presented  or  intro- 
duced at  any  meeting  of  the  House  of  Delegates 
unless  the  foregoing  requirements  for  filing  and 
transmittal  shall  have  been  complied  with  or 
unless  such  compliance  shall  have  been  waived 
by  a Special  Committee  on  Emergency  Reso- 
lutions named  to  decide  whether  late  submis- 
sion was  justified.  This  special  committee  shall 
consist  of  the  chairmen  of  the  several  resolution 
committees.  If  a majority  of  the  members  of 
the  Special  Committee  on  Emergency  Resolu- 
tions vote  favorably  for  waiving  the  filing  and 
transmittal  requirement,  then  such  resolution 
shall  be  presented  to  the  House  of  Delegates 
at  its  opening  session.  All  resolutions  presented 
subsequent  to  the  60-day  filing  date  prior  to 
the  opening  session  of  the  House  of  Delegates 
shall  be  submitted  by  their  sponsors  to  the  com- 
mittee no  less  than  12  hours  prior  to  the  open- 
ing session  of  the  House  of  Delegates.” 


College  of  Surgeons;  diplomate,  American  Board 
of  Ophthalmology;  practicing  ophthalmologist  in 
the  Dayton  area  since  the  early  1930’s;  member 
of  the  OSMA  Committee  on  Eye  Care.  Dr.  Ed- 
ward R.  Thomas,  Jr.,  is  a practicing  physician  in 
Dayton  and  was  in  association  with  his  father. 


Provisions  in  OSMA  Bylaws 
Pertaining  to  Nomination 
of  President-Elect 

Attention  is  called  to  provisions  in  the 
Bylaws  of  the  Ohio  State  Medical  Association 
pertaining  to  the  nomination  and  election  of 
the  President-Elect  at  the  OSMA  Annual  Meet- 
ing. The  President-Elect  and  other  officers  are 
elected  by  the  House  of  Delegates,  meetings  of 
which  will  be  held  during  the  Annual  Meeting 
in  Columbus,  May  6-9. 

Nominations  of  the  President-Elect  are  to 
be  made  60  days  in  ad\  ance  of  the  meeting  at 
which  election  takes  place  and  information  on 
nominations  published  in  The  Journal,  unless 
these  provisions  are  waived  by  a two-thirds  vote 
of  the  House  of  Delegates.  The  60-day  deadline 
is  March  7. 

The  part  of  the  OSMA  Bylaws  pertaining 
to  this  procedure  is  Chapter  5,  Section  3,  en- 
titled “Nomination  of  President-Elect.” 

“Nominations  for  the  office  of  President- 
Elect  shall  be  made  from  the  floor  of  the  House 
of  Delegates;  provided,  however,  that  only  those 
candidates  may  be  nominated  whose  names 
have  been  filed  with  the  Executive  Director  at 
the  time  and  in  the  manner  hereinafter  pro- 
\ided,  unless  compliance  with  such  require- 
ments shall  be  waived  as  hereinafter  provided. 
The  name  of  a candidate  for  the  office  of 
President-Elect  must  be  filed  with  the  Execu- 
tive Director  of  the  Association  at  least  sixty 
(60)  days  prior  to  the  meeting  of  the  House 
of  Delegates  at  which  the  election  is  to  take 
place.  Promptly  upon  the  filing  of  such  candi- 
date’s name,  the  Executive  Director  shall  pre- 
pare and  transmit  this  information  to  each 
member  of  the  House  of  Delegates.  No  nomi- 
nation for  President-Elect  may  be  presented  at 
any  meeting  of  the  House  unless  the  foregoing 
requirements  of  filing  and  transmittal  have 
been  complied  with  or  unless  such  compliance 
shall  hav’e  been  waived  or  dispensed  with  by 
a vote  of  at  least  two-thirds  (2/3)  of  the  dele- 
gates present  at  the  opening  session  of  such 
meeting.  The  Executive  Director  shall  cause  to 
be  published  in  The  Journal  in  advance  of  such 
meeting  of  the  House  of  Delegates  biographical 
information  on  all  candidates  meeting  the  re- 
quirements of  filing  and  transmittal.” 
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Woman’s  Auxiliary  Highlights 


By  Mrs.  S.  L.  Meltzer,  Publicity  Chainnan 
2442  Dorman  Drive,  Portsmouth  45662 


TLjrOPEFULLY  Pm  not  the  only  one  who  feels 
that  the  year  1972  swooshed  by  with  hurri- 
cane force!  Somehow,  it  just  doesn’t  seem  possible 
that  it  has  come — and  gone.  And  that  1973  stares 
up  at  us  from  the  calendar  . . . Welcome  to  you, 
then,  this  New  Year,  and  let  me  say  it  in  the 
words  of  Alfred  Lord  Tennyson  (even  if  poetry 
is  the  last  thing  one  would  expect  to  find  in  this 
column!)  : 

“Ring  out  the  old,  ring  in  the  new,  ring  happy 
bells  across  the  snow;  ring  in  the  nobler  modes  of 
life,  with  sweeter  manners,  purer  laws;  ring  out 
the  shapes  of  foul  disease,  ring  out  the  narrowing 
lust  of  gold;  ring  out  the  thousand  wars  of  old, 
ring  in  the  thousand  years  of  peace;  ring  in  the 
valiant  man  and  free,  the  larger  heart,  the  kindlier 
hand — ring  out  the  darkness  of  the  land  . . .” 
Doctors’  wives  have  an  important  stake  in  the 
New  Year  because,  in  their  own  way,  they  can  do 
so  much  to  help  make  it  a better  year — not  in  any 
miraculous  fashion,  to  be  sure.  But  that  timeworn 
“every  little  bit  helps”  still  holds  fast.  Should  we 
not  resolve,  then,  to  reflect  and  enrich  the  doctor’s 
dedicated  serv'ice  by  furthering  the  work  and  the 
spirit  of  our  Auxiliary'  which  was  founded  for 
that  very  purpose? 

Follow-Up 

“Book  a Speaker”  brochures  are  the  latest 
follow-up  to  the  Speakers’  Bureau  activity  that 
was  described  in  the  November  issue  of  The  Jour- 


nal. This  is  the  work  of  Mrs.  Christopher  A.  Co- 
lombi,  chairman  of  the  Program  Extension  Com- 
mittee and  “architect”  of  the  new  venture  in 
cooperation  with  the  Ohio  State  Medical  Associa- 
tion. 

“Join  the  IN  group,”  advises  the  pamphlet. 
“INvaluable  INformation  of  INterest  by  IN- 
formed  speakers  . . . Your  group  can  be  IN  the 
know  IN  the  medical  and  health  care  field.”  Each 
county  au.xiliary  has  been  supplied  with  large 
quantities  of  the  brochure  for  distribution  to  local 
PTA’s,  church  groups,  civic  groups,  educational 
groups  and  so  on.  Twenty-two  talk  subjects  are 
listed  covering  a wide  field  in  the  medical  and 
health  care  picture,  from  which  a group  may 
choose  a particular  subject  or  subjects  of  special 
interest. 

In  a recent  communication  to  county  auxil- 
iaries, Mrs.  Colombi  said:  “We  would  like  you 
to  ( 1 ) obtain  approval  of  your  Medical  Society- 
advisor,  (2)  circulate  the  brochures  to  PTA’s, 
church  groups,  civic  groups  and  other  lay  orga- 
nizations, (3)  fill  in  the  name  of  local  contact 
from  local  auxiliary'  on  back  of  brochure,  (4)  add 
any  comments  local  auxiliary  wishes  to  make  to 
prospective  audiences  on  back  page — and  then — 
contact  Mrs.  Colombi  in  care  of  Central  Office  if 
a speaker  is  needed;  list  group  and  number  in 
audience  if  a member  of  your  auxiliary  speaks  to 
any  group  (auxiliary  or  lay)  and  send  to  Central 
Office;  and  consider  this  project  as  one  of  ‘con- 
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Auxilians  Participate  in  Speakers  Seminar 


Robert  A.  Lang,  Ph.D.,  Executive  Secretary,  Academy  of  Medicine  of  Greater  Cleveland,  is  shown 
conducting  a two-day  speakers  training  seminar  for  leaders  of  the  Woman’s  Auxiliary  to  the  Ohio  State 
Medical  Association.  The  Seminar  was  held  in  Columbus  September  21-22  under  sponsorship  of  OSMA. 


Principals  in  the  speakers  training  seminar  sponsored  by  the  Ohio  State  Medical  Association  for 
leaders  of  the  Woman's  Auxiliary  are  shown  reviewing  the  successes  of  the  fall  meeting.  Shown  are 
(seated,  left  to  right,  Robert  A.  Lang,  Ph.D.,  Executive  Secretary,  Academy  of  Medicine  of  Greater 
Cleveland,  and  Mrs.  C.  A.  Columbi,  Cleveland,  chairman  of  the  Auxiliary’s  Program  Development  Com- 
mittee, (standing,  left  to  right)  .Alexander  Lagusch,  Assistant  Executive  Secretary  of  the  Cleveland 
Academy  and  one  of  the  seminar  instructors,  and  Mrs.  Louis  A.  Loria,  Bristolville,  President  of  the 
Woman’s  Auxiliary.  The  seminar  was  designed  to  develop  a program  whereby  Auxiliary  members  taking 
the  course  could  become  informed,  effective  public  speakers. 
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tinuity’  since  bookings  can  be  made  even  for  the 
Spring  of  the  coming  year.” 

The  Speakers’  Bureau  can  be  an  effective 
health  education  arm  and  a very  worthwhile  com- 
munity effort  on  the  part  of  our  county  auxil- 
iaries. The  Ohio  State  Medical  Association  has  a 
big  investment  in  this.  Now  it’s  up  to  us  to  pro- 
duce those  dividends  in  community  service! 

“LEGS” 

Last  month’s  column  had  a special  message 
from  Mrs.  S.  B.  Pfahl,  state  legislation  chairman. 
Mention  was  made  of  the  package  program  called 
“Legislative  Effort  Group  System”,  or  as  it  is  more 
popularly  called  “LEGS.”  I’d  like  to  present  now 
more  of  a detailed  picture  of  this  newer  and  very 
important  auxiliary  activity. 

First  and  foremost,  according  to  Mrs.  Pfahl, 
is  the  keeping  of  every  doctor’s  wife  knowledge- 
able about  the  governmental  process  and  what 
projects  and  activities  are  important  to  support 
organized  medicine.  The  program  is  designed  to 
strengthen  the  relationship  of  the  auxiliaries  to  the 
medical  associations  on  the  national,  state,  and 
local  levels.  Says  Mrs.  Pfahl ; “Doctors’  wives 
must  be  knowledgeable  on  the  mechanics  of  Go\  - 
ernment  operation.  Federal  legislation,  political 
education  and  activity,  as  well  as  public  relations.” 

In  listing  the  activities  to  be  used  by  local 
legislation  chairmen,  emphasis  is  placed  on  the 
importance  of  clearing,  first,  such  activities  with 
the  county  and/or  state  medical  society.  Here  are 
some  of  the  suggested  activities:  Conducting  a let- 
ter writing  campaign;  preparation  of  informa- 
tional programs  on  state  and  national  medical 


and  health  care  legislation,  political  education  and 
political  activity  for  presentation  at  auxiliary  meet- 
ings, workshops  and  conferences;  including  news 
reports  in  auxiliary  newsletters  and  editorials  in 
state  and  county  medical  society  journals;  en- 
couraging individual  and  group  attendance  at 
public  hearings,  especially  when  medical  and 
health  care  issues  are  to  be  discussed;  entertaining 
group  parties  when  medical  and  health  related 
topics  are  to  be  discussed  on  radio  and  television, 
or  when  a political  candidate  is  available  for  a 
personal  visit  or  when  he  or  she  is  making  a radio 
or  television  appearance;  making  telephone  calls 
to  “Question  and  Answer”  radio  and  television 
programs  to  insure  that  organized  medicine’s  posi- 
tion is  heard;  acting  as  a clipping  service  during 
local,  state  and  national  elections,  as  well  as  for 
all  medical  and  health  care  issues. 

The  “LEGS”  communication  system — a tele- 
phone “alert”  system — has  been  dubbed  “LEGS- 
LINE.”  It  can  be  used  to  communicate  any  of  the 
important  suggestions  as  outlined  in  the  preceding 
paragraph.  Mrs.  Pfahl  advises  me  that  the  “Legs- 
line”  communication  system  is  in  the  process  of 
detailed  development  in  cooperation  with  OSMA. 
If  you’d  like  more  infonnation  on  this,  write  Mrs. 
S.  B.  Pfahl,  416  Newport-Huron-44839. 

Here  and  There 

“Butler  Billboard”  is  the  name  of  the  chatty, 
interesting  and  informative  newsletter  put  out  by 
the  Butler  Ciounty  auxiliary  and  its  president,  Mrs. 
William  J.  Crawford.  The  September  issue  high- 
lighted the  luncheon  at  the  Carousel  Inn  in  Cin- 
cinnati and  the  special  candle  and  “arrangements” 


The  OSMA  Group  Term  Life  Insurance 

had  a 47%  dividend  in  1971, 

saves  taxes  for  professional  corporations,  offers  low  rates,  and  op- 
tional dependent  coverage.  While  you're  thinking  about  insurance 
— T & S has  group  ordinary  life  insurance,  disability,  business  over- 
head expense  and  excess  major  medical  plans.  Go  ahead  — phone 
us! 


TURNER  a SHEPARD,  INC. 

TWELFTH  FLOOR  1 7 SOUTH  HIGH  STREET 

COLUMBUS,  OHIO  43215  PHONE  (614)  228-61 1 5 
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demonstration.  Tliere  was  an  excellent  “pitch”  for 
the  sale  of  Christmas  cards  for  the  benefit  of 
AM.\-ERF.  (Rutler  won  the  state’s  AMA-ERF 
award  at  the  1972  convention  for  the  largest  in- 
crease.) And  this  year’s  Christmas  card  for  AMA- 
ERF  has  netted  a whopping  $3,104.00!  (Butler’s 
own  Joan  Rothermel  is  the  talented  artist  for  this 
1972  card.) 

One  of  the  group’s  Health  Careers  Day  was 
held  in  Hamilton  on  November  3,  with  ajDproxi- 
mately  250  in  attendance.  Another  Health  Careers 
Day  was  held  in  Middletown  on  November  14. 
There  approximately  275  attended.  Mrs.  Henry 
Floyd  chaired  the  Hamilton  activity  and  Mrs. 
\\  illiam  Neel,  the  Middletown  activity.  Butler’s 
president,  Mrs.  Crawford,  tells  me  that  Mrs.  Neel 
has  served  as  chairman  of  the  Middletown  Health 
Careers  Day  for  the  11  years  of  its  existence!  (in 
cooperation  with  Middletown  Hospital).  An  or- 
chid to  Mrs.  Neel! 

On  Sunday,  November  5,  the  Middletown 
Journal  ran  a feature  story  on  auxiliary  member 
Mrs.  Ross  Hill  who  is  in  her  “70-plus  years.”  She 
is  a charter  rneirrber  of  the  Butler  auxiliary'  who, 
for  many  years,  has  traditionally  installed  the 
newly  elected  officers  of  the  group.  She  still  comes 
to  meetings  when  she  is  able,  although  her  health 
has  not  jjcrrnitted  her  to  be  as  active  as  she  has 
been  in  the  past.  The  newspaper  story  on  Airs. 
Hill  was  a warm  and  vivid  word-picture  of  an 
extraordinary  and  talented  doctor’s  wife.  The  fea- 
ture’s headline  summed  it  all  up  neatly:  “Mrs. 
Hill’s  Too  Busy  To  Spend  Post-70’s  in  a Rocking 
Chair” 

Cincinnati  and  the  AMA 

The  Hamilton  County  auxiliary  is  not  likely 
to  forget  the  year  1972  in  a hurry!  For  it  was 
the  year  of  two  conventions  in  Cincinnati — and 
the  serving  as  the  hostess  auxiliary  for  both.  There 
was  the  state  conwntion  in  May — and  then  the 
\ery  recent  AA4.A  Clinical  Convention  November 
26-29.  The  Hamilton  County  members  did  a 
superb  job  both  times 

0\er  500  attended  the  Montgomery  County 
Glee  Club  concert  on  Sunday  evening,  the  26th, 
in  the  Cincinnati  Exposition  Center.  Proceeds 
from  the  musical  event  have  been  turned  over  to 
AMA-ERF. 

And  then  there  was  the  fascinating  Shaker- 
town  trip  at  Pleasant  Hill,  Kentucky.  The  demand 
for  tickets  was  so  great  that  all  local  members  had 
to  turn  in  their  tickets  so  that  the  out-of-town 
w'ornen  could  go!  Even  then,  many  had  to  be 
turned  away.  This  trip  included  an  excellent  lun- 
cheon at  the  Old  Trustees’  House  at  Shakertown. 

Tuesday’s  luncheon  at  the  Netherland-Hilton 
was  another  tremendous  success,  and  once  again 
many  had  to  be  turned  away  for  lack  of  space. 


However,  Standing  Room  Only  was  permitted  for 
the  demonstration  of  that  well-known  gourmet 
chef,  Peter  Glablitz,  and  his  display  of  “Holiday 
Fare.”  Additional  events  included  a walking  tour 
of  Mt.  Adams  and  an  “antiquing  tour”  and  lun- 
cheon at  Lebanon. 

And  I mustn’t  forget  mention  of  the  watch 
sale  that  was  a complete  sell-out!  The  Hamilton 
group  (as  do  many  other  auxiliary  groups)  sell 
these  veiy  sjsecial  and  beautiful  watches  for  the 
benefit  of  AMA-ERF.  I am  told  by  Mrs.  Robert 
G.  Slagle,  Hamilton’s  publicity  chairman,  that  not 
a single  watch  of  the  local  group’s  supply  was  left 
unsold!  How’s  that  for  doing  business  for  AAIA- 
ERF?i> 

Here’s  just  a quick  “preview”  of  the  auxil- 
iary’s “Golden  Ball”  that  was  held  on  December 
2 at  the  new  Riverview  Inn  in  Covington,  Ken- 
tucky. The  designation  “Golden  Ball”  was  to 
commemorate  the  golden  anniversary  of  the  Na- 
tional Auxiliary'.  (Hopefully,  more  on  this  next 
month.) 

Down  Scioto-Way 

Doctors’  wives  from  Columbus,  Lancaster, 
Greenfield  and  Chillicothe  were  present  at  a lun- 
cheon meeting  of  District  9 held  in  Portsmouth 
late  in  October,  with  the  Scioto  County  group 
serving  as  hostess.  Mrs.  B.  U.  Howland,  district 
director,  presided  at  the  afternoon  session  w'hich 
followed  a luncheon  at  Harold’s  Restaurant. 

Talks  were  given  by  Airs.  Armin  A.  Alelior, 
state  director-at-large  and  state  chairman  of  health 
education;  and  Airs.  Samuel  L.  Meltzer,  past 
state  president  and  state  publicity  chairman.  The 
guests  were  welcomed  by  Mrs.  David  Livingston, 
Scioto  president.  Piano  music  was  provided  by 
Aliss  Melba  Miller. 

For  the  program.  Airs.  Eleanor  Berry'  of  Ash- 
land, Kentucky,  presented  “The  Look  of  Fashion 
and  the  Art  of  Fashion  Know-How  To-day.”  Fall 
flowers,  leaves  and  cornucopia  arranged  by  Airs. 
Ralph  A.  Henns  decorated  the  luncheon  tables. 
Hostesses  were  Airs.  Herms,  Airs.  Ralph  W.  Lewis, 
Airs.  Aliller  F.  Tooms,  Airs.  Howland,  Airs.  Alden 
B.  Oakes,  Airs.  Manuel  Pezeshki  and  Mrs.  Living- 
ston. That  evening,  members  attended  a dinner- 
meeting sponsored  by  the  Scioto  County  Medical 
Society  in  conjunction  with  its  day-long  Medical 
Seminar. 

An  Invocation 

Some  tw'o  years  ago.  Airs.  Robert  Colopy  of 
Painesville  gave  the  invocation  at  the  District  IV 
meeting.  It  was  an  unusual  invocation  and  a warm 
meaningful  one,  and  just  recently  it  came  into 
my  hands.  I am  sure  Mrs.  Colopy  will  not  mind 
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my  using  “her  words”  with  which  to  close  this 
column  at  the  beginning  of  a New  Year: 

“Dear  Lord,  we  are  gathered  here  this  after- 
noon with  a spirit  of  friendliness,  knowing  that 
by  sharing  and  working  together,  we  are  doing 
the  will  of  God.  Life  as  a doctor’s  wife  can  be 
compared  to  a football  game — there  are  so  many 
ups  and  downs! 

“Help  us  to  get  a kick  out  of  everyday  living. 
. . . .help  us  to  tackle  the  problems  that  often  seem 

so  big don’t  let  us  get  up-tight  or  thrown  in 

this  era  of  change  and  crisis. 

“Please,  dear  God,  guard  and  pad  us  with 
lots  of  patience  and  tolerance.  Help  us  to  carr)' 
our  troubles  with  a smile.  Signal  us  if  we  get  out 
of  bounds.  We  want  to  score  well — with  proper 
goals — so  that  we  may  enter,  not  sneak,  into  the 
clubhouse  that  you  ha\e  prepared  for  tired  doc- 
tors’ wives ” 


Northwestern  Ohio  Psyehiatrists 
Eleet  Officers 

The  Northwestern  Ohio  Psychiatric  Society 
recently  elected  officers  for  the  1972-1973  year. 
They  are: 

Ernest  Raab,  M.D.,  president;  2828  \\^  Cen- 
tral Avenue,  Toledo  43606; 

Robert  E.  Walden,  M.D.,  Toledo,  president- 
elect; 

Roberto  Pagarigan,  M.D.,  secretary;  40  Clay 
St.,  Tiffin  44883; 

Morris  Weinblatt,  M.D.,  Toledo,  treasurer; 

Nathan  Kelb,  M.D.,  Lima,  delegate; 

F.  Breaux  Martin,  M.D.,  Toledo,  alternate 
delegate. 

The  Society  is  a regional  chapter  of  the  Ohio 
Psychiatric  Association  and  the  American  Psychi- 
atric Association. 


The  largest  freshman  class  in  the  history  of 
the  Holzer  Medical  Center’s  School  of  Nursing 
entered  the  Gallipolis  school  this  fall.  One  part- 
time  and  45  full-time  students  bring  the  total  en- 
rollment of  the  school  to  102. 


A program  entitled  “The  Small  Intestine  and 
Colon,”  will  constitute  the  third  annual  course  in 
gastroenterology  to  be  presented  at  the  Ochsner 
Medical  Center,  February  1-3.  For  details,  contact 
the  Alton  Ochsner  Medical  Foundation,  1514  Jef- 
ferson Highway,  New  Orleans,  La.  70121. 


Cited  for 
Mcritorius  Service 


Dr.  Drew  L.  Davies  proudly  displays  A Cer- 
tificate of  Appreciation  signed  by  President 
Richard  M.  Nixon,  and  the  Meritorious  Service 
Award  of  the  U.  S.  Selective  Service  System,  pre- 
sented to  him  for  his  long  and  effective  service  as 
chairman  of  the  Ohio  Volunteer  Medical  Advisory 
Committee  to  the  Selective  Service  System. 

In  cooperation  with  local  volunteer  advisory 
committees,  the  state  committee  makes  recommen- 
dations to  the  Selective  Service  System  regarding 
the  availability  of  physicians,  dentists,  and  allied 
specialists  under  the  ^Military  Selective  Service  Act. 

Dr.  Davies  has  a long  and  outstanding  record 
in  both  professional  and  volunteer  work.  Lie  is  a 
veteran  of  both  W’orld  W’ars  I and  II  and  during 
the  second  war  attained  the  rank  of  captain  in  the 
Navy  Medical  Corps.  He  is  on  the  faculty  of  the 
Ohio  State  University  College  of  Medicine,  a 
specialist  in  the  field  of  traumatic  surgeiA’.  He  has 
a long  career  in  the  safety  service  of  the  local  Red 
Cross  chapter  and  has  serv^ed  as  director  of  safety 
services  for  the  National  American  Red  Cross.  He 
has  served  many  years  as  surgeon  for  the  State 
Highway  Patrol. 

Other  OSMA  Committees  on  which  he  has 
served  include  the  Committee  on  Emergency  and 
Disaster  Medical  Care,  the  Committee  on  Traffic 
Safety,  the  Committee  on  Medical  Care  of  Veter- 
ans, the  Committee  on  Civil  Defense,  and  the  Joint 
Committee  on  School  Bus  Driver  Examinations. 

A Fellow  of  the  American  College  of  Sur- 
geons, Dr.  Davies  is  continuing  his  practice  in 
Columbus. 
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AVAILABLE  FOR  THE  TREATMENT  OF 

impotence 

due  to  androgenic  deficiency  in  the  American  male. 


BUCCAL  Tabs 


Android  1 5 

Methyltestosterone  N.F.-5  mg. 

Androidl  10 

Methyltestosterone  N.F.-10  mg. 

Androidl  25 

Methyltestosterone  N.F.  -25  mg. 


DESCRIPTION:  Methyltestosterone  is  17/J*Hydroxy-17-MethyIandrost-4-ei  t 
3-one.  j 


ACTIONS:  Methyltestosterone  is  an  oil  soluble  androgenic  hormone.  ^ 

INDICATIONS:  In  the  male:  1.  Eunuchoidism  and  eunuchism.  2.  Male  ' 
climacteric  symptoms  when  these  are  seconlary  to  androgen  deficiency.  I 
3.  Impotence  due  to  androgenic  deficiency.  4.  Postpuberal  cryptor-  1 
chidism  with  evidence  of  hypogonadism.  • 

Cholestatic  hepatitis  with  jaundice  and  altered  liver  function  tests,  such  I 
as  increased  BSP  retention  and  rises  in  SCOT  levels,  have  been  reported  ^ 
after  Methyltestosterone.  These  changes  appear  to  be  related  to 
dosage  of  the  drug.  Therefore,  in  the  presence  of  any  changes  in  liver 
function  tests,  drug  should  be  discontinued.  i 

PRECAUTIONS:  Prolonged  dosage  of  androgen  may  result  in  sodium  and 
fluid  retention.  This  may  present  a problem,  especially  in  patients 
with  compromised  cardiac  reserve  or  renal  disease.  In  treating  males 
for  symptoms  of  climacteric,  avoid  stimulation  to  the  point  of  increas- 
ing the  nervous,  mental,  and  physical  activities  beyond  the  patient's 
cardiovascular  capacity.  I 

CONTRAINDICATIONS:  Contraindicated  in  persons  with  known  or  sus- 
pected carcinoma  of  the  prostate  and  in  carcinoma  of  the  male  breast. 
Contraindicated  in  the  presence  of  severe  liver  damage.  • 

WARNINGS:  If  priapism  or  other  signs  of  excessive  sexual  stimulation  ’ 
develop,  discontinue  therapy.  In  the  male,  prolonged  administration  or  { 
excessive  dosage  may  cause  inhibition  of  testicular  function,  with  ) 
resultant  oligospermia  and  decrease  in  ejaculatory  volume.  Use  caul-  : 
iously  in  young  boys  to  avoid  premature  epiphyseal  closure  or  pre-  ) 
cocious  sexual  development.  Hypersensitivity  and  gynecomastia  may 
occur  rarely.  FBI  may  be  decreased  in  patients  taking  androgens. 
Hypercalcemia  may  occur,  particularly  during  therapy  for  metastic 
breast  carcinoma,  if  this  occurs,  the  drug  should  be  discontinued. 

ADVERSE  REACTIONS:  Cholestatic  Jaundice  • Oligospermia  and  de- 
creased ejaculatory  volume.  • Hypercalcemia  particularly  in  patients 
with  metastic  breast  carcinoma.  This  usually  indicates  progression  of 
bone  metastases.  • Sodium  and  water  retention.  • Priapism  • Virili- 
zation in  female  patients  • Hypersensitivity  and  gynecomastia. 

DOSAGE  AND  ADMINISTRATION:  Dosage  must  be  stricly  individualized, 
as  patients  vary  widely  in  requirements.  Daily  requirements  are  best 
administered  in  divided  doses.  The  following  chart  is  suggested  as  an 
average  daily  dosage  guide. 

INDICATION 
In  the  male; 

Eunuchoidism  and  eunuchism 
Male  climacteric  symptoms  and  impotence 
due  to  androgen  deficiency  10  to  40  mg. 

Postpuberal  cryptorchism  30  mg. 

HOW  SUPPLIED:  5.  10.  25  mg.  in  bottles  of  60.  250, 


Average  Daily  Dosage 
Tablets 

10  to  40  mg. 


Write  for  Literature  and  Samples 

THE  BROWN  PHARMACEUTICAL  CO.,  INC. 

2500  West  6th  Street,  Los  Angeles,  California  90057 
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WITH  CINCINNATI  AS  HOST 


AMA  Clinical  Convention  Proves 
to  Be  One  of  Busiest 


' I 'HE  American  Medical  Association  Clinical 
Convention  held  in  Cincinnati,  November  26- 
29,  1972  proved  to  be  one  of  the  busiest  on  record. 
The  House  of  Delegates  acted  on  59  reports  and 
65  resolutions,  the  greatest  total  number  of  mea- 
sures presented  at  a clinical  meeting  in  several 
years. 

The  issue  of  Professional  Standards  Review 
Organizations  was  the  No.  1 topic  at  the  Conven- 
tion. The  House  determined  the  AMA  would 
provide  a dominant  role  of  leadership  in  the  im- 
plementation of  the  PSRO  program  to  assure  the 
best  interests  of  the  public  and  the  profession 
are  preserved. 

An  AMA  Advisory  Committee  on  Professional 
Standards  Review  will  be  created  by  the  Board 
of  Trustees.  It  will  include  members  of  the  Board 
and  Council  on  Medical  Service.  In  addition,  the 
Board  may  invite  other  appropriate  organizations 
to  participate. 

Among  responsibilities  of  the  Committee  are 
these : 

1.  To  provide  input  from  the  medical  profes- 
sion in  the  development  of  rules  and  regulations 
which  will  govern  the  PSRO  program. 

2.  To  assist  state  medical  associations,  or  state 
medical  associations  in  concert  with  county  soci- 
eties, in  developing  PSRO’s  and  to  recommend 
structures  and  operating  mechanisms  for  such  or- 
ganizations. 

3.  To  aid  in  defining  appropriate  geographic 
boundaries  for  PSRO’s,  especially  where  more 
than  one  state  may  be  involved. 

In  addition  to  the  eight  areas  of  responsibility 
outlined  in  Report  Z (including  the  abov’e)  floor 
amendments  added  several  more  which  would 
have  the  Committee: 

Develop  and  distribute  information  about  PL 
92-603  to  constituent  societies;  monitor  the  effect 
of  PSRO  on  medical  care,  and  report  to  each 
future  House  session;  and  instruct  the  House  and 
state  societies  on  procedures  to  follow  “whenever 
rules  and  regulations  interpreting  the  law  and 
published  in  the  Federal  Register  seem  to  be  con- 
trary to  the  spirit  of  the  law  as  written.” 

School  Definition  Rejected 

Overriding  a reference  committee  recommen- 
dation for  approval,  the  House  of  Delegates  re- 


ferred back  to  the  Council  on  Medical  Education 
a report  on  the  functions  and  structure  of  a med- 
ical school  for  additional  study  and  suggestions. 

The  document  is  intended  to  modernize  an 
e.xisting  statement,  last  revised  in  1957,  and  offers 
criteria  by  which  medical  schools  are  evaluated 
for  purposes  of  accreditation.  A similar  position 
paper  had  been  approved  last  month  by  the  Asso- 
ciation of  American  Medical  Colleges  at  its  annual 
meeting  in  Miami  Beach. 

The  AMA  report  defined  a medical  school 
and  described  its  mission,  and  discussed  educa- 
tional programs,  administration  and  governance, 
faculties,  students,  finances,  facilities,  and  accred- 
itation. 

Leading  the  successful  fight  to  override  the 
committee’s  recommendation  was  Frederick  P. 
Ogood,  M.D.,  Toledo,  who  contended  there  were 
“subtle  implications”  in  the  report,  and  suggested 
its  referral  to  the  CME. 

Several  other  delegates  agreed,  e.xpressing  the 
desire  for  more  time  for  study,  while  “failing  to 
see  the  urgency”  of  taking  immediate  action. 

The  delegate  vote  for  referral  was  over- 
whelming. 

Address  of  the  President 

Dr.  Charles  A.  (Carl)  Floffman,  AMA  Presi- 
dent, offered  bold  suggestions  as  to  how  some  long- 
decried  national  health  problems  might  be  solved. 

The  major  problems,  he  said,  are  protecting 
Americans  from  financial  ruin  due  to  catastrophic 
illness,  and  the  maldistribution  of  physicians  as  it 
affects  the  inner  city  and  rural  areas. 

Dr.  Hoffman,  in  reporting  on  his  recent 
European  survey  of  health  care  systems,  showed 
a film  of  his  interviews  in  England,  Sweden,  West 
Germany  and  the  Soviet  Union. 

“What  impressed  me  most,”  he  said,  “was 
the  fact  that  the  health  care  problems  of  the 
United  States  also  are  to  be  found  in  these  other 
nations — where  economic,  political  and  cultural 
differences  are  so  different  from  our  own.” 

The  nations  he  visited  also  grapple  with  mal- 
distribution, which  limits  access  to  medical  care 
for  some  citizens. 

“But  we  in  the  U.S.  appear  to  be  sadly  de- 
ficient in  insurance  coverage  for  catastrophic  ill- 
ness,” the  AMA  president  said.  “No  one  in  this 
affluent  nation  should  suffer  financial  deprivation 
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or  bankruptcy  because  of  serious  illness  or  acci- 
dent.” 

The  Huntington,  ^V.  \'a.,  urologist  said  in- 
surance company  executives  had  told  him  there 
were  “insoluble  problems”  in\ol\ed  in  providing 
such  coverage.  “But  I ha\e  a suggestion  which 
may  help  solve  one  of  those  problems,  that  of 
abuse. 

“I  suggest  that  a number  of  conditions  be 
specified  as  catastrophic — hemophilia,  stroke,  se- 
\ere  burns  and  se\ere  injuries,  for  instance.” 

Perhaps  certain  stipulations  could  be  made 
to  provide  coverage  for  unforeseen  or  extreme!)' 
unusual  situations,  he  said,  adding: 

“A  precedent  has  been  established  by  HR  1, 
which  recently  became  law  and  provides  financial 
protection  for  those  undergoing  renal  dialysis. 

“I  cannot  believe  that  this  proposal  is  not 


workable.” 

As  for  maldistribution  of  doctors.  Dr.  Hoff- 
man offered  what  he  called  “perhaps  a revolution- 
ary suggestion”  on  how  to  get  physicians  into  rural 
areas:  “strictly  voluntary”  program  under  which 

needy  students  could  get  a medical  education  with 
state  or  federal  financing,  by  signing  an  unbreak- 
able contract  to  practice  in  needy  areas  for  three 
or  four  years.  He  would  have  no  option  to  repay 
the  loan  in  cash. 

To  control  the  program,  medical  societies  and 
licensing  boards  could  grant  ternporar)’  licenses, 
allowing  the  physician  to  practice  only  in  the 
designated  community.  After  the  period  of  service 
was  completed,  the  physician  would  get  complete 
licensure. 

In  regard  to  doctor  shortages  in  the  inner 
cities.  Dr.  Hoffman  said,  “It  is  possible  that  part 


All’s  Well  That  Ends  in  Roses 


It  all  started  at  the  AM.\  Clinical  Convention  of  1971  when  the  Michigan  Delegation  “did  find  cause  to  di- 
rect unsolicited  and  immature  attention  to  a Big  Ten  athletic  event  contested  in  Ann  Arbor.”  At  that  time 
the  Michigan  Delegation  presented  to  the  Ohioans  “a  barbaric  and  medieval  therapeutic  item”  directed  toward 
the  Buckeye  head  Toach.  ^\■ith  the  worm  turned  in  1972,  Dr.  Richard  L.  Meiling,  Ohio  Delegation  chairman, 
returned  the  “unused”  item  to  Dr.  Donald  N.  Sweeney,  Jr.,  of  the  Michigan  Delegation,  and  with  it  “the 
newest  electronic  computerized  football  learning  device,”  shown  above. 


74  j The  Ohio  State  Medical  Journal 


It  all  ended  in  good  humor  and  roses  when  Dr.  Sweeney  presented  the  above  “maize  and  blue”  bouquet  to 
Dr.  Meiling  and  the  Ohio  Delegation,  a tribute  to  the  Ro.se  Bowl  bound  Buckeyes. 


of  the  solution  may  lie  in  neighborhood  health 
centers.” 

Budget  and  Fiscal  Restraint 

A summary  of  the  1973  AMA  budget  drew 
congratulations  from  the  reference  committee 
which  studied  it.  And  budget-cutting  action  re- 
cently taken  by  the  Board  of  Trustees  was  ap- 
proved by  the  House. 

“In  considering  the  budget  for  1973,  the 
Board  of  Trustees  made  a determined  effort  to  ex- 
ercise fiscal  restraint,  and  to  allocate  our  financial 
resources  according  to  priority  needs,”  the  Board 
said  in  Report  A.  The  budget  summary  anticipates 
1973  gross  revenues  of  just  over  $37  million  and 
operating  expenses  of  $36,322,000,  leaving  a pro- 
jected surplus  of  about  $800,000. 

Fiscal  restraint  action  taken  by  the  Board 
included  the  termination  of  four  councils  and  six 
committees.  One  resolution  sought  to  rescind  ter- 
mination of  the  Council  on  Drugs,  but  the  House 
instead  adopted  a substitute  resolution.  That  mea- 


sure says  the  Board  shall  continue  to  use  “all  ap- 
propriate AMA  resources  and  methods  indicated, 
to  the  point  of  establishing  a committee,  if  neces- 
sary, to  delineate  clearly  the  independent  AMA 
policy  on  drugs  and  drug  therapy.” 

Another  economy  action  was  making  specialty 
journals  available  on  subscription  only,  starting 
Januar)’  9.  Prism,  the  AMA’s  new  socioeconomic 
publication,  will  be  sent  as  a membership  benefit, 
along  with  ]AMA. 

Medical  Care  of  the  Poor 

Since  the  House  in  1971  urged  creation  of 
state  and  local  medical  society  committees  con- 
cerned with  health  care  of  the  poor,  23  state  and 
29  local  societies  have  set  up  such  panels,  and  they 
are  now  developing  programs  to  improve  health 
care  services.  It  was  emphasized  that  local  systems 
must  be  developed  to  meet  local  needs. 

On  related  measures,  the  House  urged  orga- 
nized medicine  to  continue  to  provide  assistance 
and  work  to  improve  the  quality  of  care  in  free 
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clinics,  which  are  increasing  in  number  aronncl  the 
nation.  Currently,  there  are  more  than  200  of 
them  in  30  states. 

They  provide  a variety  of  services  and,  as  the 
report  approved  by  the  House  points  out,  for  tho.se 
people  who  might  not  otherwise  receive  any  health 
care,  they  are  filling  a real  need. 

The  House  also  approved  a statement  on  the 
concept  of  health  outreach,  whereby  lay  workers 
serve  to  bridge  the  cultural  gap  between  patients, 
professional  staff  and  the  community,  and  assist 
in  effective  delivery  of  health  care.  Among  several 
sound  reasons  for  using  such  workers,  the  report 
says,  is  that  they  free  doctors  and  other  health 
professionals  to  better  utilize  their  time  and  thus 
extend  the  scope  of  their  services. 

Blood  Banks 

The  House  adopted  a report  which  deals  with 
new  federal  regulations  in  regard  to  collection 
and  distribution  of  blood.  Among  the  recommen- 
dations to  be  given  to  a federal  panel  on  blood 
banking  are: 

That  operating  standards  of  the  American 
Association  of  Blood  Banks  and  the  American  Red 
Cross  be  recognized  and  accepted;  that  physicians 
be  represented  on  any  national  panel  set  up  to 
advise  on  procurement  or  use  of  blood,  and  that 
programs  to  increase  vohmtar)'  blood  donation  be 
encouraged. 

Young  Physicians 

The  Council  on  Long  Range  Planning  and 
Development  will  now  be  expanded  to  include  one 
Intern  and  Resident  member  of  the  AMA  as  a full 
voting  Council  member. 

Proposals  to  appoint  an  intern  or  resident  to 
the  Councils  on  Medical  Education  and  Medical 
Service  were  deferred  for  further  study. 

For  the  first  time  in  the  history  of  the  AMA, 
a medical  student  took  his  seat  in  the  House  of 
Delegates.  In  another  action,  the  House  set  annual 
dues  for  student  AMA  members  at  $15. 

IRS  Ruling 

The  House  was  informed  that  an  Internal 
Revenue  Service  ruling — which  barred  physicians 
from  withdrawing  voluntary  contributions  to  their 
Keogh  Law  plan  prior  to  disability  or  age  59/2 — 
will  be  rev'ised  to  permit  withdrawal  of  such  con- 
tributions made  to  a cjualified  plan  prior  to  March 
6,  1972. 

Medicare  Changes  Urged 

Revised  Medicare  regulations  providing  for 
a one-year  statute  of  limitations  and  right  of  ap- 
peal in  cases  in  which  intermediaries  can  challenge 


the  medical  necessity  for  hosjjitalization  have  been 
advocated  by  the  AMA. 

A resolution  dealing  with  retrospective  denials 
of  Medicare  hospitalization  also  called  for  an  “un- 
cliallengable”  seven-day  grace  period — a proposal 
which  was  referred  to  the  Board  of  Trustees  for  a 
report  next  June. 

These  actions  were  among  many  the  Hou.se 
took  on  Medicare-related  items.  In  others,  Medi- 
care and  Medicaid-related  items,  delegates: 

• Turned  down  a stronglv- worded  resolution 
calling  for  Congressional  study  of  Medicare  mis- 
management. 

• Referred  to  the  Board  for  a report  next 
June  a resolution  asking  revision  of  the  “more 
than  allowable  charge”  phrase  in  the  Medicare 
Explanation  of  Benefits  form. 

• Reaffirmed  a previous  AMA  position  that 
regulations  authorizing  Medicare  carriers  to  dis- 
close names  of  physicians  accused  of  furnishing 
services  to  beneficiaries  in  excess  of  their  medical 
needs  be  amended  to  require  prior  review  by  med- 
ical society  committee. 

• Filed  a report  of  the  Council  on  Medical 
Service  citing  the  council’s  attempts  to  persuade 
the  Bureau  of  Health  Insurance  to  send  duplicate 
statements  to  physicians  when  Medicare  payments 
are  made  directly  to  patients. 

• Referred  to  the  Council  on  Medical  Service 
a resolution  directing  the  AMA  to  work  for  clari- 
fication of  rules  governing  physician  visits  to 
nursing  home  patients  under  Medicare  and  other 
federally-sponsored  or  supported  medical  payment 
programs. 

Revised  Medicredit  Bill  to  Be  Introduced 

Reintroduction  of  a revised  version  of  AMA’s 
Medicredit  health  insurance  plan  in  the  93rd 
Congress  was  approved  by  the  House  of  Delegates 
after  the  Board  reported  Medicredit  will  continue 
to  emphasize  “the  principles  that  medicine  be- 
lieves should  be  included  in  any  national  health 
insurance  proposal.” 

Foremost  among  these  is  preservation  of  the 
physician-patient  relationship.  Delegates  stressed 
that  “the  best  interests  of  patients  cannot  be  served 
under  conditions  destructive  to  the  mutual  trust 
and  responsibility  essential  to  the  physician-patient 
relationship.” 

In  reaffirming  its  support  for  a pluralistic 
health  care  system,  delegates  opposed  the  concept 
of  health  maintenance  organizations-contract  prac- 
tice as  the  “exclusive  or  major  means”  of  provid- 
ing health  care  delivery. 

In  updating  Medicredit,  the  Board  noted,  ad- 
vice was  sought  from  all  specialty  and  state  med- 
ical societies,  and  from  the  National  Medical 
Association.  In  addition,  AMA  will  consult  with 
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the  American  Dental  Association  about  the  possi- 
ble inclusion  of  dental  benefits,  and  with  the  Na- 
ational  Association  of  Retail  Druggists  and  the 
Pharmaceutical  Manufacturers  Association  about 
possible  drug  benefits. 

Other  legislative  matters  drawing  considerable 
attention  from  delegates  were  certificate  of  need 
legislation  and  methadone  maintenance. 

In  refusing  to  urge  a moratorium  on  further 
certificate  of  need  legislation,  the  Plouse  called  for 
continued  study  of  the  issue  by  the  Council  on 
Medical  Service,  and  directed  the  council  to  de- 
velop guidelines  for  such  legislation.  The  House 
noted  that  the  development  of  such  guidelines  did 
not  imply  AMA  approval. 

Several  physicians  had  e.xpressed  concern 
about  the  impact  of  certificate  of  need  programs, 
particularly  in  “identifying  hospitals  as  public 
utilities  subject  to  franchising  control  by  the  gov- 
ernment.” Others,  however,  reported  such  laws  are 
working  well  in  their  states  and  have  the  support 
of  the  state  medical  society. 

Delegates  called  on  state  medical  societies  to 
take  the  lead  in  establishing  methadone  mainte- 
nance programs  in  hospitals.  Such  action  antici- 
pates government  rules — expected  by  the  end  of 
the  year — regulating  methadone  maintenance  pro- 
grams and  probably  restricting  physician  prescrib- 
ing of  the  drug. 

Delegates  were  concerned  that  such  rules 
might  permit  physicians  inadecjuately  trained  in 
the  use  of  the  drug  to  provide  incomplete  services 
for  patients  using  the  drug  as  treatment  for  heroin 
addiction. 

In  related  action,  delegates: 

• Urged  federal  legislation  to  provide  bene- 
fits for  chronically  ill  and  disabled  patients. 

• Called  for  further  study  of  a proposal  that 
a security  bond  be  required  to  eliminate  “nui- 
sance” malpractice  suits. 

• Opposed  the  “Current  Medical  Care  Sur- 
vey” being  conducted  by  the  federal  Bureau  of 
the  Census,  because  of  “deficiencies  in  the  meth- 
odology.” 

• Postponed  temporarily  consideration  of 
supporting  the  establishment  of  a national  tumor 
registry. 

• Urged  the  Model  Cities  Program — at  all 
levels — to  seek  advice  from  practicing  physicians 
in  planning  health  programs,  and  requested  that 
such  physician  involvement  at  the  local  level  be 
a requirement  for  federal  approval  of  local  pro- 
grams. 

Public  Health  Concerns 

Public  health  concerns — such  as  sickle  cell 
disease,  smallpox  immunization  and  gonorrhea 
control — received  considerable  attention  from  the 
House.  The  sickle  cell  and  smallpox  issues,  in  par- 
ticular, created  considerable  debate. 


A resolution  on  sickle  cell  disease  was  ap- 
proved calling  on  the  AMA  to  continue  to  en- 
courage research  and  educational  efforts  dealing 
with  the  sickle  cell  problem  and  encourage  state, 
county,  and  local  health  departments  to  dissemi- 
nate information  in  all  schools  with  susceptible 
populations. 

In  an  extremely  close  vote,  the  delegates  ap- 
proved a resolution  encouraging  “modern  biologi- 
cal virologists  to  seek  new  methods  of  immuniza- 
tion against  smallpox  producing  less  reaction  and 
greater  length  of  immunization,”  and  urging  that 
“physicians,  while  observing  contraindications, 
have  the  option  of  immunizing  patients  against 
smallpox,  whether  or  not  immunization  is  required 
by  the  U.S.  Public  Health  Service  or  other  coun- 
tries.” 

The  “alarming  increase”  in  the  incidence  of 
venereal  disease,  particularly  gonorrhea,  resulted 
in  approval  of  a re.solution  which: 

• Urged  the  AMA  to  support  public  educa- 
tion, effective  and  adequate  case-finding,  prompt 
reporting,  and  research  to  develop  vaccines. 

• Urged  physicians  to  take  all  appropriate 
measures  to  reverse  the  rise  in  venereal  disease. 

• Urged  medical  societies  to  support  in- 
creased appropriations  for  VD  research. 

• Urged  medical  societies  to  support  legisla- 
tion permitting  physicians  to  legally  treat  minors 
with  venereal  disease  without  parental  consent. 

In  another  public  health  measure,  the  dele- 
gates endorsed  fluoridation  of  public  water  sup- 
plies as  an  “effective  method  of  reducing  dental 
caries.” 

Aetna  Actions  to  Be  Studied 

The  AMA  Council  on  Medical  Service  has 
been  instructed  to  collect  information  from  physi- 
cians and  their  medical  societies  concerning  claims 
processing  and  reimbursement  procedures  em- 
ployed by  Aetna  Life  and  Casualty  Co. 

Delegates  considered  a report  outlining  a 
number  of  actions  which  Aetna  officials  say  they 
have  taken  in  an  effort  to  modify  or  eliminate 
practices  which  had  been  criticized  by  organized 
medicine.  Those  practices,  however,  remain  essen- 
tially unchanged  in  some  areas  of  the  country, 
according  to  testimony  offered  during  the  Con- 
vention. 

Accordingly,  delegates  declined  to  file  the 
Council  on  Medical  Service’s  Aetna  report,  but 
instead  referred  it  back  to  the  council  with  in- 
structions to  submit  another  report  next  June. 

Council  members  accepted  the  charge,  but 
indicated  their  job  will  be  difficult  unless  physi- 
cians and  medical  societies  come  forward  with  in- 
formation on  Aetna’s  claims  procedures. 
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Rates:  50  cents  per  line.  Minimum  charge  $1.00  for  each  insertion.  Display  classified.  $1.00  per 
line.  (9  lines  to  the  inch)  Prices  cover  the  cost  of  remailing  answers.  Forms  close  the  8th  of  the 
month  preceding  publication.  To  assure  prompt  delivery,  when  replying  to  an  advertisement  over 
a Journal  box  number,  address  letters  as  follows: 

Box  (insert  number),  c/o  The  Ohio  State  Medical  Journal 
17  South  High  Street,  Suite  500,  Columbus,  Ohio  43215 


Physicians  seeking  locations  in  Ohio  are  in- 
vited to  contact  the  Physicians’  Placement  Service 
in  the  executive  offices  of  the  Ohio  State  Medical 
Association,  17  South  High  Street,  Suite  500, 
Columbus,  Ohio  43215.  Through  this  medium 
efforts  are  made  to  establish  communications  be- 
tween physicians  seeking  locations  and  com- 
munities where  physicians  are  needed,  or  other 
physicians  who  are  in  need  of  associates. 


OHIO,  FAIRFIELD,  Space  available  in  modern 
Medical  Building,  15  miles  from  Cincinnati.  General 
Practitioner  and  Specialist  needed.  Reply  to  Box  616, 
c/o  The  Ohio  State  Medical  Journal. 


MODERN  OFFICE  available  in  Medical  Building 
in  Ashland,  Ohio.  5 Doctors  and  a Pharmacy.  Population 
20,000  and  good  hospital  facilities.  Reply  Box  643,  c/o 
The  Ohio  State  Medical  Journal. 


GROUP  FAMILY  PRAGTIGE— Excellent  oppor- 
tunity for  family  practice  in  pleasant,  progressive  town 
near  Columbus,  Ohio.  No  OB;  well-equipped  medical 
center,  5200  sq.  ft.,  including  twelve  examining  rooms, 
small  surgery,  own  laboratory  and  x-ray;  three  GP’s 
already  in  practice;  part-time  coverage  of  college  health 
service;  modern  well-equipped  350-bed  community  hos- 
pital with  active  consulting  service  and  ER  group  4 
miles  from  office;  excellent  local  schools.  Salary  plus 
percentage  first  year.  Write  to  Granville  Medical  Cen- 
ter, Inc.,  Granville,  Ohio  43023. 


PHYSICI.^N’S  OFFICE  FOR  RENT  in  Marie- 
mont.  a Village  adjacent  to  Cincinnati,  near  a good 
hospital.  Contact  L.  Hermanies,  3900  Oak  St.,  Marie- 
mont,  Ohio,  Phone  271-0291. 


CHOICE  BUY : Spacious  double  with  5 and  6 
rooms  per  side.  Owners  side  very  plush  including  cen- 
tral air  conditioning.  Ideally  located  and  arranged  for 
home  and  office.  Adequate  parking.  Population  approxi- 
mately 10,000  with  newer  Hospital.  Your  services  are 
needed!  Asking  $35,000.  Call  for  full  details:  Jim 
Westerman,  965-2626  home,  or  Eulah  D.  Chapman, 
Realtor,  office  882-3232. 


PSYCHIATRIST  — COMMUNITY-ORIENTED 
STAFF  PSYCHIATRIST  Being  sought  to  join  a grow- 
ing comprehensive  mental  health  center  which  was  the 
first  in  the  state  of  Ohio.  Responsibilities  would  include 
participation  in  the  in-patient  and  out-patient  services, 
as  well  as  pursuit  of  own  interests  in  consultation,  com- 
munity education,  in-service  training  programs,  etc. 
Competitive  salary,  excellent  fringe  benefits,  and  op- 
portunity to  contribute  ideas  and  skills  to  a developing 
agency.  Write  Eugene  Capocasale,  M.D.,  Director,  Mus- 
kingum Comprehensive  Mental  Health  Center,  2845  Bell 
Street,  Zanesville,  Ohio,  43701,  or  call  (614)  452-9553 
collect. 


CLINICAL  CHILD  PSYCHOLOGIST  needed  for 
staff  position  in  the  Child  Study  and  Treatment  Depart- 
ment of  a progressive  community  mental  health  center. 
Responsibilities  include  some  psycho-diagnostic  testing, 
consultation  with  other  agencies,  participation  in  com- 
munity education  programs,  and  the  provision  of  direct 
therapeutic  services.  Family  therapy  skills  as  well  as  play 
therapy  skills  are  highly  desirable.  MS/MA  plus  two 
years  experience  are  the  minimal  requirements.  Salary 
is  competitive  and  fringe  benefits  are  excellent.  Write 
Robert  W.  Birch,  Ph.D.,  Clinical  Services  Director, 
Muskingum  Comprehensive  Mental  Health  Center,  2845 
Bell  St.,  Zanesville,  Ohio,  43701,  or  call  (614)  452-9553. 
An  equal  opportunity  employer. 

IMMEDIATE  OPENING  for  Ob-Gyn,  Internal 
Medicine,  and  Orthopedic  specialties  to  establish  success- 
ful practice  with  14-man  multi-specialty  group.  Excellent 
group  benefits;  pension  plan;  modern  clinic  facilities:  in- 
cluding two  colleges;  city  population  35,000:  good  recre- 
ational facilities;  each  specialty  must  be  board  eligible  or 
certified;  young  man  with  military  obligation  completed. 
Gontact:  Business  Manager,  The  Manitowoc  Glinic,  601 
Reed  .‘\venue,  Manitowoc,  Wisconsin  54220. 


VAG.A.TION  CONDOMINIUM  — New  Smyrna 
Beach,  Fla.  — just  south  of  Daytona  and  away  from  the 
crowds,  but  enjoying  the  same  beautiful  beach.  Two 
bedrooms,  2 baths,  wall-to-wall  carpeting,  completely  and 
tastefully  furnished  including  linens,  color  TV  and  dish- 
washer, HE.'^TED  POOL,  and  sauna.  $400  per  month. 
For  reservations  or  further  information,  contact  Wm.  W. 
Conner,  M.D.,  517  Lakeshore  Dr.,  Eustis,  Florida 
32726.  Phone  904-357-5715. 


FOR  RENT  OR  LEASE — General  Practitioner’s 
Office  for  10  years.  Suite  of  4 rooms — central  air- 
conditioned — carpeted — paneled.  Parking  in  rear.  Phone: 
614/224-6972  or  614/231-1987. 
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EMERGENCY  ROOM  PHYSICIAN  NEEDED— 
Established  group  of  two  full  time  and  six  part  time 
physicians  need  third  full  time  man  for  active  emergency 
service.  Incorporated.  Salary  very  good  and  negotiable, 
leading  to  full  partner  status  within  six  to  twelve 
months.  Excellent  300  bed  general  hospital  in  com- 
munity of  45,000  only  40  miles  from  Columbus.  Many 
fine  specialists  available  for  help  and  referral.  Please 
contact:  J.  F.  Barker,  M.D.,  614-344-0331,  Newark,  O. 


PSYCfII.\TRIC  ST.\FF-  Requirements  of  three 
year  residency  training  to  Board  Certified.  $26,000  to 
$36,300  depending  upon  qualifications.  Dramatically 
beautiful,  leisurely  paced,  cultural,  summer-winter  va- 
cationland.  Superb  sailing,  skiing,  fishing.  Resident 
theater.  Near  Interlochen  National  Music  Camp.  Col- 
lege. J.C..A.H.  approved  1,400  bed  psychiatric  hospital. 
Three  year  psychiatric  residency  program.  Excellent 
fringe  benefits.  Contact  Philip  B.  Smith,  M.D.,  Room 
324.  Traverse  City  State  Hospital,  Traverse  City,  Michi- 
gan 49684.  An  equal  opportunity  employer. 


MEDIC.-^L  DIRECTOR — 425  Bed  Voluntary  Hos- 
pital, Mid-West.  Opportunity  for  physician  with  at  least 
3 years  of  experience  in  hospital  or  health  care  ad- 
ministration. Masters  degree  in  public  health,  hospital 
administration,  or  equivalent  desirable  but  not  manda- 
tory. Generous  salary  in  $50,000  range  and  fringe  bene- 
fits. Submit  C.V.  to  Box  665  c/o  Ohio  State  Medical 
Journal. 


MEDICAL  SERVICE  STAFF  PHYSICIAN  — 
Board  certification  in  Internal  Medicine  preferred.  218 
bed  modern  general  hospital  with  active  medical  and 
surgical  services.  Salary  dependent  upon  qualifications. 
Excellent  fringe  benefits.  Can  pay  moving  expenses. 
License  any  state  required.  Equal  opportunity  employer. 
Contact  Hospital  Director,  Veterans  Administration 
Hospital,  Fort  Wayne,  Indiana  46805,  or  call  (219) 
743-5431,  Extension  310. 


FAMILY  PR.^CTICE  RESIDENCY  — Just  ap- 
proved — ■ openings  at  all  levels  — can  start  immediately 
— ■ for  details  contact:  A.  J.  Pultz,  M.D.,  Chairman. 
Family  Practice  Committee,  Grant  Hospital,  309  E. 
State,  Columbus,  Ohio  43215. 


IMMEDIATE  OPPORTUNITY  due  to  death  of 
physician.  Large  general  practice  available  in  Cleveland 
suburb.  Complete  with  modern  equipment  and  patient 
records.  Contact:  R.  Zelvy,  Cleveland  216-696-4600. 


NEW  MEDICAL  OFFICE  FOR  RENT,  lease,  or 
buy  into  building  corporation — (511100  sq.  ft.,  near  new 
200  bed  hospital  scheduled  for  completion  1974 — open 
staff  privileges — 29  miles  S.E.  of  Columbus  in  Lancaster, 
Ohio — beautiful  city  of  32,500  serving  Fairfield  County 
Pop.  75,000.  For  information  call  614-653-1831  collect 
or  write:  D.  B.  Nichols,  1334  Sheridan  Dr.,  Lancaster, 
Ohio  43130. 


HEALTH  COMMISSIONER— City-County  Health 
Department  in  Southwest  Ohio  has  an  opening  for  an 
energetic  physician  to  be  health  commissioner  for  a 
county  of  83,000  population.  Salary  range  $20,000- 
$25,000.  Contact  Mr.  E.J.  Demmitt,  557  State  Rt.  504, 
Troy,  Ohio  45373.  Phone  513/335-8973. 


IMMEDIATE  OPENINGS  for  general  practitioners 
and  psychiatrists  to  join  a growing  hospital  with  spe- 
cialized programs  in  psychiatry,  alcoholism  and  drug 
abuse.  This  will  be  a wonderful  opportunity  to  live  near 
the  Salt  Fork  Lake  recreational  complex  and  still  have 
large  cities  accessible  within  a short  driving  distance. 
Starting  salary  determined  by  training  and  experience; 
excellent  vacation  and  sick  leave  benefits;  free  life  in- 
surance, retirement  and  other  fringe  benefits.  Contact: 
Dr.  James  A.L.  Toland  or  Phil  DeLuca,  Cambridge 
State  Hospital,  Cambridge,  Ohio  43725.  Phone  614- 
439-1371. 


EMERGENCY,  INDUSTRIAL  and/or  COMMU- 
NITY Medicine.  Established  southern  Ohio  group  seeks 
associates  with  any  or  all  of  the  above  interests.  Full  or 
part  time  positions  available.  Ohio  license  required. 
Medical  Health  Services,  Inc.  3801  Hauck  Rd.,  Cin- 
cinnati, Ohio  45241  Ph.  563-1505. 


FAMILY  PRACTICE— Middle-aged  FAAGP  in 
excellent  health  but  tired  of  solo-practice,  would  like  to 
relocate  to  Southern  Ohio,  preferably  greater  Cincinnati 
area.  Prefer  association  or  group  offering  a chance  for 
extended  vacations  and  study  periods.  Write  Box  667, 
c/o  Ohio  State  Medical  Journal. 


WANTED — LOCUM  TENENS  for  busy  family 
practice  large  city  Northeastern  Ohio,  2-3  months  sum- 
mer and  fall  1973.  Keep  all  you  make  over  expenses; 
should  net  between  $3000  and  $4000  per  month.  Stay 
on  if  you  like  it,  take  over  practice  in  short  time.  Give 
all  details  first  letter.  Write:  Box  666  c/o  Ohio  State 
Medical  Journal. 


80  ! The  Ohio  State  Medical  Journal 


V V J Al  /V* — X XJULj ^ ^ 

Our  Expert  Area 
Managers  Are  Here 
To  Help  You... 


and  your  assistant 

By  helping  your  assistant  to  file 
Blue  Shield  claims  properly... 
our  experts  will  save  your 
office  valuable  time. 

Ohio  Medical  Indemnity’s 
area  managers  are  your  question 
and  answer  men . . . Experts  in 
answering  your  questions  about 
Blue  Shield.  Use  them.  Contact... 


OHIO  MEDICAL 

INDEMNITY,  cJlM 

6740  NORTH  HIGH  STREET.  WORTHINGTON.  OHIO  43086  a 614/846-4600 


librium  and 

^hlordiazepoxide  HCI) 

concomitant  use 


Librium  (chlordiazepoxide  HCI)  is  used  as 
adjunctive  antianxiety  therapy  concomitantly 
with  certain  specific  medications  of  other 
classes  of  drugs,  such  as  cardiac  glycosides,  anti- 
hypertensive agents,  diuretics,  anticholin- 
ergics and  antacids. 

Antianxiety  effectiveness:  Demonstrated  in  a 
broad  range  of  psychologic  and  physical  dysfunc- 
tions; indicated  when  reassurance  and  counseling 


are  not  enough  and  until,  in  the  physician’s 
judgment,  anxiety  has  been  reduced  to  tolerable, 
appropriate  levels. 

Effect  on  mental  acuity:  Usually  minimal  on 
proper  maintenance  dosage. 

Safety:  An  excellent  clinical  record.  In  general 
use,  the  most  common  side  effects  reported  have 
been  drowsiness,  ataxia  and  confusio’n,  partic- 
ularly in  the  elderly  and  debilitated. 

>- 

in  relief  of  clinically 
significant  anxiety 

5-mg9  IO-mg9  25-mg  capsules 
up  to  lOO  mg  daily  In 
severe  anxiety 


Before  prescribing,  please  consult  com- 
plete product  information,  a summary 
of  which  follows: 

Indications:  Relief  of  anxiety  and  tension 
occurring  alone  or  accompanying  various 
disease  states. 

Contraindications:  Patients  with  known 
hypersensitivity  to  the  drug. 

Warnings:  Caution  patients  about  possible 
combined  effects  with  alcohol  and  other 
CNS  depressants.  As  with  all  CNS-acting 
drugs,  caution  patients  against  hazardous 
occupations  requiring  complete  mental 
alertness  (e.g.,  operating  machinery, 
driving).  Though  physical  and  psychologi- 
cal dependence  have  rarely  been  reported 
on  recommended  doses,  use  caution  in 
administering  to  addiction-prone  individ- 
uals or  those  who  might  increase  dosage; 
withdrawal  symptoms  (including  convul- 
sions), following  discontinuation  of  the 
drug  and  similar  to  those  seen  with  bar- 
biturates, have  been  reported.  Use  of  any 
drug  in  pregnancy,  lactation,  or  in  women 
of  childbearing  age  requires  that  its  po- 
tential benefits  be  weighed  against  its 
possible  hazards. 

Precautions:  In  the  elderly  and  debili- 


tated, and  in  children  over  six,  limit  to 
smallest  effective  dosage  (initially  10  mg 
or  less  per  day)  to  preclude  ataxia  or  over- 
sedation, increasing  gradually  as  needed 
and  tolerated.  Not  recommended  in  chil- 
dren under  six.  Though  generally  not 
recommended,  if  combination  therapy 
with  other  psychotropics  seems  indicated, 
carefully  consider  individual  pharmaco- 
logic effects,  particularly  in  use  of  po- 
tentiating drugs  such  as  MAO  inhibitors 
and  phenothiazines.  Observe  usual  pre- 
cautions in  presence  of  impaired  renal  or 
hepatic  function.  Paradoxical  reactions 
(e.g.,  excitement,  stimulation  and  acute 
rage)  have  been  reported  in  psychiatric 
patients  and  hyperactive  aggressive  chil- 
dren. Employ  usual  precautions  in  treat- 
ment of  anxiety  states  with  evidence  of 
impending  depression;  suicidal  tenden- 
cies may  be  present  and  protective  mea- 
sures necessary.  Variable  effects  on  blood 
coagulation  have  been  reported  very 
rarely  in  patients  receiving  the  drug  and 
oral  anticoagulants;  causal  relationship 
has  not  been  established  clinically. 
Adverse  Reactions:  Drowsiness,  ataxia 
and  confusion  may  occur,  especially  in  the 


elderly  and  debilitated.  These  are  reversi- 
ble in  most  instances  by  proper  dosage 
adjustment,  but  are  also  occasionally  ob- 
served at  the  lower  dosage  ranges.  In  a 
few  instances  syncope  has  been  reported. 
Also  encountered  are  isolated  instances  of 
skin  eruptions,  edema,  minor  menstrual 
irregularities,  nausea  and  constipation, 
extrapyramidal  symptoms,  increased  and 
decreased  libido— all  infrequent  and 
generally  controlled  with  dosage  reduc- 
tion; changes  in  EEC  patterns  (low-voltage 
fast  activity)  may  appear  during  and  after 
treatment;  blood  dyscrasias  (including 
agranulocytosis),  jaundice  and  hepatic 
dysfunction  have  been  reported  occasion- 
ally, making  periodic  blood  counts  and 
liver  function  tests  advisable  during  pro- 
tracted therapy. 

Supplied:  Librium®  capsules  containing 
5 mg,  10  mg  or  25  mg  chlordiazepoxide 
HCI.  Libritabs®tablets  containing  5 mg, 

10  mg  or  25  mg  chlordiazepoxide. 
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Everybody  experiences  psychic  tension. 


Most  people  can  handle  this  tension. 


Some  people  develop  excessive  psychic  tension  and  need  your  counseling, 


and  a few  may  need  counseling 
and  the  psychotropic  action  of  Valium®  (diazepam). 


Before  deciding  to  make  \'alium 
(diazepam)  part  of  your  treatment  s A 
plan,  check  on  \v  hether  or  not  the 
patient  is  presently  taking  drugs 
and,  if  so,  what  his  response  has 
been.  Along  w ith  the  medical  and 
social  history,  this  information  can 
help  you  determine  initial  dosage, 
the  possibility  of  side  effects  and 
the  ultimate  prospects  of  success 
or  failure. 

While  Valium  can  be  a most 
helpful  adjunct  to  your  counseling, 
it  should  be  prescribed  only  as  long 
as  excessive  psychic  tension  per- 
sists and  should  be  discontinued 
when  you  decide  it  has  accom- 
plished its  therapeutic  task.  In 
general,  \v  hen  dosage  guidelines 
are  follow  ed,  \'alium  is  w ell 
tolerated  (see  Dosage).  For  con- 
venience it  is  ax  ailable  in  2-mg,  5-mg 
and  lo-mg  tablets. 

Drow  siness,  hitiguc  and  ataxia 
have  been  the  most  commonly  re- 
ported side  effects. 

Until  response  is  determined, 
patients  receiving  Valium  should 
be  cautioned  against  engaging  in 
hazardous  occupations  requiring 
complete  mental  alertness,  such 
as  driving  or  operating  machinery. 


ROCHE 


Roche  Laboratories 
► Division  of  Hoffmann-La  Roche  Inc. 
Nutley.  N J.  07110 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  wbicb  follows: 

. t.,  V ' > Indications:  Icnsion  and  anxiety  states;  somatic  corn- 
ier-plaints  which  are  concomitants  of  emotional  factors;  psycho- 
neurotic states  manifested  by  tension,  anxiety,  apprehension, 

>1  fatigue,  depressive  symptoms  or  agitation;  symptomatie  relief 
ofacute  agitation,  tremor,  delirium  tremens  arui  hallucinosis 
V due  to  acute  alcohol  withdrawal;  adjunctivelv  in  skeletal 

muscle  spasm  due  to  reflex  spasm  to  local  pathology,  spasticity 
caused  by  upper  motor  neuron  disorders,  athetosis,  stiff-man 
syndrome,  convulsive  disorders  (not  for  sole  therapy). 

Contraindicated:  Known  hypersensitivity  to  the  drug. 
Children  under  6 months  of  age.  Acute  narrow  angle  glau- 
coma; may  be  used  in  patients  u ith  open  angle  glaucoma  who 
are  receiving  appropriate  therapy. 

Warnings:  Not  of  value  in  psychotic  patients.  Caution 
against  hazartlous  oceupations  retjuiring  complete  mental 
alertness.  When  used  adjunctively  in  convulsive  disorders, 
possibility  of  increase  in  frequency  and/or  severity  of  grand 
mal  seizures  may  require  increased  dosage  of  standard  anti- 
convulsant medication;  abrupt  withdrawal  may  be  associated 
vv  ith  temporary  increase  in  fretpiency  and/or  severity  of 
seizures.  Advise  against  simultaneous  ingestion  of  alcohol  and 
other  CNS  depressants.  \\  ithdrawal  symptoms  (similar  to 
those  with  bartiiturates  and  alcohol)  have  occurred  following 
abrupt  discontinuance  (convulsions,  tremor,  abdominal  and 
muscle  cramps,  vomiting  and  sweating).  Keep  addiction-prone 
individuals  under  careful  surveillance  because  of  their  pre- 
disposition to  habituation  and  dependence.  In  pregnancy, 
lactation  or  women  of  childbearing  age,  weigh  potential 
benefit  against  possible  hazard. 

Precautions:  If  combined  with  other  psychotropics  or 
anticonvulsants,  consider  carefully  pharmacology  of  agents 
employed;  drugs  such  as  phenothiazines,  narcotics,  barbi- 
turates, .MAO  inhibitors  and  other  antidepressants  may  poten- 
tiate its  action.  Usual  precautions  indicated  in  patients 
severely  depressed,  or  with  latent  depression,  or  with  suicidal 
tendencies.  Observe  usual  precautions  in  impaired  renal  or 
hepatic  function.  Limit  dosage  to  smallest  effective  amount  in 
elderlv  and  tiebilitated  to  preclude  ataxia  or  oversedation. 

Side  Effects:  Drowsiness,  confusion,  diplopia,  hypoten- 
sion, changes  in  libido,  nausea,  fatigue,  depression,  dysarthria, 
jaundice,  skin  rash,  ataxia,  constipation,  headache,  incon- 
tinence, changes  in  salivation,  slurred  speech,  tremor,  vertigo, 
urinary  retention,  blurred  vision.  Paratioxical  reactions  suen 
as  acute  hyperexcited  states,  anxiety,  hallucinations,  increased 
muscle  spasticity,  insomnia,  rage,  sleep  disturbances,  stimula- 
tion have  been  reported;  should  these  occur,  discontinue  drug. 
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Following  are  names  of  new  members  of  the 
Ohio  State  Medical  Association  certified  to  the 
headquarters  office  during  December.  List  shows 
name  of  physician,  county,  and  city  in  which  he 


is  practicing,  or  in  which 
work. 

CUYAHOGA 

F.  George  Estafanous 
Cleveland 

HAMILTON  (Cincinnati) 
Alastair  M.  Connell 
Richard  Dorsey 
James  D.  Faulkner 


he  is  taking  postgraduate 


Charles  D.  Kenyon 
Paul  V.  Kollman 
Arthur  Sia  Pua 

MONTGOMERY  (Dayton) 
Giselle  T.  Bretz 
Martin  L.  Norton 


Construction  Starts  on 
Toledo  Medical  Library 

The  Medical  College  of  Ohio  at  Toledo  re- 
cently conducted  ground-breaking  ceremonies  for 
the  $7  million  medical  library,  the  second  building 
started  on  the  college’s  growing  west  campus  on 
Arlington  Avenue,  between  Detroit  Avenue  and 
Byrne  Road  in  Toledo. 

Dr.  Marion  C.  Anderson,  college  president, 
said  that  the  future  building  will  serv'e  as  the 
focal  center  for  the  college’s  new  campus.  In  ad- 
dition to  the  library,  the  structure  will  house  a 
variety  of  student  services,  a dining  area  and  aca- 
demic administration  offices.  Completion  is  ex- 
pected by  the  fall  of  1974. 

The  first  building  on  the  west  campus,  the 
Basic  Sciences  Building,  was  started  in  September 
1970.  The  estimated  cost  was  announced  as  $12 
million. 

The  Medical  College  of  Ohio  at  Toledo  w'as 
established  in  1964  by  action  of  the  Ohio  General 
.Assembly.  Its  first  class  of  32  students  entered  in 
September  1969,  with  28  of  the  class  graduating 
in  June  1972.  The  third  and  fourth  classes  started 


with  48  each.  As  facilities  increase,  admissions  tar- 
get is  between  l')0  and  200  medical  students. 

The  college  is  presently  based  on  the  grounds 
of  the  former  Lucas  County  Hospitals,  an  area 
east  of  Detroit  Avenue  called  the  “east  campus.” 


More  Women  Are  Driving  and 
More  Involved  in  Accidents 

Ohio’s  traffic  death  toll  for  the  first  ten 
months  of  1972  exceeded  by  56  the  number  of 
deaths  recorded  for  the  same  period  in  1971  ac- 
cording to  traffic  accident  summaries  received  by- 
Ohio  Department  of  Highway  Safety. 

The  report  shows  a total  ten-month  traffic 
death  toll  of  2009  persons  compared  to  1953  deaths 
in  1971  for  the  same  period. 

It  was  pointed  out  that  the  entire  increase  of 
56  deaths  is  reflected  in  the  increased  number  of 
female  passengers,  drivers  and  pedestrians  killed 
in  traffic  this  year.  This  trend  to  higher  female 
traffic  fatalities — started  in  June,  with  significant 
increases  through  the  months  of  July  and  August 
— exceeded  last  year’s  count  by  63  in  August  be- 
fore dropping  back  to  the  present  56  differential. 
The  total  number  of  female  traffic  victims  thus 
far  in  1972  is  598  compared  to  542  in  1971. 

The  rapidly  increasing  number  of  driver  li- 
censes issued  to  female  drivers  during  the  past 
decade  is  now  being  reflected  in  traffic  crash  sta- 
tistics. The  percentage  of  driver  licenses  issued  to 
female  drivers  has  risen  from  28  percent  in  1952 
to  43  percent  of  the  total  drivers  licensed  in  1971. 
Also,  females  are  driving  48  percent  of  the  total 
vehicular  miles  driven  by  males  resulting  in  a 
higher  traffic  crash  exposure  rate,  the  report  stated. 


Laser  Safety  Lacking 
in  Many  Schools 

A joint  State-Federal  survey  has  found  serious 
shortcomings  in  safety  practices  in  the  use  of  po- 
tentially dangerous  lasers  in  high  school  and  college 
science  classes. 

Preliminar)-  survey  results  have  been  sent  to 
radiation  control  agencies  in  all  States,  the  District 
of  Columbia,  Puerto  Rico  and  the  Virgin  Islands. 
FDA  has  also  provided  these  agencies  with  recom- 
mendations to  improve  safety  in  operating  the  light 
intensifying  devices  and  requested  that  the  recom- 
mendations be  provided  to  all  school  authorities. 

FDA’s  Bureau  of  Radiological  Health  jointly 
surveyed  288  lasers  with  state  health  agencies  in 
seven  states. 
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MDs  in  the  News 


Dr.  Charles  E.  Billings,  assistant  professor  of 
medicine,  Ohio  State  University,  was  named  vice- 
president  (aerospace  medicine),  at  the  recent  19th 
annual  meeting  of  the  American  College  of  Pre- 
ventive Medicine  in  Atlantic  City.  He  was  one  of 
four  vice-presidents  named,  one  for  each  of  the 
preventive  medicine  subspecialties. 


Dr.  Richard  L.  Wenzel,  health  commissioner 
of  Toledo,  was  reelected  Regent  at  the  recent  19th 
annual  meeting  of  the  American  College  of  Pre- 
ventive Medicine  in  Atlantic  City.  His  Region 
includes  Ohio,  Indiana,  Illinois,  Missouri,  Iowa, 
Minnesota,  Wisconsin,  and  Michigan. 

Dr.  Byron  E.  Neiswander  who  recently  an- 
nounced his  retirement  after  some  38  years  of 
practice  in  Doylestown,  was  commended  by  Gov- 
ernor John  J.  Gilligan  and  presented  the  “Gov- 
ernor’s Award  for  Community  Action.” 

Dr.  Alastair  M.  Connell,  director  of  the  Divi- 
sion of  Digestive  Diseases,  University  of  Cincinnati 
Medical  Center,  has  been  honored  with  a Fellow- 
ship in  the  Royal  College  of  Physicians  in  Edin- 
burg, Scotland.  He  has  been  a member  of  the 
organization  since  1964. 

Dr.  Donald  M.  Glover,  Cleveland,  was  cited 
by  Governor  Gilligan  for  his  many  years  of  de- 
voted care  and  treatment  of  handicapped  children 
under  the  Bureau  of  Crippled  Children  Serv’ices. 
He  has  been  working  with  the  bureau  since  1935, 
as  a member  of  the  Medical  Advisory  Board  since 
1946,  and  as  the  board’s  chairman  since  1970. 

Dr.  Oscar  D.  Ratnoff,  professor  of  medicine 
at  Case  Western  Reserve,  and  director  of  hema- 
tology in  the  Department  of  Medicine  at  Univer- 
sity Hospitals,  Cleveland,  was  awarded  the  annual 
William  Dameshek  Medical  at  the  recent  meeting 
of  the  American  Society  of  Hematology  in  Holly- 
wood, Fla.  Dr.  Ratnoff  also  was  elected  vice- 
president  of  the  Society. 
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New  Book  Emphasizes  Programs 
and  Issues  in  Health  Care 

Just  off  the  press  is  a book  entitled  Topics: 
Information  on  Significant  Programs  and  Issues  in 
Health  Care. 

Published  by  the  American  Medical  Associa- 
tion, it  is  a compendium  of  articles  on  156  subjects 
ranging  from  abortion  to  zoonoses.  Included  are 
some  of  the  most  important  issues  in  health  care 
today- — national  health  insurance,  indigent  care, 
drug  dependence,  population  growth,  air  and  wa- 
ter pollution,  health  maintenance  organizations 
(contract  practice),  and  many  others. 

Activities  in  health  planning,  health  educa- 
tion, nutrition,  environmental  health,  health  man- 
power, medical  education,  peer  review,  health  care 
organization  and  delivery,  mental  health,  and 


other  fields  of  both  public  and  professional  interest 
are  discussed.  Descriptions  of  major  governmental 
health  care  programs,  such  as  Medicare  and  Medi- 
caid, are  provided,  as  are  statistical  data  and  in- 
formation about  pertinent  legislation. 

Available  in  one  book,  for  the  first  time,  is  a 
collection  of  information  highlighting  a wide  range 
of  the  AMA’s  current  interests,  activities,  policies, 
programs,  and  publications.  Also  listed  are  AMA 
departments  that  may  be  contacted  for  additional 
information  on  any  of  the  subjects. 

Copies  of  Topics  are  available  from  the  Order 
Department,  American  Medical  Association,  535 
North  Dearborn  Street,  Chicago,  Illinois  60610. 
Payment  should  accompany  orders.  The  price  is 
$1.00  for  orders  from  the  United  States,  U.S.  Pos- 
sessions, Canada,  and  Mexico;  $1.50  for  orders 
from  other  countries.  For  U.S.  medical  students 
and  hospital  interns  and  residents,  the  price  is  $.50. 
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Regional  Medical  Program 
Coordinator  Takes  Office 

Wallace  B.  Dorain,  M.D.,  is  the  new  coordi- 
nator of  the  Ohio  Regional  Medical  Program,  a 
combined  unit  comprised  of  the  two  programs 
formerly  known  as  the  Ohio  State  Regional  Medi- 
cal Program  and  the  Northwestern  Ohio  Regional 
Medical  Program. 

William  G.  Pace  III,  M.D.,  assistant  dean  at 
Ohio  State  University  College  of  Medicine,  who 
served  as  coordinator  of  the  Columbus  based  pro- 
gram, and  C.  Robert  Tittle,  M.D.,  clinical  pro- 
fessor of  medicine  at  the  Medical  College  of  Ohio 
at  Toledo,  who  served  as  coordinator  of  the  Toledo 
based  unit,  are  continuing  to  serv'e  the  program  as 
medical  representatives. 

Dr.  Dorain,  before  accepting  the  new  post, 
was  vice-chief  of  surgery  at  Blodgett  Memorial 
Hospital  in  Grand  Rapids,  Mich.  Now  certified 
by  the  American  Board  of  Surgery  and  a Fellow 
of  the  American  College  of  Surgeons,  he  was  a 
general  practitioner  prior  to  entering  the  field  of 
surgery  in  1954. 

The  Ohio  Regional  Medical  Program  com- 
prises some  73  counties  in  Ohio.  Two  other  pro- 
grams operate  in  the  State,  the  Northeast  Ohio 
RMP,  with  headquarters  in  Cleveland,  and  the 
Ohio  Valley  RMP,  based  at  Lexington,  Ky.,  and 
serving  four  counties  in  Southeastern  Ohio. 

Regional  Medical  Programs  were  created 
through  Public  Law  89-239,  passed  by  Congress 
in  1965  to  assist  the  nation’s  health  resources  in 
making  available  patient  care  for  heart,  cancer, 
stroke  and  related  diseases.  Kidney  disease  was 
added  in  1970. 

Family  Practice  Board 
Examinations  Announced 

The  American  Board  of  Family  Practice  an- 
nounces that  it  will  give  its  next  two-day  written 
certification  examination  on  October  20-21,  1973. 
It  will  be  held  in  various  centers  geographically 
distributed  throughout  the  United  States.  Infor- 
mation regarding  the  examination  can  be  obtained 
by  writing: 

Nicholas  J.  Pisacano,  M.D.,  Secretary, 

American  Board  of  Family  Practice,  Inc., 

University  of  Kentucky  Medical  Center, 

Annex  #2,  Room  229, 

Lexington,  Kentucky  40506. 

It  is  necessary  for  each  physician  desiring  to 
take  the  e.xamination  to  file  a completed  applica- 
tion with  the  Board  office.  Deadline  for  receipt 
of  applications  is  August  1,  1973. 
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KEEPING  UP 


Continuing  Education  Opportunities 
for  Physicians  in  Ohio 


Surgical  Seminars  — Medical  College  of  Ohio 
at  Toledo  and  Northwestern  Ohio  Institute  for 
Continuing  Medical  Education;  one  hour  a day, 
one  day  a week,  for  88  weeks;  dates  on  request. 

Clinical  Days  on  Emergency  Care  — 80  hours 
of  instruction  on  20  separate  days,  September  to 
June;  Medical  College  of  Ohio  at  Toledo,  945  S. 
Detroit  Ave.,  Toledo  43614. 

Introductory  Course  in  Nuclear  Medicine  for 
Physicians  — Nuclear  Medicine  Institute,  6760 
Mayfield  Rd.,  Cleveland  44124;  five-day  courses; 
dates  upon  request. 

February 

Ohio  State  University  College  of  Medicine,  Con- 
tinuing Medical  Education  Conferences;  for 
details  contact  OSU  Center  for  Continuing 
Medical  Education,  410  W.  10th  St.,  Colum- 
bus 43210: 

ENT  Conference  — February  15,  Stouffer’s 
University  Inn 

Group  Psychotherapy  — Fridays,  February 
16  through  May  4,  Center  for  Tomorrow 
Electromyography  XII  — February  19-22, 
Dodd  Hall  and  Stouffer’s  Inn 
Orthopaedic  Problems  — February  21,  Cen- 
ter for  Tomorrow 

Cleveland  Clinic  Educational  Foundation: 

Drugs  and  Treatment  Techniques  in  Angi- 
ograph,  February  7-8 

Pharmacology  and  Clinical  Effectiveness  of 
Anti-inflammatory  Drugs,  February  21- 
22 

Sports  Medicine,  February  28-March  1 

Fifth  Annual  Infectious  Disease  Conference 
— Office  of  Continuing  Education  (CONMED) 
of  the  University  of  Cincinnati,  at  the  center, 
February  23. 


Publication  deadlines  require  that  no- 
tices of  postgraduate  courses,  in  order  to 
be  published  in  these  columns,  must  be 
received  in  The  Journal  office  at  least  60 
days  before  the  course  is  scheduled  to  be 
given. 


Arrhythmias — Youngstown  Hospital  Associ- 
ation, South  Unit,  February  26,  4:00  p.m.;  Drs. 
A.  V.  Whittaker  and  C.  G.  Battistelli. 

Sixth  Ohio  Intercontinental  Conference  on 
Diagnostic  Medicine  — Ohio  Academy  of  Family 
Physicians;  24  hours  of  instruction,  February  26 
through  March  11. 

March 

Studies  on  the  Regulation  of  Sodium  Balance 
— Veterans  Administration  Center,  4100  W. 
Third  Street,  Dayton  45428,  March  2,  2:30  to 
4:30  p.m.;  lecturer.  Jay  H.  Stein,  M.D.,  Gustav 
Hirsch  Professor  of  Medicine,  at  Ohio  State;  con- 
tact, Hassan  Mehbod,  M.D.,  at  the  center. 

Fourth  Biannual  Short  Course  on  Laser  Safe- 
ty — Sponsored  by  the  Medical  Laser  Laboratory 
and  the  Office  of  Continuing  Medical  Education 
(CONMED)  of  the  University  of  Cincinnati, 
March  5-9,  at  the  University;  contact  Laser  Safe- 
ty Course,  CONMED,  114  Medical  College,  Cin- 
cinnati 45219;  tuition,  $325. 

Eighth  Annual  Cancer  Symposium  — Akron 
City  Hospital,  525  E.  Market  Street,  Akron 
44309;  March  14-15. 

(Continued  on  Page  90) 
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In  the  glaucoma  patient  ^ 
on  cerebral  or  perijiieral  ^ 
vasodilator  therapy  ^ 

no  treatment 

confliet 

reported 


WSaMUIN 


SOXSUPRINE  HC 

the  compatible  vasodilator 


• no  reported  increase  of  intraocular  pressure 

• conflicts  have  not  been  reported  with  miotics, 
corticosteroids,  antihypertensives,  hypoglycemics  or 
diuretics 

In  fact,  there  are  no  known  contraindications  in 
recommended  oral  doses  other  than  it  should  not  be  given 
in  the  presence  of  frank  arterial  bleeding  or  immediately 
postpartum. 


INDICATIONS:  Based  on  a review  of  this  drug  by  the  National 
Academy  of  Sciences-National  Research  Council  and/or  other 
information,  the  FDA  has  classified  the  indications  as  follows: 

Possibly  Effective: 

1.  For  the  relief  of  symptoms  associated  with  cerebral  vascular  insufficiency. 

2.  In  peripheral  vascular  disease  of  arteriosclerosis  obliterans, 
thromboangiitis  obliterans  (Buerger’s  disease)  and  Raynaud’s  disease. 

3.  Threatened  abortion. 

Final  classification  of  the  less-than-effective  indications  requires  further 
investigation. 


COMPOSITION:  Vasodilan  tablets,  isoxsuprine  FICl,  10  mg.  and  20  mg. 


DOSAGE  AND  ADMINISTRATION:  10  to  20  mg.  three  or  four  times  daily. 

CONTRAINDICATIONS  AND  CAUTIONS:  There  are  no  known 
contraindications  to  oral  use  when  administered  in  recommended  doses. 

Should  not  be  given  immediately  postpartum  or  in  the  presence  of  arterial 
bleeding. 

ADVERSE  REACTIONS:  On  rare  occasions,  oral  administration  of  the  drug 
has  been  associated  in  time  with  the  occurrence  of  severe  rash.  When  rash 
appears,  the  drug  should  be  discontinued.  Occasional  overdosage  effects  such 
as  transient  palpitation  or  dizziness  are  usually  controlled  by  reducing  the  dose. 

SUPPLIED: 

Tablets,  10  mg. — bottles  of  100,  1000,  5000  and  Unit  Dose  IVilOQH  W iTiTmTl 
20  mg. — bottles  of  100,  500  and  Unit  Dose  IVIudUJJJ  1 1 1 CUlJ  1 1 

laboratories 
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Educational  Opportunities  in  Ohio  — Continued 


Ohio  State  University  College  of  Medicine,  Con- 
tinuing Medical  Education  Conferences;  for 
details  contact  OSU  Center  for  Continuing 
Medical  Education,  410  W.  10th  St.,  Colum- 
bus 43210: 

Ophthalmology  Conference  — March  5-6, 
Center  for  Tomorrow 

Neurocheniistry  — March  12-15,  Center  for 
Tomorrow 

Neurology  Conference  — March  18,  Center 
for  Tomorrow 

Pediatrics  Clinic  Day,  March  21,  at  Chil- 
dren’s Hospital,  Columbus 
Dermatology  and  Allergy  — March  28,  Cen- 
ter for  Tomorrow 

General  Practice  Seminar  - — March  31 -April 
1,  Center  for  Tomorrow 

Cleveland  Clinic  Educational  Foundation: 

Medical  Progress  and  Its  Relationship  to 
Dentistry,  March  7-8 
Advances  in  Urology,  March  14-15 
Hodgkins  Disease,  Leukemia  and  Lymphoma, 
March  21-22 

Treatment  of  Neurological  Diseases,  March 
28-29 

Cincinnati  VA  Hospital  Annual  Seminar  — 

March  15,  at  the  hospital,  3200  Vine  Street,  Cin- 
cinnati 45220. 

Low  Renin  Hypertension — Youngstown  Hos- 
pital Association,  South  Unit,  March  15,  8:00 
a.m.;  Dr.  Randall  H.  Travis,  assistant  clinical  pro- 
fessor of  medicine.  Case  Western  Reserve  Uni- 
versity. 

Upper  Respiratory  Infections  and  Related 
Diseases — Youngstown  Hospital  Association,  South 
Unit,  March  26,  4:00  p.m.;  Medical  Seminar; 
Drs.  R.  J.  Smith  and  R.  Hoffler. 

Treatment  in  Psychiatrj' — Theory  and  Prac- 
tice — at  the  VA  Hospital,  1000  Brecksville  Rd., 
Cleveland  44141;  cosponsored  by  the  Northwest- 
ern Ohio  Institute  for  Continuing  Medical  Edu- 
cation and  the  Medical  College  of  Ohio  at  Toledo; 
49  hours,  March  26-30. 

April 

As.sociation  of  Physicians  of  the  State  of 
Ohio — Quarterly  meeting,  Cleveland  Psychiatric 
Institute,  April  6;  contact  Virginia  S.  Edwards, 
M.D.,  Secretary,  347  Lexington  Ave.,  Mansfield 
44907. 


Ohio  State  University  College  of  Medicine,  Con- 
tinuing Medical  Education  Conferences;  for 
details,  contact  OSU  Center  for  Continuing 
Medical  Education,  410  W.  10th  Ave.,  Co- 
lumbus 43210: 

Cancer  Symposium,  April  4 

Lederle  Conference,  April  8 

Sex  and  Spinal  Cord  Injuries,  April  12-13 

Plastic  Surgery  in  General  Practice,  April  25 

Anesthesia,  April  27 

Myelomeningocele  Conference,  April  28-29 

Cleveland  Clinic  Educational  Foundation,  9500 
Euclid  Ave.,  Cleveland  44106; 

Current  Topics  in  Clinical  Microbiology, 
April  4-5 

Peripheral  Vascular  Disease,  April  25-26 
Orthopaedic  Surgery,  April  11-12 

The  Ladies  You  Know — Sheraton-Columbus 
Motor  Hotel,  April  8;  jointly  sponsored  by 
Lederle  Laboratories  and  Ohio  Academy  of  Fam- 
ily Physicians  and  Ohio  State  University. 

To  Bypass  or  Not  to  Bypass — Youngstown 
Hospital  Association,  South  Unit,  April  9,  4:00 
p.m.;  Medical  Seminar;  Drs.  J.  L.  Calvin  and  R. 
A.  Weiss. 

Chronic  Glomerular  Disease:  Clinical  Patho- 
logical Correlations  and  Indications  for  Treat- 
ment— Youngstown  Hospital  Association,  South 
Unit,  April  19;  8:00  a.m.;  Dr.  Robert  S.  Post, 
associate  professor  of  medicine,  Case  Western  Re- 
serve University. 

Clinical  and  Laboratory  Estimation  of  Re- 
nal Function — Youngstown  Hospital  Association, 
South  Unit,  April  23,  4:00  p.m.;  Medical  Semi- 
nar; Drs.  R.  A.  Bacani  and  Y.  O.  Sheth. 

Family  Relations  Workshop — April  27-29  at 
Salt  Fork  Lodge,  Cambridge;  sponsored  by  Ohio 
-\cademy  of  Family  Physicians. 

Llniversity  of  Cincinnati  College  of  Medicine 
(CONMED) — Eden  and  Bethesda  Avenues, 
Cincinnati  45219: 

Velo-Pharyngeal  Insufficiency,  May  3 
General  Surgery,  May  16-17 

Internal  Medicine  — Current  Concepts  of 
Clinical  Problems — Cosponsored  by  the 
American  College  of  Physicians,  May 
21-25 
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Educational  Opportunities  in  Ohio  — Continued 


Cleveland  Clinic  Educational  Foundation,  9500 

Euclid  Ave.,  Cleveland  44106: 

Organization  and  Administration  in  Anesthe- 
siology, May  5-6 

Advances  in  Dermatology,  May  9-10 

Newborn  Conference — Ohio  State  University 
College  of  Medicine,  May  2-3,  at  the  Center  for 
Tomorrow;  contact  OSU  Center  for  Continuing 
Medical  Education,  410  VV.  Tenth  Ave.,  Colum- 
bus 43210. 

Endoscopy  and  Gastrointestinal  Bleeding — 
Youngstown  Hospital  Association,  South  Unit, 
May  17,  8:00  a.m.;  Dr.  Reed  T.  Keller,  of  Case 
Western  Reserve  University,  guest  lecturer. 

Cleveland  Society  of  Obstetricians  and  Gyne- 
cologists— Educational  forum  at  the  Cleveland 
Clinic;  March  14,  3:00-6:00  p.m. ; topics.  Stress 
Incontinance,  Ultrasonic  Diagnosis,  Placental 
Morphology,  Cytohormonal  Analysis;  speakers. 
Dr.  Peter  Beck,  University  of  Alberta;  Dr.  H.  I. 


Perlmutter  (Ph.D.j,  Dr.  S.  Aladjem,  Dr.  A.  H. 
Ansari,  and  Dr.  C.  R.  Cowdrey;  6:30  dinner  meet- 
ing at  the  University  Club,  with  Dr.  Beck  speaking 
on  “Surgical  Anatomy  of  Stress  Incontinance  and 
Pelvic  Malignancy.”  Contact  Kathryn  Hoffman, 
M.D.,  806  Rose  Bldg.,  Cleveland  44115. 

Research  in  Esophageal  Repair — Veterans 
Administration  Center,  4100  W.  Third  Street, 
Dayton  45428;  May  18;  2:30  p.m.;  Dr.  Charles  L. 
Cogbill;  A New  Approach  in  the  Treatment  of 
Esophageal  Perforation,  Dr.  Krishna  V.  S.  Rao; 
A New  Treatment  for  Esophageal  Stricture,  Dr. 
Mahood  Mir. 

Internal  Medicine,  Current  Concepts  of 
Clinical  Problems — Sponsored  by  the  American 
College  of  Physicians  and  the  University  of  Cin- 
cinnati College  of  Medicine;  May  21-25  at  the 
Medical  Center,  Cincinnati. 

Digitalis  and  Injured  Heart — Youngstown 
Hospital  Association,  South  Unit,  May  28,  4:00 
p.m.;  Drs.  W.  H.  Bunn,  Jr.,  and  R.  D.  Arnott. 


Chicago  Medical  Society’s 
MIDWEST  CLINICAL  CONFERENCE 

a7jd  the 

Illinois  State  Medical  Society 
ANNUAL  MEETING 

March  25-28,  1973  Conrad  Hilton  Hotel  Chicago 

NOW  BIGGER  AND  BETTER  THAN  EVER 

Progra?7imed  with  the  cooperatio7i  of  30  Specialty  Societies 

• Full-Day  Trauma  Session  • Scientific  and  Technical  Exhibits 

• Fully-Accredited  Instruction  Courses  • Plus  Special  Events  and  Functions 

• Continuous  Medical  Film  Program 

Write  for  Full  Details 

Chicago  Medical  Society,  310  S.  Michigan  Avenue 
Suite  1616 

Chicago,  Illinois  60604 


February,  1973  j 91 


The  When  and  Where  of 
Continuing  Medical  Education 

in  Ohio 


"D  ECENTLY  the  Center  for  Continuing  Medi- 

cal  Educationj  The  Ohio  State  University 
completed  a study  of  educational  needs  of  Ohio 
physicians  in  selected  clinical  conditions  and  pre- 
ferred educational  methods  and  techniques.  Con- 
ferences and  seminars  and  Ohio  Medical  Educa- 
tion Network  broadcasts  offered  by  the  Center 
during  1971-1972  have  been  designed  in  light  of 
the  data  from  this  study.  Results  of  this  study  were 
published  in  the  October,  1972  issue  of  the  OSMA 
Journal,  pages  924-927. 

Even  though  the  topics  and  methods  of  the 
continuing  medical  education  programs  are  now 
more  appropriate,  the  timing  of  the  conferences, 
seminars,  and  workshops  is  not  always  compatible 
with  the  physicians  schedule.  This  report  describes 
the  results  of  an  additional  study  completed  by  the 
Center  for  Continuing  Medical  Education  during 
January-February,  1972,  dealing  with  timing  and 
location  of  continuing  medical  education  confer- 
ences and  seminars. 

Purpose  of  Study 

The  purpose  of  this  study  was  to  determine, 
through  a questionnaire,  preferences  for  timing 
and  location  of  continuing  medical  education  con- 
ferences and  seminars  by  selected  Ohio  physicians. 

Data  were  gathered  in  two  basic  areas: 

1.  The  professional  characteristics  of  the  phy- 
sicians. 

2.  The  physicians’  preferences  as  to  the  tim- 
ing and  location  of  conferences  and  semi- 
nars. 


The  Authors: 

John  C.  Barton,  Ph.D. 

Research  and  Development  Specialist,  Center  for 
Research  and  Development  in  Vocational  and 
Technical  Education,  The  Ohio  State  University 

Robert  B.  Schweikart,  Ph.D. 

Associate  Director,  Center  for  Continuing  Medi- 
cal Education,  The  Ohio  State  University  College 
of  Medicine 

William  G.  Pace  III,  M.D. 

Director,  Center  for  Continuing  Medical  Educa- 
tion, The  Ohio  State  University  College  of  Medi- 
cine 


Sources  and  I'reatment  of  Data 

A questionnaire  incjuiry  method  was  used  in 
gathering  data  for  this  study.  The  physicians  were 
asked  to  give  information  as  to  their  practice  situa- 
tion in  terms  of  type  of  practice  and  organization 
of  practice.  The  physicians  were  also  requested  to 
indicate  their  specialty  from  a list  of  36  specialties. 

In  addition  the  physicians  were  asked  to  give 
their  preferences  as  to  location,  length,  and  pre- 
ferred day  or  days  of  the  week  for  the  continuing 
medical  education  conferences  and  seminars. 

Finally,  the  physicians  were  asked  to  identify 
how  they  heard  about  the  conferences  and  semi- 
nars. 

Distribution  of  Questionnaire  and  Response 

On  January  31,  1972,  the  questionnaire  was 
sent  to  300  Ohio  physicians.  The  300  physicians 
represented  a 2^2  percent  stratified  (by  medical 
specialty)  random  sample  of  the  M.D.  physician 
population  in  Ohio. 

By  March  1,  1972,  over  100  questionnaires 
had  been  returned.  The  questionnaires  were  coded 
so  as  to  identify  the  nonresponders  in  the  event 
follow-up  activity  was  deemed  necessar)'.  Since  an 
initial  response  of  over  30  percent  was  obtained 
no  follow-up  effort  was  planned. 

Treatment  of  Data 

The  object  of  the  treatment  of  data  is  to 
identify  when  and  where  the  responding  physicians 
want  their  continuing  medical  education  confer- 
ences and  seminars  and  how  they  learn  that  the 
programs  will  be  conducted. 

Presentation  of  Data 

Ninety  percent  of  the  responding  physicians 
are  in  private  practice.  Fifty-two  percent  indicated 
they  are  in  solo  practice,  19  percent  are  in  two- 
man  partnerships  while  the  remainder  were  equally 
divided  between  group  practice  and  institutional 
affiliation. 

The  responses  received  represent  nearly  70 
percent  of  the  specialties  surveyed.  In  23  of  the 
36  specialties  included  there  was  a response  of  at 
least  30  percent.  For  example  there  were  64  family 
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Colic?  Diarrhea?  Eczema?  Asthma? 
Rhinorrhea?  Fretfulness?  Fitful  Sleep? 

Soyalac  is  often 
the  answer. 

This  ailing,  wailing  syndrome  in  infants  (and  older 
children)  is  all  too  familiar.  Fortunately,  the  physician 
has  at  his  command  a trusted  ally:  milk-free,  fibre- 
free,  hypo-allergenic  Soyalac. 

Soyalac  is  palatable,  readily  digested  and  assim- 
ilated. It  simulates  human  milk  in  appearance,  taste, 
texture.  It  is  complete  with  vitamins  and  minerals. 

It  is  equally  suitable  for  children  and  adults  allergic 
to  cow's  milk. 

Through  the  years  Soyalac  has  proved  its  value 
— in  promoting  growth  and  development  — as  attested 
by  extensive  clinical  data. 

Free  samples  and  literature  on  request. 

A simple  note  on  your  prescription  form  will  do. 


Now  available  in  3 forms: 
Concentrated  Liquid, 
Ready-to-Serve,  Powdered 


a product  of 

LOMA  LINDA  FOODS 

MEDICAL  PRODUCTS  DIVISION 

RIVERSIDE,  CALIFORNIA  92505 
Mount  Vernon,  Ohio  43050,  U S A. 


physicians  snr\  eyed  with  32  responding,  28  general 
surgeons  with  13  responding,  13  psychiatrists  with 
5 responding,  etc. 

It  should  be  kept  in  mind  that  the  data  may 
reflect  GP  preferences  to  a greater  extent  than 
other  medical  specialties. 

Location  of  Continuing  Medical  Education 
Conferences  and  Seminars 

The  majority  of  the  responding  physicians 
indicated  that  they  prefer  their  programs  be  con- 
ducted at  University  Medical  Centers  (42  percent) 
or  community  hospitals  in  their  area  (41  percent). 
\'ery  few  physicians  indicated  a preference  for 
large  distant  cities  or  remote  lodges  and  retreats. 


Table  1.  Location  of  Continuing  Medical  Education 
Conferences  and  Seminars 


Site 

Number  of 
Responses 

Percentage 

University  Medical  Centers 

42 

42 

Community  Hospitals  in  My  Area  41 

41 

Large  Distant  Cities 

8 

8 

Remote  Lodges  and  Retreats 

9 

9 

Length  of  Continuing  Medical  Education 
Conferences  and  Seminars 

Nearly  40  percent  of  the  responding  physi- 
cians (38  percent)  prefer  one-day  programs  while 
20  percent  prefer  two-day  programs.  An  additional 
20  percent  prefer  three-day  programs.  Programs 
lasting  longer  than  three  days  are  not  as  popular. 


Table  2.  Length  of  Continuing  Medical  Education 
Conferences  and  Seminars 


Day 

Number  of 

Responses  Percentage 

1 day  or  less 

38 

43 

2 days 

20 

22 

3 days 

20 

22 

4 days 

4 

5 

5 days 

5 

6 

6 days  or  more 

2 

2 

Day  of  Week  for  One-Day  Continuing  Medical 
Education  Conferences  and  Seminars 

Table  3 indicates  that  Sunday  is  the  most 
popular  day  for  a one-day  continuing  medical 
education  program,  followed  by  Wednesday,  Sat- 
urday, and  Thursday  in  that  order.  Tuesday  is  the 
least  popular  day. 


Table  3.  Day  of  Week  for  One-Day  Continuing  Medical 
Education  Conferences  and  Seminars 


Day 

Number  of 

Responses  Percentage 

Sunday 

32 

35 

Monday 

5 

6 

Tuesday 

0 

0 

Wednesday 

22 

25 

Thursday 

11 

13 

Friday 

6 

7 

Saturday 

12 

14 

Days  of  the  Week  for  Two-Day  Continuing 
Medical  Education  Conferences  and  Seminars 
Saturday-Sunday  is  the  most  popular  time  for 
two-day  programs  as  reported  by  responding  phy- 
sicians. Wednesday-Thursday  is  next  in  popularity 
followed  by  Thursday-Friday. 


Table  4.  Days  of  the  Week  for  Two-day  Continuing 
Medical  Education  Conferences  and  Seminars 


Days 

Number  of 
Responses 

Percentage 

Sunday-Monday 

6 

8 

Monday-T  uesday 

4 

5 

T uesday-Wednesday 

4 

5 

Wednesday-Thursday 

12 

15 

Thursday-F  riday 

11 

14 

F riday-Saturday 

7 

9 

Saturday-Sunday 

37 

44 

Days  of  Week  for  Three-Day  Continuing  Medical 
Education  Conferences  and  Seminars 
As  shown  in  Table  5,  weekends  remain  a pre- 
ferred time.  Friday  through  Sunday  is  the  most 
popular  time  for  a three-day  program  followed 
by  Monday  through  Wednesday  and  Thursday 
through  Saturday  in  that  order.  The  least  popular 
time  is  Tuesday  through  Thursday. 


Table  5.  Days  of  Week  for  Three-Day  Continuing 
Medical  Education  Conferences  and  Seminars 


Days 

Number  of 
Responses 

Percentage 

Monday  through  Wednesday 

17 

23 

Tuesday  through  Thursday 

0 

0 

Wednesday  through  Friday 

10 

14 

Thursday  through  Saturday 

11 

15 

Friday  through  Sunday 

25 

35 

Saturday  through  Monday 

5 

7 

Sunday  through  Tuesday 

4 

6 

Ways  of  Learning  About  Continuing  Medical 
Education  Conferences  and  Seminars 
By  far  the  greatest  majority  of  responding 
physicians  learn  of  continuing  medical  education 
programs  by  announcements  sent  to  their  office  or 
liome.  No  distinction  or  preference  between  office 
or  home  was  measured  here. 

Table  6.  Ways  of  Learning  About  Continuing  Medical 
Education  Conferences  and  Seminars 


Number  of 

Media  Responses  Percentage 


Word  of  Mouth  from  Colleagues 

3 

3 

Announcements  Mailed  to 
Home/Office 

86 

86 

Notices  in  Journals 

10 

10 

Notices  Newspapers  or  Spot 
.Announcements  on  Radio/TV 

0 

0 

Other  (Hospital  Bulletin  Boards) 

1 

1 

Summary 

The  responding  physicians  prefer  that  their 
continuing  medical  education  conferences  and 
seminars  be  conducted  either  at  University  Medi- 
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we  can  provide 
some  form  of 
health  insurance 
to . . . 


of  OSMA  members — regardless  of  health  history 


Complete  protection  is  available  for  you  and 
your  family  with  the  OSMA  sponsored  Extra 
Cash  Hospital  Plan  and  comprehensive  Major 
Medical  Insurance.  Also  available  to  Ohio  phy- 
sicians are  Disability  Income  Protection,  Practice 
Overhead  Expense  Protection  and  Accidental 
Death,  Dismemberment  and  Disability  Insurance. 
Choose  the  plans  that  fill  your  insurance  needs 
and  send  the  coupon  today  for  complete  de- 
tails. Or  better  yet,  for  immediate  information, 
call  us  collect! 


I have  checked  the  plans  in  which  I am  most  interested.  Please 
send  me  complete  details  on  how  I can  take  advantage  of  this 
high  value  insurance  protection  at  low  group  rates. 

OSMA  SPONSORED  PLANS 

□ EXTRA  CASH  HOSPITAL  □ COMPREHENSIVE  MAJOR 

PLAN  MEDICAL  INSURANCE 

ALSO  AVAILABLE  TO  OHIO  PHYSICIANS 

□ DISABILITY  INCOME  □ PRACTICE  OVERHEAD 

PROTECTION  EXPENSE  PROTECTION 

□ ACCIDENTAL  DEATH,  DISMEMBERMENT  and  DISABILITY 
INSURANCE 
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TREAT  THE  SYMPTOMS  IN  THE  GERIATRIC  PATIENT 


APATHY  • IRRITABILITY 
FORGETFULNESS  • CONFUSION 


Cerebro- 


Niciri 


® 


CAPSULES 


A GENTLE  CEREBRAL 
STIMULANT  & VASODILATOR 
FOR  GERIATRIC  PATIENTS 


CEREBRO-NICIN®  double-blind  study* 
shows  how  some  senile  symptoms  can  be  treated. 
Four  times  as  many  aging  patients  showed 
striking  improvemenL 


Each  CEREBRO-NICIN  capsule  contains: 

Pentylenetetrazole 100  mg.  • Nicotinic  Acid  ...100  mg. 

Ascorbic  Acid  100  mg.  • Thiamine  HCI  25  mg. 

I-Glutamic  Acid  50  mg.  • Niacinamide  5 mg. 

Riboflavin  2 mg.  • Pyridoxine  HCI  3 mg. 

AVAIUBLE:  Bottles  100,  500,  1000 

SIDE  EFFECTS:  Most  persons  experience  a flushing  and  tin- 
gling sensation  after  taking  a higher  potency  nicotinic  acid. 
As  a secondary  reaction  some  will  complain  of  nausea,  sweat- 
ing and  abdominal  cramps.  The  reaction  is  usually  transient. 
INDICATIONS:  As  a cerebral  stimulant  and  vasodilator. 
RECOMMENDED  GERIATRIC  DOSAGE:  One  capsule  three  times 
daily  adjusted  to  the  individual  patient. 

WARNING:  Overdosage  may  cause  muscle  tremor  and  con- 
vulsions. 

CONTRAINDICATIONS:  Epilepsy  or  low  convulsive  threshold. 
CAUTION:  Federal  law  prohibits  dispensing  without  prescrip- 
tion. Keep  out  of  reach  of  children. 


IVr/fe  for  literature  and  samples  . . . 

(■wcWIJb  the  brown  pharmaceutical  CO. 

2500  W.  6th  St.,  Los  Angeles,  Calif.  90057 


*AVAILABLE  ON  REQUEST:  Ronald  I.  Goldberg,  M.D.  & Franklin  I.  Shuman,  M.D 
Double-blind  study  on  the  treatment  of  mentally  confused  patients  Reprintev-i 
^from  the  journal  of  the  American  Geriatrics  Society,  Vol.  XII,  No.  6,  June  1964^, 


cal  Centers  or  at  Community  Hospitals  in  their 
area. 

One-day  programs  conducted  on  Sunday  are 
tiie  most  preferred  programs  according  to  respond- 
ing physicians.  Two-day  programs  conducted  on 
Saturday  and  Sunday  or  three-day  programs  con- 
ducted on  Friday,  Saturday,  Sunday  are  the  next 
popular  lengths  and  times  for  jtrograms. 

Physicians  who  attend  The  Center  for  Con- 
tinuing Medical  Education  programs  learn  about 
them  primarily  via  announcements  mailed  to  their 
homes  or  offices. 

Conclusions 

More  discriminating  research  needs  to  be 
done  to  isolate  more  specifically  the  timing  and 


location  preferences  for  continuing  medical  educa- 
tion itrograms  by  speciality  and  subspeciality 
groups  as  against  those  of  the  family  physician  and 
those  specialists  with  interest  in  general  medicine. 

It  appears  that  institutions,  societies  and  orga- 
nizations conducting  continuing  medical  educa- 
tion programs  should  give  serious  consideration  to 
expanding  their  offering  to  include  week-end  pro- 
gramming. Like  wise,  consideration  should  be 
given  to  offering  more  programs  at  community 
hospitals. 

Those  involved  in  continuing  medical  educa- 
tion should  be  in  constant  communication  with 
physicians  and  other  health  professionals  to  insure 
that  their  educational  offerings  include  the  correct 
topics  at  the  right  time  and  place. 


AVAILABLE  FOR  THE  TREATMENT  OF 

impotence 

due  to  androgenic  deficiency  in  the  American  male. 


DESCRIPTION:  Methyltestosterone  is  17/,’-Hydroxy-17-Methylandrost-4  ei 
3-one. 

ACTIONS:  Methyltestosterone  Is  an  oil  soluble  androgenic  hormone. 

INDICATIONS:  In  the  male:  1.  Eunuchoidism  and  eunuchism.  2.  Male 
climacteric  symptoms  when  these  are  seconlary  to  androgen  deficiency. 
3.  Impotence  due  to  androgenic  deficiency.  4.  Postpuberal  cryptor- 
chidism with  evidence  of  hypogonadism. 

Cholestatic  hepatitis  with  jaundice  and  altered  liver  function  tests,  such 
as  increased  BSP  retention  and  rises  in  SCOT  levels,  have  been  reported 
after  Methyltestosterone.  These  changes  appear  to  be  related  to 
dosage  of  the  drug.  Therefore,  in  the  presence  of  any  changes  in  liver 
function  tests,  drug  should  be  discontinued. 

PRECAUTIONS:  Prolonged  dosage  of  androgen  may  result  in  sodium  and 
fluid  retention.  This  may  present  a problem,  especially  in  patients 
with  compromised  cardiac  reserve  or  renal  disease.  In  treating  males 
for  symptoms  of  climacteric,  avoid  stimulation  to  the  point  of  increas- 
ing the  nervous,  mental,  and  physical  activities  beyond  the  patient's 
cardiovascular  capacity. 

CONTRAINDICATIONS:  Contraindicated  in  persons  with  known  or  sus- 
pected carcinoma  of  the  prostate  and  in  carcinoma  of  the  male  breast. 
Contraindicated  in  the  presence  of  severe  liver  damage. 


Android  1 5 ^ 

Methyltestosterone  N.F.-5  mg. 

Android!  10 

Methyltestosterone  N.F.-10  mg. 

Androicfl  25 

Methyltestosterone  N.F.  -25  mg. 


WARNINGS:  If  priapism  or  other  signs  of  excessive  sexual  stimulation 
develop,  discontinue  therapy.  In  the  male,  prolonged  administration  or 
excessive  dosage  may  cause  inhibition  of  testicular  function,  with 
resultant  oligospermia  and  decrease  in  ejaculatory  volume.  Use  caut- 
iously in  young  boys  to  avoid  premature  epiphyseal  closure  or  pre- 
cocious sexual  development.  Hypersensitivity  and  gynecomastia  may 
occur  rarely.  PBI  may  be  decreased  in  patients  taking  androgens. 
Hypercalcemia  may  occur,  particularly  during  therapy  for  metastic 
breast  carcinoma.  If  this  occurs,  the  drug  should  be  discontinued. 


ADVERSE  REACTIONS:  Cholestatic  Jaundice  * Oligospermia  and  de- 
creased ejaculatory  volume.  • Hypercalcemia  particularly  in  patients 
with  metastic  breast  carcinoma.  This  usually  indicates  progression  of 
bone  metastases.  • Sodium  and  water  retention.  • Priapism  • Virili- 
zation in  female  patients  • Hypersensitivity  and  gynecomastia. 


DOSAGE  AND  ADMINISTRATION:  Dosage  must  be  stricly  individualized, 
as  patients  vary  widely  in  requirements.  Daily  requirements  are  best 
administered  in  divided  doses.  The  following  chart  is  suggested  as  an 
average  daily  dosage  guide. 


INDICATION 


Average  Daily  Dosage 
Tablets 


In  the  male: 

Eunuchoidism  and  eunuchism  10  to  40  mg. 

Male  climacteric  symptoms  and  impotence 

due  to  androgen  deficiency  10  to  40  mg. 

Postpuberal  cryptorchism  30  mg. 


HOW  SUPPLIED:  5,  10.  25  mg.  in  bottles  of  60.  250. 
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MOVE-OUT  STICKY  MUCUS . 


In  asthma,  bronchitis . . . 


"Many  physicians  use  iodides  intravenously  when  they  suspect  that  the  main 
reason  for  airway  obstruction  is  sticky  mucus  but  oral  iodides  are  more 
likely  to  exert  an  expectorant  action.”^ 

"For  the  viscid  sputum,  potassium  iodide  (.  . . preferable  as  enteric  coated 
tablets)  may  be  best.”^ 


Provide  tastefree,  well-tolerated  KI  in  convenient  SLOSOL  coated  tablets  — 


lODO- NIACIN 

Each  SLOSOL  coated  tablet  contains  potassium  COLE  ^ 

iodide  135  mg.  and  niacinamide  hydroiodide  25  mg. 


please  see  next  page  for  prescribing  information  — 


Promote  Productive  Cough- 

"The  productive  cough 
serves  the  necessary 
purpose  of  removing 
excess  mucus  from 
the  bronchial  tree.”^ 

"...  there  is  clear  evidence 
that  the  loosening  of  the  bronchial  mucus 
blanket  must  begin  from  within  the  under- 
lying mucus  glands  where  it  is  anchored 
and  not  from  the  surface.  Complications 
of  iodides  are  too  occasional  to  avoid  the 
use  of  this  valuable  medication.”^ 


Rx  Information: 

INDICATIONS:  The  primary  indication  for  lodo  Niacin  is  in  any  clinical 
condition  where  iodide  therapy  Is  desired.  All  of  the  usual  Indications  for  the 
iodides  apply  to  lodo-Niacin  and  include: 

RESPIRATORY  DISEASE;  The  use  of  lodo-Niacin  is  indicated  whenever  an 
expectorant  action  is  desired  to  increase  the  flow  of  bronchial  secretion  and 
thin  out  tenacious  mucus  as  seen  in  bronchial  asthma,  and  other  chronic 
pulmonary  disease.  lodo-Niacin  has  also  proven  of  value  in  sinusitis,  bron- 
chitis, bronchiectasis,  and  other  chronic  and  acute  respiratory  diseases 
where  the  expectorant  action  of  iodide  is  desired. 

THYROID  DISEASE:  lodo-Niacin  is  indicated  in  any  thyroid  disorder  due  to 
iodine  deficiency,  such  as  endemic  goiter  or  hypoplastic  goiter,  and  where 
hypothyroidism  is  secondary  to  iodine  deficiency.  lodo-Niacin  will  suppress 
mild  hyperthyroidism  completely,  and  partially  suppress  more  severe  hyper- 
thyroid  states.  lodo-Niacin  is  also  of  value  in  suppressing  the  symptoms  of 
hyperthyroidism  and  decreasing  the  size  and  vascularity  of  the  thyroid  gland 
prior  to  thyroidectomy 

ARTERIDSCLERDSIS:  Iodides  have  been  reported  as  relieving  some  of  the 
symptoms  associated  with  arteriosclerosis.  The  mechanism  of  action  is  un- 
known, but  the  effects  are  documented. 

DPHTHALMDLDGY:  lodo-Niacin  has  been  reported  to  be  of  value  in  retinal  and 
vitreous  hemorrhages.  The  mechanism  of  action  is  unknown,  but  absorption 


of  the  hemorrhagic  areas  has  been  observed  following  use  of  this  drug.  It  is 
also  reported  to  be  of  value  in  reducing  or  removing  vitreous  floaters. 

SIDE  EFFECTS:  Serious  adverse  side  effects  from  the  use  of  lodo-Niacin  are 
rare.  Mild  symptoms  of  iodism  such  as  metallic  taste,  skin  rash,  mucous 
memprane  ulceration,  salivary  gland  swelling,  and  gastric  distress  have 
occurred  occasionally.  These  generally  subside  promptly  when  the  drug  is 
discontinued.  Pulmonary  tuberculosis  is  considered  a contraindication  to 
the  use  of  iodides  by  some  authorities,  and  the  drug  should  be  used  with  cau- 
tion in  such  cases.  Rare  cases  of  goiter  with  hypothyroidism  have  been 
reported  in  adults  who  had  taken  iodides  over  a prolonged  period  of  time, 
and  in  newborn  infants  whose  mothers  had  taken  iodides  for  prolonged 
periods.  The  signs  and  symptoms  regressed  spontaneously  after  iodides  were 
discontinued.  The  causal  relationship  and  exact  mechanism  of  action  of 
iodides  in  fhis  phenomenon  are  unknown.  Appropriate  precautions  should  be 
followed  in  pregnancy  and  in  individuals  receiving  lodo-Niacin  for  prolonged 
periods. 

DDSAGE;  The  oral  dose  for  adults  is  two  tablets  after  meals  taken  with  a 
glass  of  water.  For  children  over  eight  years,  one  tablet  after  meals  with 
water.  The  dosage  should  be  individualized  according  to  the  needs  of  the 
patient  on  long-term  therapy. 

HDW  SUPPLIED:  Cole's  lodo-Niacin  tablets  are  available  in  bottles  of  100, 
500  and  1,000.  Slosol  coated  pink.  NDC  55-6458. 


lODO-NIACIIM* 

Each  SLOSOL  tablet  contains  potassium  iodide  135  mg.  and 
niacinamide  hydroiodide  25  mg.  Sig.  fj  tabs,  t.i.d.  p.c. 

References:  1.  Itkin,  I.  H.,  Am.  Fam.  Phys.  4:83,  1971.  2.  Feinber^,  S.  M.,  Consultant 
Sept.,  1971,  pg.  32.  3.  Bookman,  R.,  Ann.  Allerg.  29:367,  1971. 
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“The  history  of  science,  and  in 
particular  the  history  of  medicine  ...is... 

the  history  of  man’s  reactions  to  the 
truth,  the  history  of  the  gradual  revelation 
of  truth,  the  history  of  the  gradual 
liberation  of  our  minds  from  darkness 
and  prejudice.” 

— George  Sarton,  from  “The  History 

of  Medicine  Versus  the  History  of  Art  ” . 


Are  combination  drug 
products  useful  in  treatment 
involving  concomitant  use 
of  two  or  more  drugs? 


62.9% 

Believe  combination  drug 
products  are  useful. 

13.8% 

Do  not  believe  combination  drug 
products  are  useful. 


Are  combination  drug  product 
useful  in  treatment  involving 
concomitant  use  of  two  or  more  drugs! 


Doctor  of  Medicine 


Louis  Lasagna,  M.D. 
Professor  and  Chairman 
Department  of 
I’harmacology  & Toxicology 
University  of  Rochester 
School  of  Medicine 
and  Dentistry 


Obviously,  many  drugs 
are  given  concomitantly. 
Whether  it  makes  sense  to 
combine  medications  in  one 
preparation,  be  it  capsule, 
tablet,  or  liquid,  is  a ques- 
tion that  can  be  answered 
only  by  examining  the  ad- 
vantages and  disadvantages 
in  the  individual  case. 

Among  the  advantages 
is,  first  of  all,  convenience. 
The  more  medications  that 
are  taken  concurrently  and 
the  more  complicated  the 
directions,  the  less  likely 
the  patient  is  to  take  medi- 
cations accurately.  From 
the  standpoint  of  conven- 
ience and  accuracy,  and 
economy  as  well,  you  can 
make  an  important  case  for 
putting  medications  to- 
gether in  one  preparation,  as 
long  as  they  are  compatible. 

By  the  same  token,  when 
you  prescribe  a properly 
tested  and  rational  com- 
bination, you  should  have 
less  worry  about  pharma- 
ceutical or  pharmacological 
compatibility  — and  about 
reasonable  dosage  ratios  as 
well.  Compatibility  of  the 
formulation  should  he  dem- 
onstrated in  the  laboratory 
and  clinic  before  the  ])rod- 
uct  is  available  for  pre- 
scription—which  is  more 
than  can  usually  be  said  for 


the  iDhysician’s  own  spon- 
taneous creations.  And,  the 
dosage  ratios  emi)loyed  in 
rational  precomi)ounded 
combinations  are  designed 
to  meet  the  needs  of  sub- 
stantial numbers  of  “tyifi- 
cal"  [latients. 

There  is  no  doubt  that 
many  “atypical"  i^atients 
are  to  he  found,  and  for 
them  the  prefabricated 
combination  must  he  re- 
jected. But  that  hardly 
argues  for  eliminating  ra- 
tional combinations  from 
the  market.  Think,  for  ex- 
ample, of  the  problems  that 
would  arise  if  the  compo- 
nents of  w'idely  accejited 
combinations,  like  the  oral 
contracc|)tives  and  the  diu- 
retic-anti hypertensives.  al- 
ways had  to  be  i)rescrihed, 
I)urc based  and  ingested 
separately. 

One  disadvantage  that 
comes  to  mind  is  some  doc- 
tors’ unawareness  of  the 
ingredients  a given  combin- 
ation contains.  For  ex- 
ample, a doctor  might  know 
that  a i^atient  is  allergic  to 
aspirin  but  forget  that  a 
certain  analgesic  mixture, 
which  he  knows  only  hy  its 
trade  name,  contains  asjii- 
rin.  His  prescrijition,  then, 
eauses  considerable  dis- 
comfort, to  say  the  least. 
This  problem  is  a function 
of  physician  education, 
rather  than  of  combination 
therapy  as  such.  Improving 
doctors’  knowledge  about 
all  medicaments  they  pre- 
scribe is  a problem  that  de- 
serves tackling  on  its  ow'n. 

Another  accusation  lev- 
eled at  combination  drugs 
is  that  they  encourage 
sloppiness  of  diagnosis  and 
treatment.  In  many  cases, 
however,  a combination 
may  prove  to  be  the  most 
effective  choice.  A good  ex- 


ample of  the  usefulness  of 
combinations  appears  in  a 
recent  article  in  the  Jour- 
nal of  Chronic  Diseases  on 
the  efficacy  and  side  effects 
of  an  ant ihypertensive  con- 
taining three  ingredients, 
in  which  the  track  records 
of  the  combination  drug 
and  the  individual  ingredi- 
ents were  compared.  Inter- 


estingly enough,  whether 


the  drugs  were  given  indi- 
vidually or  together,  inci- 
dence and  severity  of  sifle 
effects  were  the  same.  But 
blood  ])ressure  control  was 
invariably  better  when  the 
drugs  were  taken  in  one 
combination  tablet  than 
when  they  were  taken  sep- 
arately (in  “titratable"  dos- 
age) or  in  two  or  three 
different  tablets. 

Decifling  w'hich  combina- 
tions constitute  rational 
therapy  obviously  leads  to 
a discussion  of  wbo  is  to 
determine  which  should  be 
used  and  which  should  not. 
Realistically,  I think  com- 
binations should  be  evalu- 
ated somewhat  differently 
if  they  are  old  and  estab- 
lished or  new  and  untried. 

In  today’s  regulatory 
atmosphere,  there  is  no 
possibility  of  a new  com- 
bination being  put  on  the 
market  without  a substan- 
tial amount  of  accei^table 
evidence  in  the  form  of 
controlled  trials  that  show 
it  to  be  safe  and  efficacious. 
On  the  other  hand,  I be- 
lieve a different  set  of 
standards  should  aiiply  to 
combination  preparations 
that  have  been  around  for 
a long  time.  In  other  words, 
physician  acceptance  over 
a long  period  should  be 
given  some  weight  as  evi- 
dence of  the  efficacy  and 
safety  of  these  drugs. 

The  FDA,  however,  does 
not  seem  to  share  this  at- 
titude. It  often  requires, 
for  these  older  products, 
controlled  trials  that  will 
monopolize  the  time  of  al- 
ready overtired  investiga- 


tors and  cost  a great  d( 
of  money.  1 wish  we  coi 
agree  on  a “grandfatl 
clause"  approach  to  [jrei 
rations  that  have  been  in  i 
for  a number  of  years  a 
that  have  an  ap|)aren 
satisfactory  track  record 
For  example,  I t hi 
some  of  the  antibiotic  co 
hinations  that  were  takl 
off  the  market  by  the  FI 
lierformed  cjuite  well.  I ;| 
thinking  particularly 
IJcnicillin  - strcptomv(| 
combinations  that  i)atie 
— esi)ecially  surgical  i 
tients  — were  given  in  ( 
injection.  This  made 
less  discomfort  for  the  || 
tient,  less  demand 
nurses’  time,  and  fev 
ojjportunitie.s  for  dosc 
errors.  To  take  sucl 
jjreparation  ofT  the  mar  jjj 
doesn't  seem  to  he  gc 
medicine,  unless  actual 
age  showed  a great  deal 
harm  from  the  inject! 
(rather  than  the  pro 
use)  of  the  combination 
The  point  that  should 
emphasized  is  that  th 
are  both  rational  and  ir 
tional  combinations.  1 
real  question  is,  who  sho 
determine  which  is  whii' 
Obviously,  the  FDA  m 
play  a major  role  in  m 
ing  this  determination, 
fact,  I don’t  think  it 
avoid  taking  the  ultim 
responsibility,  but  it  sho 
enlist  the  help  of  outsjie, 
physicians  and  experts 
assessing  the  evidence  i 
in  making  the  ultimate 
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II  two  meflioations  are 
setl  effectively  to  treat  a 
ertain  condition,  and  it  is 
nown  that  they  are  coni- 
atible,  it  clearly  is  useful 
nd  convenient  to  jirovide 
hem  in  one  dosage  form, 
t would  make  no  sense,  in 
ict  it  would  be  pedantic, 
D insist  they  always  be 
rescribed  separately.  To 
void  the  appearance  of 
edantry,  the  “expert”  de- 
fies the  combination  he- 
ause  it  is  a fixed  dosage 
3rm.  When  the  “expert” 
ivokes  the  conce])t  of  fixed 
osage  form  he  obscures 
ae  fact  that  single-ingre- 
ient  i)harmaceutical  prep- 
rations  are  also  fixefl 
osage  forms.  By  a singular 
?mantic  exercise  he  im- 
lies  a jiejorative  meaning 
) the  term  “fixed  dose” 
nly  when  he  uses  it  with 
?si)ect  to  combinations, 
/hat  is  ignored  is  the  sim- 
le  fact  that  only  in  the 
arest  of  circumstances 
pes  any  physician  attemjat 
) titrate  an  exact  thera- 
?utic  response  in  his  jaa- 
ent.  It  is  quite  j)ossible 
lat  some  aches  anti  jjains 
ill  resjjond  to  .500  mg.  of 
ipirin  yet  that  fact  does 
)t  militate  against  the  us- 
i!  dose  being  650  mg. 
Tbe  other  semantic  ploy 
ten  called  into  play  is  to 
iscribe  a combination 
oduct  as  rational  or  irra- 
)nal. 

Take  antibiotic  mixtures, 
e source  of  much  of  the 
iticism  generated  against 




combinations  generally. 
Obviously,  no  one  should 
be  exposefl  willy-nilly  to 
tbe  potential  side  effects  of 
two  or  three  antibiotics 
when  only  one  is  needed. 
At  the  same  time  there  are 
cases  where  it  is  prudent 
to  prescribe  more  than  one. 
I'be  clinician  is  tbe  judge 
in  these  circumstances,  as 
be  should  be. 

There  is  no  clear  defini- 
tion of  the  word  rational. 
Most  persons,  I suppose, 
w'ould  find  it  synonymous 
with  reasonable,  but  in 
many  circumstances  it 
may  best  be  defined  as  the 
opinion  of  those  in  power 
at  the  moment. 

Other  factors  govern  com- 
bination therapy,  not  the 
least  of  which  has  been  its 
broad  use  by  practicing  phy- 
sicians anxious  to  achieve 
convenience  in  prescribing, 
to  reduce  medication  error, 
and  to  save  money  for  their 
patients.  Combinations 
clearly  have  met  the  test 
on  all  three  counts. 

I have  been  impressed  by 
studies  shovsing  that  the 
rate  of  error  climbs  mark- 
edly w’ith  the  number  of 
meflications  to  be  taken, 
even  with  sophisticated  i)a- 
t i e n t s . When  m e f 1 i c a 1 1 y 
justified,  therefore,  this  fac- 
tor alone  siqiports  the  logic 
of  combination  therapy. 

The  cost  argument  for 
combinations  appears  to  be 
irrefutable.  In  1971.  R.  A. 
Gosselin  studied  the  71 
combination  j^roflucts  (ex- 
cluding oral  contraceifiivesj 
among  the  200  most  pre- 
scribed drugs.  The  study 
found  that  if  all  71  products 
were  discontinued,  and  if 
each  ingredient  in  these 
combinations  were  pre- 
scribefi  separately,  the 
price  of  medicines  to  i^a- 
tients  woulfl  jump  by 
$443,2  million  on  a national 
basis!  At  a time  when  the 
cost  of  medical  care  is  un- 
der so  much  fire,  it  would 
be  nonsensical  to  boost 
costs  without  clearly  irre- 


futable medical  reasons. 

The  part  played  by  gov- 
ernment on  this  question, 
of  course,  is  fundamental. 
The  FDA  should  jday  a 
role  in  determining  which 
combinations  are  reason- 
able. That  role,  as  defined 
by  law  and  regulation,  is  to 
ensure  that  any  medication 
on  the  market  is  safe  and 
effective  in  line  with  its 
label  claims.  Certainly  com- 
binations are  entitled  to  as 
much  consideration  as  sin- 
gle entities  — neither  more 
nor  less.  So  long  as  the  ad- 
dition of  one  drug  to  an- 
other does  not  make  either 
less  safe,  or  less  effective, 
so  long  as  they  are  com- 
I^atihle  in  a formulation, 
we  have  a reasonable  prod- 
uct. It  makes  no  sense  to 
recommend  the  use  of  two 
l^roducts  for  certain  condi- 
tions and  to  deny  their  be- 
ing combined  in  a single 
form.  An  unhappy  side  ef- 
fect of  the  problem  con- 
cerns the  efficacy  panel  dis- 
cussions of  many  products 
submitted  for  review.  The 
term  “effective,  but”  has 
been  freely  interpreted  to 
mean  “ineffective”  in  toto, 
regardless  of  the  merit  of 
the  individual  drugs.  This 
interpretation  has  placed 
numerous  useful  combina- 
tion ijroducts  in  needless 
jeopardy. 

In  reading  the  actual  re- 
ports of  the  review  panels, 
it  seems  clear  that  some  of 
the  ratings  w'ere  based  less 
on  scientific  research  and 
clinical  observation  than  on 
the  “informed”  opinions  of 
the  panelists.  These  “in- 
formed” o))inions  were  ac- 
cepted  at  face  value,  while 


the  “informed”  opinions  of 
others  who  had  used  the 
jjroducts  were  rejected.  All 
of  this  put  combination 
products  into  a sort  of 
scientific  never-never  land. 

It  should  be  kept  in  mind 
by  all,  government  as  well 
as  others  involved  in  our 
health  care  system,  that 
advances  in  therapy  are 
seldom  made  in  leaps  and 
bounrls  but  rather  by  small 
))ainstaking  steps— and  that 
some  of  these  steps  have  re- 
sulted from  research  in 
combination  drugs  as  well 
as  with  single  entities. 
Given  the  near-infinite  bio- 
logic variation  in  jjatient 
response,  this  is  hardly  sur- 
prising  to  clinicians.  It 
should  not  be  to  regulatory 
agencies  either. 

In  the  end,  the  practicing 
physician  is  in  the  best 
position  to  decide  if  a par- 
ticular combination  makes 
sense.  Such  a decision 
shoidd  not  be  made  exclu- 
sively by  those  whose  re- 
sponsibility for  continuing 
clinical  care  is  limited. 
Clinicians  are  the  best 
judges  of  efficacy  because 
the  ultimate  proof  of  any 
jjroduct's  effectiveness  is 
acceptance  by  physicians 
who  have  observed  its  ac- 
tions in  patients  over  time. 
The  corollary  statement 
may  be  marie  about  over- 
the-counter  medicines, 
which  would  not  long  sur- 
vive if  they  failed  to  afforrl 
the  relief  the  user  antici- 
pates. That  the  antihista- 
mine in  a “cold”  remedy 
may  not  alu'ays  be  neces- 
sary is  no  reason  to  proscribe 
the  combination  generally. 


Opinion  G^Dialogue 

What  is  your  opinion,  doctor? 

We  would  welcome  your  comments. 


The  Pharmaceutieal  Manufacturers  Association 
1155  Fifteenth  Street,  N.W.,  Washington,  D.C.  20005 


MINOCIN*  made  the  difference  in  just  eight  dayst 


Clinical  Data: 

Patient:  47-year-old  male. 

Diagnosis:  Severe  pyoderma,  left  hand. 
Culture:  Staphylococcus  aureus,  coagulase 
positive  and  sensitive  to  MINOCIN. 
Temperature:  102°  F 
Therapy:  MINOCIN  Minocycline  HOI  Cap- 
sules, 1 00  mg:  200  mg  stat,  1 00  mg  every  1 2 
hours.  Medication  began  9/7/71 . By  fourth 
day,  temperature  was  normal  and  pustular 
lesions  considerably  improved.  Last  dose 
taken  9/14/71. 

Concomitant  therapy:  None.t 


Semisynthetic 

MINOQN 

MINOCYCLINE  HQ 

Capsules,  1 00  mg:  2 stat,  1 q 1 2 h. 


Indications:  For  the  treatment  of  susceptible  infections; 
e.g.,  E.  coli,  D.  pneumoniae.  For  full  list  of  approved  indica- 
tions consult  labeling. 

Contraindications:  Hypersensitivity  to  any  tetracycline. 
Warnings:  The  use  of  tetracyclines  during  tooth  develop- 
ment (last  half  of  pregnancy,  infancy  and  childhood  to  the 
age  of  8 years)  may  cause  permanent  discoloration  of  the 
teeth  (yellow-gray-brown).  This  is  more  common  during 
long-term  use  but  has  been  observed  following  repeated 
short-term  courses.  Enamel  hypoplasia  has  also  been  re- 
ported. Tetracyclines,  therefore,  should  not  be  used  in  this 
age  group  unless  other  drugs  are  not  likely  to  be  effective 
or  are  contraindicated.  In  renal  impairment,  usual  doses  may 
lead  to  excessive  accumulation  and  liver  toxicity.  Under 
such  conditions,  use  lower  total  doses,  and,  in  prolonged 
therapy,  determine  serum  levels.  Photosensitivity  manifested 
by  an  exaggerated  sunburn  reaction  has  also  been  observed 
in  some  individuals  taking  tetracyclines.  Advise  patients 
apt  to  be  exposed  to  direct  sunlight  or  ultraviolet  light  that 
such  reaction  can  occur,  and  discontinue  treatment  at  first 
evidence  of  skin  erythema.  Studies  to  date  indicate  that 
photosensitivity  does  not  occur  with  MINOCIN  Minocycline 
HCI.  In  patients  with  significantly  impaired  renal  function, 
the  antianabolic  action  of  tetracycline  may  cause  an  increase 
in  BUN,  leading  to  azotemia,  hyperphosphatemia,  and  aci- 
dosis. CNS  side  effects  (lightheadedness,  dizziness,  vertigo) 
have  been  reported,  may  disappear  during  therapy,  and 
always  disappear  rapidly  when  drug  is  discontinued.  Caution 
patients  who  experience  these  symptoms  about  driving  vehi- 
cles or  using  hazardous  machinery  while  taking  this  drug. 
Pregnancy:  In  animal  studies,  tetracyclines  cross  the  pla- 
centa, are  found  in  fetal  tissues,  and  can  have  toxic  effects 
on  the  developing  fetus  (often  related  to  retardation  of 
skeletal  development).  Embryotoxicity  has  been  noted  in 
animals  treated  early  in  pregnancy.  Safety  of  use  during 
human  pregnancy  has  not  been  established.  Newborns,  in- 
fants and  children:  All  tetracyclines  form  a stable  calcium 
complex  in  any  bone-forming  tissue.  Prematures,  given  oral 
doses  of  25  mg. /kg.  every  6 hours,  demonstrated  a decrease 


in  fibula  growth  rate,  reversible  when  drug  was  discontinued. 
Tetracyclines  are  present  in  the  milk  of  lactating  women  who 
are  taking  a drug  of  this  class. 

Precautions:  Use  may  result  in  overgrowth  of  nonsusceptible 
organisms,  including  fungi.  If  superinfection  occurs,  institute 
appropriate  therapy.  In  venereal  diseases  when  coexistent 
syphilis  is  suspected,  darkfield  examination  should  be  done 
before  treatment  is  started  and  blood  serology  repeated 
monthly  for  at  least  four  months.  Because  tetracyclines  have 
been  shown  to  depress  plasma  prothrombin  activity,  patients 
on  anticoagulant  therapy  may  require  downward  adjustment 
of  such  dosage.  Test  for  organ  system  dysfunction  (e.g., 
renal,  hepatic  and  hemopoietic)  in  long-term  use.  Treat  all 
Group  A beta  hemolytic  streptococcal  infections  for  at  least 
10  days.  Avoid  giving  tetracycline  in  conjunction  with  peni- 
cillin. 

Adverse  Reaction:  Gl:  (with  both  oral  and  parenteral  use): 
anorexia,  nausea,  vomiting,  diarrhea,  glossitis,  dysphagia, 
enterocolitis,  inflammatory  lesions  (with  monilial  overgrowth) 
in  anogenital  region,  Sk/n.-  maculopapular  and  erythematous 
rashes.  Exfoliative  dermatitis  (uncommon).  Photosensitivity 
is  discussed  above  (“Warnings").  Renal  toxicity:  rise  in  BUN, 
dose-related  (see  "Warnings").  Hypersensitivity  reactions: 
urticaria,  angioneurotic  edema,  anaphylaxis,  anaphylactoid 
purpura,  pericarditis,  exacerbation  of  systemic  lupus  ery- 
thematosus. In  young  infants,  bulging  fontanels  have  been 
reported  following  full  therapeutic  dosage,  disappearing 
rapidly  when  drug  was  discontinued.  Blood:  hemolytic  ane- 
mia, thrombocytopenia,  neutropenia,  eosinophilia.  CNS:  (see 
"Warnings.")  When  given  in  high  doses,  tetracyclines  may 
produce  brown-black  microscopic  discoloration  of  thyroid 
glands;  no  abnormalities  of  thyroid  function  studies  are 
known  to  occur. 

NOTE:  Concomitant  therapy:  Antacids  containing  aluminum, 
calcium,  or  magnesium  impair  absorption;  do  not  give  to 
patients  taking  oral  minocycline.  Studies  to  date  indicate 
that  absorption  of  MINOCIN  is  not  notably  influenced  by 
foods  and  dairy  products. 


* Indicated  in  infections  due  to  susceptible  organisms.  Culture  and  sensitivity  testing  recommended.  Tetracylines  are  not  the  drugs  ol 
choice  In  the  treatment  of  any  staphylococcal  infection.  tCase  Report,  Clinical  Investigation  Department,  Lederle  Laboratories. 
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Early  Services  Available  for  Blind  Children 


For  the  information  of  physicians  who 
may  wish  to  contact  one  of  the  several 
branches  of  this  service  in  Ohio,  the  following 
article  has  been  prepared  for  The  Journal  by 
Richard  Schuricht,  Program  Specialist,  Chil- 
dren’s Services,  Bureau  of  Serv'ices  for  the 
Blind. 

' I 'HE  HABILITATION  or  rehabilitation  of  a 
blind  child  is  most  effective  if  the  child  is 
worked  with  at  an  earl)-  age.  It  is  for  this  reason 
that  the  Ohio  Rehabilitation  Services  Commission, 
through  the  Bureau  of  Services  for  the  Blind, 
maintains  a Children’s  Sercices  Unit. 

Birth  to  16  years  is  the  age  range  of  children 
served  by  Children’s  Services  Consultants.  Within 
this  range  perhaps  the  most  neglected  years  are 
from  birth  to  5 or  6 years,  developmentally  the 
most  critical  years  of  growth.  The  reasons  for  this 
are  that  few,  if  any,  formal  services  are  actually 
available  and  because  the  visual  problems  are  not 
recognized  or  reported.  By  ages  5 or  6 the  visual 
problem  is  recognized  because  of  educational  re- 
quirements and  it  is  assumed  the  child  will  be 
worked  with  by  the  local  school  district. 

\Vhen  a child  becomes  known  to  a consultant 
he  is  eligible  for  a div'ersity  of  services  depending 
upon  individual  need.  Since  the  unit  functions 
without  case  service  funds  or  the  ability  to  pur- 
chase service,  everything  offered  must  be  on  a 
personal  basis. 

For  clarity  the  consultant’s  work  can  be  di- 
vided into  four  areas. 

First  is  work  directly  with  the  child.  Such 
services  would  include  instruction,  counseling,  and 
assistance  in  locating  resources  such  as  aids  or 
appliances  or  camp. 

Work  with  parents  is  second.  This  includes 
counseling  with  regard  to  the  acceptance  of  a blind 
child,  instruction  in  things  to  do  with  the  child 
particularly  in  the  areas  of  concept  development, 
body  image,  spatial  or  environmental  awareness 
and  premobility  skills.  Also,  the  consultants  would 
help  find  resources  of  various  types  such  as  written 
educational  materials  or  rehabilitation  programs 
in  the  local  areas  which  may  benefit  the  child. 

Third,  the  consultants  would  work  with  agen- 
cies or  other  professionals.  Such  work  would  be 
centered  on  helping  in  the  understanding  of  the 
problems  of  blindness,  locating  instructional  re- 
sources and,  if  requested,  training  staff  in  pro- 
cedures which  would  benefit  the  child. 

Finally,  the  consultants  are  involved  in  public 


relations;  speakhig  engagements,  case  finding,  and 
the  general  development  of  resources  in  their  re- 
spective communities. 

The  physician  who  knows  of  a blind  child,  or 
any  blind  individual,  is  invited  to  contact  the 
Bureau  of  Serxices  for  the  Blind  in  his  area,  or 
have  a member  of  the  famil\-  make  the  contact. 

Following  are  the  area  offices  where  contact 
may  be  made. 

Mr.  John  Duran,  Area  Supervisor 
Miss  Carol  Krug,  Children’s  Consultant 

400  Citizens  Saving  Building 
110  Central  Plaza  South 
Canton  44702 

Phone:  216-492-8894 

Mr.  Kenneth  Kramer,  Area  Supervisor 

Miss  Jane  Teeters,  Children’s  Consultant 

905  Enquirer  Building 

617  Vine  Street 

Cincinnati  45202 

Phone:  513-852-3223 

Mr.  Joseph  Sullivan,  Area  Supervisor 
Miss  Patricia  Stone,  Children’s  Consultant 
Second  Federal  Savings  & Loan 
.Association  Building 
Suite  502 

335  Euclid  .Avenue 
Cleveland  44114 
Phone:  216-579-2930 

Mr.  Herman  Reinke,  Area  Supervisor 
Mr.  Neil  Murphy,  Children’s  Consultant 
Suite  #316 

683  East  Broad  Street,  Columbus  43215 
Phone:  614-469-7730 

Mr.  Philip  Sekola,  Area  Supervisor 
Mrs.  Melda  Silberman,  Children’s  Consultant 
604  Reibold  Building 
1 1 7 South  Alain  Street,  Dayton  45402 
Phone:  513-228-6188 

Mr.  Joseph  Stahl,  .Area  Supervisor 
Miss  Eileen  Petrie,  Children’s  Consultant 
206  Joseph  Building 
Dorr-Secor  Shopping  Center 
1450  Secor  Road,  Toledo  43607 
Phone:  419-536-8334 

Mr.  James  Babb,  .Acting  Area  Supervisor 

401  Zwelling  Building 
421-423  Main  Street 
Zanesville  43704 
Phone:  614-454-9719 
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Not  too  little,  not  too  much... 
but  just  right! 

"Just  right”  amounts  of  llosone  Liquid  250 
can  be  dispensed  easily  from  the  pint  bottle  in  any  quantity 
you  specify  to  meet  your  patients’  precise  needs — 
without  regard  to  package  size. 

Ilo^neXiquid  250 

Erythr\xT\\cin  Estolate 

(equivalent  to  250  mg.  of  base  per  5-ml.  teaspoonful) 

Additional  information  available 
to  the  protession  on  request. 

Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 
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Clinical-Pathologic  and  Medicolegal  Aspects 
of  Coronary  Artery  Disease 


Gordon  K.  Murphy,  M.D. 


TT  IS  THE  DUTY  of  the  pathologist  to  be  con- 
cerned  not  only  with  the  study  of  disease  itself, 
but  always  with  the  clinicopathologic  correlation 
between  the  living  patient  and  the  evidence  of 
disease  he  sees  in  the  laboratory,  under  the  micro- 
scope, and  at  the  autopsy  table.  Nowhere  is  this 
more  true  than  in  the  study  of  coronary  artery 
disease,  myocardial  infarction,  and  sudden  cardiac 
death.  For  here,  the  pathologist’s  gross  and  lab- 
oratory findings  and  his  knowledge  of  the  medico- 
legal implications  of  coronary  disease  may  prove 
most  helpful  to  the  clinician  in  dealing  with  these 
challenging  and  often  frustrating  problems. 

Having  worked  in  both  the  autopsy  and  clini- 
cal pathology  services  at  Miami  Valley  Hospital 
in  Dayton,  as  well  as  in  the  Montgomery  County 
(Ohio)  Coroner’s  Office,  I have  felt  that  it  would 
now  be  rewarding  to  review  briefly  for  pathologists 
and  clinicians  alike  the  established  pathology  of 
coronary^  disease  and  sudden  cardiac  death,  and 
to  bring  to  their  attention  important  recent  devel- 
opments in  these  areas. 

In  so  doing,  I shall  concentrate  my  attention 
in  three  main  areas. 

1.  Briefly,  I shall  review  the  nature,  patho- 
genesis, and  clinical  presentation  of  atherosclerotic 
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heart  disease  and  myocardial  infarction.  With  re- 
gard to  diagnosis,  I shall  emphasize  especially  my 
recent  study  regarding  the  accuracy  of  our  pre- 
dicting acute  myocardial  infarction  by  electro- 
cardiogram (EKG)  in  this  hospital,  as  shown  by 
analysis  of  EKG  findings  in  autopsy-proven  cases 
of  acute  myocardial  infarction. 

2.  I shall  discuss  some  of  the  newer  biochem- 
ical and  histopathologic  technics  available  to  the 
pathologist  for  detection  of  very  early  myocardial 
infarction  at  autopsy. 

3.  Finally,  I shall  consider  the  important  sub- 
ject of  sudden  une.xpected  cardiac  death  (SUCD). 
By  using  another  recent  study  of  mine  (this  one 
from  the  Montgomery  County  Coroner’s  Office), 
I shall  reiterate  some  of  the  most  important  points 
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regarding  this  entity.  I shall  mention  some  of  its 
medicolegal  implications,  and  shall  comment  on 
our  accuracy  of  predicting  SUCD  in  these  cases 
from  history'  alone,  compared  with  figures  estab- 
lished in  autopsy-proven  cases  of  SUCD  in  the 
Montgomery  County  Coroner’s  Office  during  the 
same  period. 

Atherosclerotic  Heart  Disease 

Just  as  heart  disease  is  the  leading  cause  of 
death  in  the  United  States,  so  coronary  heart 
disease,  especially  the  atherosclerotic  type,  is  the 
chief  form  of  fatal  cardiac  disease.  A U.  S.  Gov- 
ernment study  in  1958  indicated  that  atheroscler- 
otic heart  disease  was  responsible  for  78  percent 
of  all  cardiac  deaths  in  white  males,  66  percent 
in  white  females,  and  appro.ximately  50  percent 
of  these  figures  for  nonwhites.* 

Regarding  the  pathogenesis  of  atherosclerotic 
coronary  artery  disease,  many  constitutional,  en- 
vironmental, chemical,  and  histopathologic  pro- 
cesses are  felt  to  be  contributory. 

Predisposing  factors  are  felt  to  include:  dis- 
turbances of  lipid  metabolism  (particularly  signifi- 
cant are  elevation  of  serum  cholesterol  and  beta 
lipoprotein),  obesity,  diabetes  mellitus,  hyperten- 
sion, emotional  stress,  familial  factors,  and  ciga- 
rette smoking. 

Investigation  of  the  histopathologic  sequence 
of  the  development  of  coronary  atherosclerosis  has 
yielded  a generally  accepted,  but  still  somewhat 
controversial  picture.  Lipid  seen  beneath  the  in- 
tima  of  coronary  arteries  is  felt  by  some  to  have 
been  primarily  deposited  there.  It  is  felt  by  others 
to  have  originated  in  the  media  of  the  vessels  as 
a result  of  degenerative  processes.  Coronary'  athero- 
sclerosis begins  early  in  life;  we  see  early  athero- 
sclerosis at  autopsy  in  young  children.  Whatever 
the  exact  process  involved  in  the  development  of 
of  atherosclerosis,  the  result  is  narrowing  of  the 
\essel  lumen,  the  narrowing  itself  often  being 
eventually  responsible  for  cardiac  disease  and  clini- 
cal symptoms.  Necrosis  in  the  intimal  plaques, 
with  “rupture”  of  lipid  onto  the  intimal  surface, 
provides  a roughened  endothelial  surface  which 
predisposes  to  superimposed  coronary  thrombosis 
and  its  associated  problems. 

Clinically,  atherosclerotic  coronary  artery  dis- 
ease may  be  entirely  asymptomatic,  or  it  may  be- 
come manifest  in  one  or  more  of  four  general 
ways:  (1)  angina  pectoris ; (2)  so-called  “coronary- 
insufficiency” ; (3)  myocardial  infarction;  and 

(4)  sudden,  unexpected  cardiac  death.  Common 
to  all  of  these  is  narrowing,  or  compromise  of  tlie 
coronary  arterial  lumen,  with  reduction  of  myo- 
cardial blood  flow.  The  heart  normally  extracts 
about  60  to  70  percent  of  the  available  oxygen 
from  the  blood  perfusing  it.  If  the  oxygen  de- 


mands of  the  myocardium  are  increased  by  tachy- 
cardia, increased  systolic  pressure,  or  increased  ino- 
tropic effect,  the  heart  must  adjust  to  provide  for 
them.  It  does  so  by  two  means:  immediately,  by 
a temporary  shift  to  anaerobic  metabolism  or 
chronically,  by  the  formation  of  additional,  or 
collateral  channels  of  flow.  Pain  is  the  primary 
symptom  indicating  that  the  heart  cannot  meet 
these  increased  demands  for  oxygen.2  If  they  can- 
not be  met,  not  only  pain,  but  death  of  heart 
muscle  (myocardial  infarction)  or  even  SUCD 
may  result. 

Myocardial  Infarction 

This  brings  us  now  to  the  clinical  entity  of 
myocardial  infarction.  We  are  all  familiar  with 
the  term,  but  what  does  it  mean?  I shall  use  it 
to  mean  irreversible  anoxic  damage  to,  and  death 
of,  cardiac  muscle.  It  may  be  evident  by  clinical 
symptoms,  clinical  examination,  laboratory  tests, 
at  autopsy,  or  by  a combination  of  these  means. 

Just  as  the  pathogenesis  of  myocardial  in- 
farction is  not  entirely  clear,  so  the  clinical  and 
pathologic  events  during  the  evolution  of  myo- 
cardial infarction  remain  largely  unknown.  This 
is  important,  because  the  patient’s  symptoms  and 
the  resultant  treatment  are  based  upon  these  as 
yet  incompletely  understood  events.  One  cannot 
study  evolving  myocardial  ischemia  or  infarction 
at  the  metabolic  level  in  living  man.  Experimental 
models  are  thus  found  in  animals,  particularly  in 
dogs,  where  experimental  occlusion  or  ligation  of 
a coronary  artery  or  arteries  have  been  employed 
to  induce  acute  myocardial  infarction. 

Oxygen  deficiency  is  the  primary'  cause  of 
cell  death  in  ischemic  injury.  The  crucial  event  at 
the  subcellular  level  seems  to  be  damage  to  mito- 
chondria, with  inability  of  the  cell  to  maintain 
its  integrity.  There  is  then  increased  cell  mem- 
brane permeability,  and  leakage  into  the  plasma 
of  electrolytes  and  enzymes  that  signal  anoxic 
damage.  These  may  be  helpful  diagnostic  indi- 
cators of  acute  myocardial  infarction. 

In  the  dog  with  experimental  ligation  of  a 
coronary  artery,  EKG  changes  appear  within  eight 
to  ten  seconds  after  the  onset  of  ischemia,  with 
the  switch  to  anerobic  metabolism.  In  the  dog, 
temporary  coronary  occlusion  up  to  18  minutes 
is  surx’ivable  without  demonstrable  gross  or  micro- 
scopic evidence  of  myocardial  cell  death.  After  20 
minutes,  the  first  irreversible  changes  are  seen.  At 
40  minutes,  about  50  percent  of  the  cells  in  the 
involved  area  are  dead,  and  at  one  hour,  almost 
100  percent  are  dead.  What  causes  the  changes 
actually  to  become  irreversible  is  not  known.  This 
irreversible  injury  is  detectable  only  by  special 
technics  in  the  first  hour,  but  by  six  hours  gross 
and  light  microscopic  changes  are  evident.  The 
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area  of  irreversible  injury  is  then,  by  our  usual 
pathologic  technics,  an  acute  myocardial  infarc- 
tion. It  must  be  remembered  that  a myocardial 
infarction  is  a dynamic  focus  of  changing  metabo- 
lism and  morphologic  findings,  which  is  never 
static  until  complete  healing  takes  place.^ 

Diagnosing  Myocardial  Infarction 

The  technics  and  the  clinical  art  of  diagnos- 
ing acute  myocardial  infarction  are  very  familiar 
to  most  clinicians,  so  I shall  comment  only  briefly 
on  a few  aspects  of  diagnosis. 

Regarding  clinical  presentation,  the  identifi- 
cation of  the  high  risk  patient  from  clinical  and 
laboratory  data  is  a subject  in  itself.  Significant 
factors  include  family  history,  lipid  studies,  the 
EKG  (particularly  with  regard  to  certain  ventri- 
cular arrythmias),  and  evidence  of  cardiac  en- 
largement. It  has  been  noted  by  Knight  that, 
“Any  person  with  a heart  in  excess  of  420  grams 
is  at  risk  in  the  context  of  sudden  death  even  where 
the  coronary  arteries  are  completely  free  from 
disease.”'^  In  a patient  actually  experiencing  an 
acute  myocardial  infarction,  it  is  not  yet  known 
whether  the  clinical  onset  of  symptoms  represents 
the  moment  when  pathologic,  metabolic,  or  EKG 
changes  occur. 

Studies  of  prodromal  symptoms  have  shown 
that  between  15  percent  and  50  percent  of  patients 
hospitalized  with  acute  myocardial  infarction  have 
characteristic  prodromal  symptoms,  of  which  chest 
pain  is  by  far  the  most  common.  Solomon  found 
an  incidence  of  65  percent,  the  highest  yet  re- 
ported. We  shall  later  see  the  sharp  contrast  be- 
tween this  figure  and  that  seen  with  SUCD.  It  is 
felt  by  Solomon  that  not  only  the  presence  of 
angina,  but  a change  in  its  pattern  should  be 
viewed  with  concern. 

Regarding  activity  at  the  time  of  an  acute 
myocardial  infarction,  he  found  that  23  percent 
of  patients  were  in  bed,  70  percent  engaged  in 
their  usual  activity,  and  only  5 percent  in  “un- 
usual activity.”  In  considering  stress  preceding 
acute  myocardial  infarction,  he  found  a low  in- 
cidence of  unusual  stress  in  the  preceding  weeks. 
This  is  in  contrast  to  some  other  studies  which 
have  shown  a high  incidence  of  unusual  stress, 
and  it  emphasizes  the  difficulty  of  evaluating  en- 
vironmental factors  in  myocardial  infarction.  Un- 
fortunately, 50  percent  of  deaths  from  acute  myo- 
cardial infarction  take  place  before  the  subject 
can  be  hospitalized.^  Death  may  be  secondary  to 
the  infarction  itself  or  to  any  of  its  several  com- 
plications. 

Regarding  laboratory  diagnosis,  we  are  all 
familiar  with  the  classical  or  typical  enzyme  pat- 
terns to  be  expected  in  a fully  developed  myo- 
cardial infarction.  Serum  glutamic  oxaloacetic 


transaminase,  lactic  dehydrogenase,  and  crea- 
tine phosphokinase  are  the  enzymes  most  often 
used  in  diagnosing  and  evaluating  acute  and 
evolving  myocardial  infarction.  Other  enzymes 
relatively  specific  for  heart  muscle  have  been 
studied  and  employed,  but  are  neither  so  con- 
sistently elevated  nor  so  practical  to  determine. 
It  should  be  emphasized  that,  depending  on  the 
extent  of  myocardial  infarction,  the  time  of  sam- 
pling, and  coexistent  disease,  enzymes  may  not  be 
diagnostic.  Other  processes,  such  as  congestive 
heart  failure,  liver  disease,  skeletal  muscle  dam- 
age, and  pulmonary  embolism,  may  cause  enzyme 
elevations  that  may  mimic  or  disguise  those  of 
myocardial  infarction. 

The  EKG  is  perhaps  the  diagnostic  modality 
most  relied  upon  by  many  to  establish  or  exclude 
the  diagnosis  of  acute  myocardial  infarction.  Fow- 
ler cautions,  however,  regarding  the  limitations  of 
EKG  findings.  He  states  that,  “While  there  is 
seldom  no  change  in  the  EKG  following  acute 
myocardial  infarction,  the  changes  are  often  non- 
diagnostic, perhaps  in  as  many  as  40-50  percent 
of  patients.”®  Zinn  and  Cosby,  however,  found 
diagnostic  changes  in  about  80  percent  of  EKG’s.^ 
Hurst  states  that,  “.  . . careful  studies  of  serial 
(EKG’s)  correlated  with  pathologic  findings  indi- 
cate . . . accuracy  of  diagnosis  of  acute  infarction 
no  more  than  70-80  percent,  and  . . . likely  less 
than  80  percent  with  old  healed  infarctions.”® 

The  point  regarding  caution  is  well  taken,  for 
the  EKG  like  any  test  is  subject  to  errors  in  tech- 
nic, artifacts,  superimposed  changes  of  other  dis- 
ease, and  errors  or  uncertainties  of  interpretation. 
However,  in  the  last  year  or  two,  there  have  been 
some  rather  spirited  and  heated  discussions  in  this 
hospital  between  cardiologists  and  pathologists  in 
particular,  regarding  the  accuracy  of  the  EKG 
vs  that  of  the  autopsy  in  the  diagnosis  of  acute 
myocardial  infarction.  Let  it  suffice  to  say  that 
there  are  limitations  and  pitfalls  in  both,  and  that 
false  positive  and  false  negative  diagnoses  may 
result.  Diagnosis,  therefore,  must  often  be  a co- 
operative venture.  Let  us  look  briefly  at  my  recent 
study  of  this  question,  and  then  at  some  new  path- 
ologic technics  for  the  early  postmortem  diagnosis 
of  acute  myocardial  infarction. 

Postmortem  Diagnosis 

The  case  material  was  a series  of  103  con- 
secutive autopsy  cases  coded  as  “myocardial  in- 
farction” in  the  files  of  the  Miami  Valley  Hospital 
Diagnostic  Laboratories  during  the  period  from 
.August  1968  through  October  1971.  Seventy-five 
of  these  cases  were  subsequently  found  suitable 
for  further  study,  all  having  a gross  and  micro- 
scopic autopsy  diagnosis  of  acute  myocardial  in- 
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farction.  In  making  a final  correlation  between 
the  clinical  records  of  these  patients,  including 
EKG’s,  and  the  autopsy  findings,  59  cases  were 
found  to  ha\e  data  sufficient  for  a valid  correla- 
tion. 

This  consisted  of  ( 1 ) an  autopsy  diagnosis  of 
acute  myocardial  infarction  supported  by  both 
gross  and  microscopic  findings,  and  (2)  at  least 
one  EKG  “positive”  for  acute  myocardial  infarc- 
tion at  any  time  during  hospitalization  or,  if  all 
EKG’s  were  “negativ’e,”  the  final  EKG  having 
been  run  within  24  hours  prior  to  death.  The 
latter  condition  was  imposed  in  order  to  deal  with 
the  potential  objection  that,  in  the  case  of  a “false 
negative”  EKG,  an  acute  myocardial  infarction 
perhaps  “really”  did  occur  some  days  or  weeks 
antemortem,  but  no  EKG  was  subsequently  taken 
soon  enough  antemortem  to  demonstrate  it. 

A correlation  was  established  in  one  of  three 
categories  as  shown  in  Table  1,  and  the  final  re- 
sults are  as  seen  in  Table  2.  The  total  percentage 
of  affirmative  diagnoses  of  acute  myocardial  in- 
farction (+  “positive”  and  ± “suggestive”)  of 
86  percent  compares  very  favorably  with  that 
found  in  similar  studies.®'®  There  were,  on  the 
other  hand,  undoubtedly  more  instances  of  “false 
positive”  EKG  diagnoses,  but  there  was  no  prac- 
tical way  to  retrieve  these  uncoded  cases  from 
the  autopsy  material. 

It  must  be  recognized  that  there  are  numer- 
ous factors  in  a patient  with  evolving  myocardial 
infarction  which  may  make  the  EKG  diagnosis 
difficult  or  impossible.  These  include  the  location 
of  the  infarct  (eg,  posterior  wall),  and  arrythmias 
such  as  left  bundle  branch  block  (LBBB)  and 
ventricular  fibrillation  (VFib).  Table  3 lists  fig- 
ures regarding  the  EKG’s  run  in  all  of  the  “false 
negative”  cases.  Study  of  the  right-hand  column 
reveals  that  all  manifested  in  one  or  more  EKG’s, 


Table  1.  EKG-Autopsy  Correlations 

EKG  Readings  Correlation 

“A.M.I.”  or  “consistent  with”  ( -t-  ) 

Possible,  suggests,  probable,  compatible 

with,  consider  “A.M.I.”  ( tt ) 

No  mention  of  “A.M.I.”  false  ( — ) 


Table  2.  Accuracy  of  EKG  in  Autopsy  Proven-Acute 
Myocardial  Infarction 


Correlation 

No.  of 
Cases 

Total 

(4-) 

28 

47.6%) 

( ± ) 

23 

38.9%) 

= 86%  -f 

false  ( — ) 

8 

13.5% 

= 14%  - “false” 

Additional : 

False  ( -b  ) 

EKG  (read 

“A.M.I.”  without 

pathologic  evidence  of  . 

. .)  2 cases. 

Table  3.  Details  of  “False  Negative”  EKG’s 


Case 

No. 

No.  No. 
EKG’s  Days 

Last  EKG 
.Antemortem 

i EKG  Diagnosis 

13 

2 

2 

Same  day 

RBBB,  LAD,  1°  Blk,  PVC’s 

41 

1 

1 

30  min. 

A.  Fib.,  LBBB,  PVC’s 

46 

4 

5 

1 day 

V.  Fib.  (terminal) 

49 

2 

1 

1 % hours 

V.  Fib.  (terminal) 

55 

1 

3 

Uncertain 

V.  Tachy.,  Idiov.  Rhy. 

66 

5 

3 

Same  day 

Occ.  PVC,  V.  Fib.  (term.) 

71 

2 

14 

Same  day 

LAD,  V.  Fib.  (terminal) 

75 

6 

23 

Agonal 

LBBB,  V.  Fib.  (terminal) 

A.  Fib.  = atrial  fibrillation. 

1°  Blk  = first  degree  block. 

Idiov.  Rhy.  = idioventricular  rhythm. 

LAD  = left  axis  deviation. 

LBBB  = left  bundle  branch  block. 

PVC’s  = premature  ventricular  contractions. 
RBBB  = right  bundle  branch  block. 

V.  Fib.  = ventricular  fibrillation. 

V.  Tachy.  = ventricular  tachycardia. 

Occ.  = occasional. 


though  not  necessarily  the  final  one  antemortem, 
arrythmia(s)  which  may  have  contributed  to  the 
cardiologist’s  failure  to  diagnose  acute  myocardial 
infarction  from  these  tracings. 

Of  a series  of  141  myocardial  infarctions 
studied  by  Horn,  29  percent  had  coronary  athero- 
sclerosis only,  45  percent  had  coronary  thrombosis, 
and  39  percent  mural  hemorrhage,  the  latter  two 
usually  superimposed  on  severe  atherosclerosis.^  In 
general,  those  patients  with  thrombosis  characteris- 
tically have  unifocal,  transmural  infarction,  while 
those  with  atherosclerosis  only  have  multifocal 
and  (or)  subendocardial  infarction. 

It  is  instructive  in  this  regard  to  refer  again 
to  my  autopsy-EKG  study,  and  to  make  a further 
correlation,  this  between  the  coronary  lesion  and 
infarct  found  at  autopsy,  and  the  accuracy  of 
diagnosis  by  EKG. 

It  will  be  seen  from  Table  4 that  of  those 
cases  positively  ( + ) diagnosed  by  EKG,  approxi- 
mately two  thirds  had  recent  coronary  thrombosis 
and,  usually,  a unifocal,  transmural  myocardial  in- 
farction. Exactly  the  opposite  pertained  with  re- 
gard to  the  “suggestive”  ( ± ) and  “false  nega- 
tive” groups,  where  only  about  one  third  had 
recent  coronary  thrombosis  and  transmural  infarc- 
tion, and  about  two  thirds  had  nonthrombotic 
coronary  artery  disease  and  patchy,  often  multi- 
focal, subendocardial  myocardial  infarction. 

The  conclusion  to  be  drawn  is  perhaps  an 
obvious  one,  but  nevertheless  it  bears  reemphasis. 
The  acute  myocardial  infarction  most  readily  diag- 
nosed by  EKG  is  one  in  which  there  is  a recent 
coronary  thrombosis,  with  complete  or  near- 
complete  luminal  occlusion  and  transmural  death 
of  cardiac  muscle  in  a well-defined  area.  Those 
cases  with  superficial,  multifocal  ischemic  changes 
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due  to  severe  coronary  disease  only  are  diagnosed 
with  considerably  more  difficulty. 

The  overall  percentage  of  thrombotic  vs  non- 
thrombotic  coronary  disease  is  also  instructive,  for 
the  percentage  of  thrombosis  in  this  study  is  con- 
siderably higher  than  that  found  in  the  SUCD’s 
listed  below.  This  considerable  difference  will  be 
further  emphasized  later.  The  increased  incidence 
of  coronary  thrombosis  with  increased  length  of 
survival  has  been  noted  also  in  other  studies,  and 
is  alluded  to  by  some  who  believe  that  thrombosis 
is  very  often  an  event  secondary  to  acute  myo- 
cardial infarction  and  reduced  coronary  flow, 
rather  than  the  primary  event  in  initiating  in- 
farction.^ 

The  morphologic  identification  of  the  earliest 
stages  of  myocardial  ischemia  and  myocardial  in- 
farction at  autopsy  remains  a pressing  challenge 
to  the  pathologist,*^  and  particularly  to  the  forensic 
or  coroner’s  pathologist.  Sudden  death  can  result 
from  myocardial  ischemia.  If  death  is  rapid,  an 
early  infarct  may  not  be  demonstrable  at  autopsy. 
Its  presence  can  be  presumed  from  circumstantial 
evidence  only.  Caution  is  necessary,  however,  for 
the  presence  of  fresh  thrombus  does  not  prove 
coexistent  myocardial  infarction,  or  vice  versa.'* 

At  autopsy,  gross  changes  of  myocardial  in- 
farction will  not  be  seen  for  12  to  20  hours  after 
the  onset  of  irreversible  changes  in  the  myocar- 
dium, though  diagnostic  microscopic  changes  may 
be  apparent  in  six  to  eight  hours.  We  need,  there- 
fore, a simple,  rapid,  reliable  histological  or  his- 
tochemical  technic,  not  affected  by  postmortem 
autolysis,  to  show  acute  myocardial  infarction  in 
its  earliest  phases.***  This  need  is  particularly  vital 
in  medicolegal  cases,  where  the  demonstration  of 
an  early  infarction,  especially  in  the  presence  of 
less-than-severe  coronary  disease,  along  with  the 
history  may  be  of  vital  importance  in  ruling 
cause  and  manner  of  death.  It  may  make  the  dif- 
ference between  a ruling  of  “natural”  vs  “acci- 
dental,” “natural”  vs  “homicide,”  or  “natural” 
vs  “therapeutic  misadventure.”  The  latter  question 
might  arise  in  a death  during  or  after  anesthesia 


and  surgery,  where  the  demonstration  of  an  oc- 
cult, early,  preoperative  myocardial  infarction 
might  be  of  vital  importance. 

Zugibe  reported  a method  for  the  detection  of 
very  early  myocardial  infarction  utilizing  changes 
in  the  ionic  ratio  of  potassium  and  sodium  in 
myocardial  cells.  The  normal  intracellular  potas- 
sium/sodium ratio  is  usually  1.1  or  more/ 1.0.  With 
anoxic  damage,  however,  potassium  leaks  out  and 
sodium  moves  in,  lowering  the  ratio.  This  pro- 
cess occurs  normally  during  electrical  depolariza- 
tion of  the  cell,  but  normally  the  ratio  is  quickly 
restored  by  the  so-called  “sodium  pump.”  Experi- 
ments in  dogs  with  coronary  artery  occlusion  in- 
duced experimentally  showed  in  40  percent, 
changes  in  ionic  balance  detectable  by  biochemical 
technics  as  early  as  ten  minutes  after  the  onset  of 
ischemia.  Such  studies  are  performed  by  homogen- 
izing the  muscle  in  de-ionized  water,  centrifuging, 
and  analyzing  the  supernatant  for  the  ions.  With 
myocardial  infarction,  the  ratio  of  potassium/ 
sodium  will  drop  to  0.7  or  less/ 1.0.  It  is  extremely 
useful  for  at  least  the  first  24  hours  of  infarction, 
and  is  not  affected  by  autolysis.  But,  since  there 
are  no  gross  clues  as  to  which  areas  of  myocardium 
to  sample,  the  method  is  subject  to  sampling 
error.  *2 

The  myocardium  is  very  rich  in  enzymes, 
which  catalyze  the  normal  aerobic  metabolism  of 
the  myocardium  to  produce  energy  from  carbo- 
hydrate. Particularly  important  and  abundant  are 
the  dehydrogenases,  though  they  are  not  specific 
for  myocardium.  Various  macro-  and  micro-enzyme 
technics  utilize  specific  strains  for  enzymes,  on  the 
premise  that  ischemic  or  dead  myocardial  cells  will 
have  lost  enzymes,  and  will  not  take  the  enzyme 
stains,  while  intact,  viable  cells  will.  An  example 
is  the  Nitro  BT  stain  for  dehydrogenases  (eg, 
malate  and  succinic  dehydrogenases) . The  tech- 
nics are  relatively  rapid,  involving  application  of 
stain  to  a gross  slice  of  heart  muscle  at  autopsy, 
incubation,  and  gross  evaluation  of  the  result.  They 
are,  however,  extremely  susceptible  to  autolysis, 
particularly  with  regard  to  staining  for  lactic 


Table  4.  Coronary  Lesion-Infarct  and  Accuracy  of  EKG 


Correlation 

Recent  Thrombosis 
(Transmural  Myo- 
cardial Infarction) 

(%) 

ASHD-Nonthrombotic 
(Subendocardial  Myo- 
cardial Infarction) 
(%) 

Embolic  Vegetation 
(Mitral  Prosthesis) 
(%) 

( + ) 

60.7 

35.7 

3.6 

( ± ) 

30.5 

69.5 

— 

False  ( — ) 

37.5 

62.5 

— 

Total 

45.8 

52.5 

1.7 

SUCD  generally 

accepted  figures 

20.0 

80.0 

25  autopsies,  Montgomery 

County 

Coroner’s  Office,  1971 

(14  Cor. 

Dis.  and  11  A.M.I.) 

28.0 

72.0 
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dehydrogenase.  Sampling  error  is  also  a considera- 
tion. The  technics  are  useful  for  two  to  four  days 
after  the  onset  of  infarction,  but  require  normal 
heart  muscle  as  a control.** 

A new  enzyme  technic  with  great  promise  is 
the  HBFP  stain  (hemato.xylin-basic  fuchsin-picric 
acid) . It  is  a selective  stain  for  early  ischemic  myo- 
cardium or  skeletal  muscle,  but  stains  neither  nor- 
mal nor  grossly  infarcted  (necrotic)  muscle. 

The  tissue  is  fixed  in  formalin,  paraffin  sec- 
tions are  made,  and  the  tissue  then  stained  first 
with  alum  hematoxylin  (a  mordant),  then  with 
basic  fuchsin,  and  finally  decolorized  with  picric 
acid-acetone  solution.  There  are  a few  critical  pro- 
cedural and  technical  details,  particularly  the 
length  of  the  decolorization  step. 

Normal  myocardium  with  decolorization  loses 
its  affinity  for  basic  fuchsin,  and  takes  the  light 
brown  stain  of  picric  acid.  Ischemic  myocardium 
is  not  decolorized,  and  stains  with  brilliant  red 
basic  fuchsin  as  early  as  30  minutes  after  the  onset 
of  irreversible  anoxia.  After  six  hours  the  number 
of  fibers  staining  begins  to  decrease,  and  continues 
to  decrease  with  necrosis  and  repair.  This  stain 
shows  well  early  ischemic  changes  undetectable  by 
other  methods,  and  ischemic  areas  (“extension”) 
at  the  periphery  of  an  older  infarction.  Early  re- 
sults with  the  HBFP  stain  in  our  laboratory  have 
been  most  satisfactory. 

There  are  also  more  specialized  stains  for 
other  substances  indicative  of  ischemic  myocardial 
damage.  These  include  immunofluorescent  micro- 
scopic stains  for  immune  gamma  globulin,  intra- 
cellular C-reactive  protein,  and  fibrinogen.  They 
are,  however,  presently  suited  only  for  research 
work.*** 

Sudden  Unexpected  Cardiac  Death 

Fowler  defines  sudden  death  as,  “.  . . that 
which  occurs  unexpectedly  and  from  natural 
causes  in  a person  who  was  previously  in  apparent 
good  health.”  About  10  to  15  percent  of  all  deaths 
in  the  United  States  are  sudden,  unexpected  nat- 
ural deaths,®  and  many  come  under  the  jurisdic- 
tion of  the  coroner  or  medical  examiner.  The 
great  majority  of  these  deaths  are  a result  of  cor- 
onary disease,  as  are  virtually  all  of  the  instan- 
taneous ones.  The  common  denominator  in  all  is 
significant  coronary  artery  disease,  usually  athero- 
sclerosis, but  not  necessarily  myocardial  infarction. 
There  is  terminal  hypoxia,  usually  secondary  to  a 
cardiac  arrythmia  or,  less  often,  to  myocardial  in- 
farction.^ With  myocardial  infarction,  severe  oc- 
clusive coronary  artery  disease  is  found  most  often, 
then  thrombosis  in  a considerably  smaller  number 
of  patients. 

While  it  is  popularly  thought  that  sudden 
cardiac  death  often  results  from  “coronary  throm- 


bosis,” fresh  thrombi  are  found  in  only  about  20 
percent  of  SUUD’s,  and  occlusive  atherosclerosis 
only  in  about  80  percent.*^  A correspondingly  low 
percentage  of  SUCD’s  have  myocardial  infarction 
demonstrable  by  our  present  methods.  The  great 
majority  do  not  have  myocardial  infarction. 

It  surprises  man\-  to  learn,  or  to  realize,  that 
sudden  death  from  coronary  artery  disease  is  often 
the  first  and  only  sign  of  its  presence,  there  ap- 
parently having  been  no  prodromata.  Myerburg, 
in  a series  of  1,348  SUCD’s,  found  that  only  26 
percent  had  known  coronary  disease,  33  percent 
had  undiagnosed  symptoms,  and  that  in  41  per- 
cent, SUCD  was  the  first  and  only  sign  of  cor- 
onary artery  disease.*^ 

The  Framingham  Study  revealed  that  50  per- 
cent of  SUCD’s  had  no  previous  clinical  evidence 
of  coronary  heart  disease.*®  Many  such  individuals 
have  had  recent  physical  examinations,  EKG’s, 
and  other  tests,  and  have  been  pronounced  in 
good  health.  This  again  emphasizes  the  limitations 
of  our  present  diagnostic  methods. 

Studies  of  activity  being  engaged  in  by  these 
individuals  at  the  time  of  SUCD  are  very  interest- 
ing, and  are  again  at  v’ariance  with  the  impres- 
sions of  many  regarding  the  relationship  of  emo- 
tion and  exertion  to  SUCD.  Spain  reported  that 
only  2.2  percent  of  SUCD’s  were  engaging  in 
anything  but  normal  activity;  the  overw'helming 
majority  died  at  home.*® 

Apart  from  the  fact  of  death  per  se,  SUCD 
has  vital  medicolegal  implications.  Especially  in 
the  previously  asymptomatic  patient,  establishing 
a ruling  of  “natural”  rather  than  “suicide”  or 
“accident,”  and  particularly  when  death  occurs 
in  a questionable  setting,  may  be  of  great  impor- 
tance. When  sudden  death  occurs  in  a driver  at 
the  wheel  of  an  automobile  or  while  piloting  an 
airplane,  others  may  also  be  killed  or  injured.  The 
demonstration  of  an  acute,  natural  cardiac  death, 
rather  than  negligence  or  accident,  is  again  of 
great  potential  importance.  The  public  interest 
was  also  serv’ed  when  the  post-crash  autopsy  of 
an  airline  pilot  disclosed  a SUCD,  and  brought 
to  light  failure  to  report  preexisting  cardiac  disease 
to  aviation  medical  examiners.  It  led  thus  to  more 
stringent  enforcement  of  medical  investigation  and 
reporting  procedures  for  aircraft  crews. *^ 

In  the  Montgomery  County  Coroner’s  Of- 
fice, we  do  not  perform  autopsies  on  the  vast 
majority  of  apparently  natural  deaths  in  adults, 
because  of  lack  of  authority  and  limitations  of 
time  and  personnel.  These  cases  are  termed  “sign- 
outs.”  In  such  cases,  a trained  investigator  takes 
a medical  history,  if  possible  from  both  the  at- 
tending physician  and  the  family.  The  body  is 
brought  to  the  coroner’s  morgue,  where  the  path- 
ologist evaluates  the  history,  requesting  additional 
information  if  necessary,  and  makes  a detailed 
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external  examination  of  the  body.  If  there  is 
nothing  to  indicate  other  than  a natural  cause  of 
death,  the  death  certificate  is  “signed  out,”  with- 
out an  autopsy,  usually  as  “acute  myocardial  fail- 
ure, secondar)-  to  degenerative  cardiovascular 
disease.” 

I have  wondered  in  the  past  if  we  are  not 
over-diagnosing  SUCD  by  history'  and  inspection 
alone.  Thus,  I have  performed  a study  of  all  of 
our  “sign-outs”  in  1971,  and  of  all  of  our  autopsy- 
proven  SUCD’s  in  the  same  period,  comparing  the 
respective  figures  with  two  objects  in  mind.  They 
were  (1)  to  compare  our  figures  in  SUCD  “sign- 
outs”  with  those  from  other  studies,  and  (2)  to  de- 
termine if  the  “sign-out”  diagnosis  is  being  abused. 

Table  5 details  in  horizontal  headings  the  cir- 
cumstances in  which  the  subjects  were  found  and, 
on  the  vertical  axis,  the  cardiac  history  as  percent- 
ages of  all  those  in  which  such  history'  could  be 
obtained.  The  percentage  of  those  with  a history 
of  past  cardiac  disease  and  (or)  symptoms  is  small 
in  comparison  with  that  found  by  Solomon  in  his 
group  of  patients  hospitalized  with  myocardial  in- 
farction.^ It  is  also  obvious  that  only  a very  small 
number  (2  percent)  of  these  individuals  died  sud- 
denly during  strenuous  exercise  (usually  active 
sports).  Of  those  dying  during  moderate  exercise, 
ranging  from  carrying  out  trash  to  driving  a car, 
41  percent  had  no  history  of  previous  cardiac 
disease,  SUCD  being  apparently  the  first  and  only 
evidence  of  cardiac  disease.  The  figure  is  identical 
to  that  previously  cited  from  Myerburg.^^  Of  those 
found  at  home  or  dead  on  arrival,  a moderate-to- 
large  number  had  a history  of  previous  coronary 
heart  disease  or  symptoms. 

In  Table  6,  it  may  be  seen  that  there  is  in 
general  a close  correlation  between  the  circum- 


stances in  SUC^D  as  determined  by  coroner’s  au- 
topsies, and  those  found  in  a large  number  of  cases 
(“sign-outs”)  assigned  the  postmortem  diagnosis  of 
SUCD  after  historical  and  external  examination 
alone.  The  correlation  in  the  “died  in  sleep”  and 
“mild-moderate  exercise”  categories  are  poorer  be- 
cause of  the  natural  inclination  of  the  pathologist 
for  various  reasons  not  to  perform,  and  to  perform 
an  autopsy,  respectively,  in  these  two  sets  of  cir- 
cumstances. 

Thus,  it  is  my  conclusion  that  the  “sign-out” 
diagnosis  of  SUCD  is  not  being  abused  but  rather, 
that  this  diagnosis  is  being  made  with  considerable 
accuracy  in  most  cases  from  a careful  history'  and 
external  examination  of  the  body  alone.  Neverthe- 
less, an  autopsy  is  still  preferable  if  doubt  exists 
regarding  the  cause  and  manner  of  death,  and  if 
there  are  no  medicolegal  contraindications. 

The  problems  of  coronary  heart  disease,  myo- 
cardial infarction,  and  sudden  cardiac  death  are 
closely  interrelated  and  multifaceted  ones.  Their 
study  and  solution  require  the  cooperation  of  the 
clinician,  cardiologist,  pathologist,  and  epidemiolo- 
gist. New  technics  for  their  study  include:  case- 
finding and  identification;  new  diagnostic  tools 
such  as  angiography,  lipid  studies,  and  cardiac 
catheterization;  mobile  and  hospital  coronary  care 
units;  monitors;  and  coronary  b)pass  surgery. 
Hopefully,  by  employing  these  technics  in  con- 
junction with  the  pathologist’s  diagnostic  methods, 
we  can  further  elucidate  and  help  to  solve  these 
most  pressing  of  medical  problems. 

Sumniary' 

The  pathologist  has  the  opportunity  to  make 
vital  clinicopathologic  correlations  in  the  complex 


T.\ble  5.  History  and  Circumstances  of  Sudden  Cardiac  Deaths,  Montgomery  County  Coroner’s  Office  in  1971  from 

356  “Signouts,”  of  which  248  (70%)  were  “AMF-DCVD” 
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and  pressing  problems  of  coronary  heart  disease, 
myocardial  infarction,  and  sudden  unexpected 
cardiac  death.  Coronary  heart  disease  is  the  lead- 
ing cause  of  cardiac  death  in  the  United  States. 
Its  pathogenesis  is  comple.x,  and  its  eventual  effect 
is  often  progressi\e  myocardial  ischemia,  with 
death  of  heart  mmscle  (myocardial  infarction). 
Diagnosis  must  often  be  a cooperative  effort  be- 
tween clinician  and  pathologist.  The  EKG  is  an 
important  diagnostic  modality,  with  generally  a 
high  rate  of  accuracy  in  the  diagnosis  of  acute 
myocardial  infarction.  New  histochemical  and 
microscopic  technics  may  be  of  great  assistance  to 
the  pathologist  in  diagnosing  early  myocardial  in- 
farction inapparent  by  the  usual  means.  Sudden 
unexpected  cardiac  death  is  a common  and  vex- 
ing problem,  which  has  vital  medicolegal  implica- 
tions. Many  patients  so  affected  were  previously 
as\Tnptomatic.  Sudden  cardiac  death  may  be  diag- 
nosed postmortem  with  considerable  accuracy  from 
a searching  histor)-  and  external  examination  of 
the  body  alone,  but  autopsy  confirmation  is  pref- 
erable whenever  possible. 
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^ ED  CELL  SODIUM  IN  HYPERTHYROIDISM.  — A simple  method 
of  measuring  red  cell  sodium  has  shown  that  about  90  percent  of  thyro- 
toxic jtatients  have  values  above  the  upper  limit  of  the  normal  range.  Patients 
taking  0.3  mg  of  L-thyroxine  daily  were  found  to  have  a significantly  higher 
mean  value  for  red  cell  sodium  than  that  of  the  normal  controls.  It  is  suggested 
that  patients  taking  this  amount  of  thyroxine  may  be  hypermetabolic.  The 
determination  of  red  cell  sodium  may  prove  useful  as  a measure  of  the  peri- 
pheral action  of  thyroid  honnone.  — A.  W.  G.  Goolden,  M.B.;  Diana  Bate- 
man; and  Susan  Torr,  B.Sc.,  London:  British  Medical  Journal,  2:552-554, 
June  5,  1971. 
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Sustained  Isometric  Handgrip 


A Useful  Bedside  Maneuver 


Nallan  C.  Ramakrishna,  M.D.* 


HE  ADVENT  OF  EACH  new  cardiovascular 
diagnostic  technic  has  led  to  a broadened 
foundation  for  verification  and  refinement  of  the 
technic  of  physical  examination  enabling  the  astute 
physician  to  use  physiologic  principles  to  enhance 
his  diagnostic  acumen.  Thus,  for  example,  cardiac 
catheterization  has  helped  to  define  the  relation- 
ships between  variations  of  splitting  of  the  second 
heart  sound  and  intracardiac  pressures.  Recogni- 
tion and  characterization  of  wall  motion  disorders 
with  the  radarkymogram,  with  isotope  angiocardi- 
ograms, and  with  left  ventricular  cineangiograms 
has  facilitated  clinical  detection  of  dyskinesis  in 
patients  with  acute  myocardial  infarction  and 
hence  provided  the  clinician  with  an  additional 
important  diagnostic  sign  of  this  disorder. 

In  part  as  an  outgrowth  of  exercise  testing 
and  pharmacologic  stress  testing  of  the  cardio- 
vascular system,  a new  technic,  isometric  hand- 
grip, has  been  used  to  enhance  further  the  value 
of  physical  examination  of  the  heart.  Isometric 
handgrip,  a simple  bedside  physiologic  stress  test, 
can  be  used  to  characterize  and  differentiate  the 
origin  of  several  murmurs  and  to  detect  impaired 
ventricular  performance. 

Sustained  isometric  handgrip  promptly  ele- 
vates systematic  arterial  pressure,  increases  heart 
rate,  and  augments  cardiac  output.  These  changes 
regress  quickly  when  handgrip  is  released.  The 
physiologic  response  to  sustained  isometric  hand- 
grip appears  to  be  mediated  by  reflex  mechanisms. 
Resulting  changes  in  the  peripheral  vascular  re- 
sistance impose  an  acute  stress  on  the  left  ven- 
tricle by  increasing  afterload. 

The  test  is  performed  with  the  use  of  a com- 
mercially available  Handgrip  Dynamometer.  The 
patient  is  asked  to  squeeze  the  dynamometer  with 
the  maximum  force  he  can  exert.  After  the  extent 
of  maximum  voluntary  contraction  has  been  de- 
termined and  the  patient  has  rested,  he  is  then 
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instructed  to  initiate  and  maintain  handgrip  at  25 
to  50  percent  of  the  maximal  force  for  a period 
of  two  to  three  minutes.  Graphic  recordings  of 
heart  sounds,  the  electrocardiogram,  or  hemody- 
namic measurements  can  be  obtained  to  supple- 
ment auscultation  performed  during  the  inteiv^al 
in  which  handgrip  is  sustained.  When  a dyna- 
mometer is  not  available,  the  test  can  be  per- 
formed by  asking  the  patient  to  squeeze  the  ex- 
aminer’s hand  for  the  desired  inteixal. 

Although  the  test  is  safe,  caution  should  be 
e.xercised  when  it  is  used  in  patients  with  coronary 
artery’  disease.  The  acute  stress  imposed  can  lead 
to  the  precipitation  of  angina  or  serious  arrhyth- 
mias. Hence,  testing  such  patients  should  be  per- 
formed with  concomitant  monitoring  of  the  elec- 
trocardiogram and  emergency  equipment  should 
be  a\ailable  for  correction  of  serious  arrhythmias. 

Isometric  handgrip  is  helpful  in  differentiat- 
ing systolic  murmurs  of  aortic  and  mitral  origin. 
The  murmur  of  aortic  stenosis  becomes  less  intense 
because  the  gradient  across  the  aortic  valve  is 
reduced.  In  contrast,  the  holosystolic  murmur  of 
mitral  regurgitation  increases  in  intensity  due  to 
the  increase  in  regurgitation  secondary  to  in- 
creased afterload. 

In  patients  with  the  prolapsing  posterior 
mitral  leaflet  syndrome  (click-murmur  syndrome), 
the  late  systolic  murmur  may  be  elicited  by  iso- 
metric handgrip.  If  the  murmur  is  already  present 
at  rest,  it  may  intensify,  and  its  duration  may  be 
prolonged  by  this  maneuver.  In  patients  with  this 
syndrome,  the  click  often  moves  nearer  to  the 
first  heart  sound  during  isometric  handgrip. 

Handgrip  increases  the  intensity  of  the  dia- 
stolic murmur  of  aortic  regurgitation.  Hence,  it  is 
useful  in  distinguishing  aortic  regurgitant  mur- 
murs from  pulmonic  regurgitant  murmurs,  which 
are  not  altered  by  handgrip. 

Handgrip  may  intensify  the  diastolic  rumble 
of  mitral  stenosis  because  tachycardia  reduces 
filling  time  and  therefore  the  pressure  gradient 
across  the  mitral  valve  increases. 

Sustained  isometric  handgrip  is  helpful  in 
distinguishing  the  Austin  Flint  murmur  associated 
with  aortic  regurgitation  from  the  presystolic 
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rumble  of  mitral  stenosis.  The  Austin  Flint  mur- 
mur in  patients  with  moderately  severe  aortic 
regurgitation  is  presystolic  in  timing.  As  regurgi- 
tation becomes  severe,  the  murmur  becomes  mid- 
diastolic due  to  the  increase  of  left  ventricular 
end  diastolic  pressure  resulting  in  closure  of  the 
mitral  valve  before  the  end  of  the  diastolic  period. 
Thus,  with  the  hand  grip  test,  the  presystolic 
inunnur  of  the  Austin  Flint  type  shifts  to  mid- 
diastole in  contrast  to  the  murmur  of  mitral 
stenosis,  which  becomes  louder  without  change 
in  timing. 

In  patients  with  either  ischemic  heart  disease 
or  primary'  myocardial  disease,  atrial  or  ventricular 
gallops  which  may  be  absent  at  rest  can  be  elicited 


by  isometric  handgrip.  The  acute  stress  induced 
by  the  maneuver  results  in  the  production  of 
filling  sounds,  ie,  the  atrial  and/or  ventricular 
gallops,  because  of  decreased  ventricular  com- 
pliance. 

Suniiiiary 

Isometric  handgrip  is  a simple  diagnostic 
maneuver  which  can  prov'ide  useful  information 
at  the  bedside  and  in  the  diagnostic  laboratory. 
It  is  of  value  in  detecting  valvular  and  myo- 
cardial disease  and  in  elucidating  their  nature  and 
extent.  It  represents  an  excellent  example  of  the 
application  of  physiologic  principles  in  the  clinical 
setting  to  improve  cardiovascular  diagnosis. 


E.N.T.  Case  of  the  Month 

Andrew  W.  Miglets,  Jr.,  M.D.* 


This  20-year-old  man  was  struck  in  the  nose 
four  hours  before  he  was  brought  to  your  office. 
There  is  only  slight  swelling  over  his  nasal  bridge, 
but  he  has  comj^lete  nasal  obstruction  due  to  two 
soft  red  masses  which  fill  each  side  of  his  nose 
(Fig.  1). 

X-ray  films  reveal  a linear,  nondisplaced  frac- 
ture of  the  right  nasal  bone. 

What  is  your  diagnosis  and  how  should  this 
be  treated? 

fSee  p.  129  of  this  issue  for  further  information 
and  discussion.) 


*Dr.  Miglets,  Columbus,  is  Assistant  Professor  of 
Otolaryngology,  The  Ohio  State  University  Col- 
lege of  Medicine. 

Submitted  March  28,  1972. 


Fig.  1.  Nasal  obstruction  is  due  to  two  soft  red  masses 
(arrows) . 
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Clinical  Application  of  Two  New 
Noninvasive  Cardiovascular  Technics 


Thomas  M.  Kazamias,  M.D.* 


■n  ELIABLE,  NONINVASIVE  METHODS  for 
^cardiovascular  evaluation  are  of  increasing 
value.  Recently  two  such  technics  have  been  de- 
veloped which  are  useful  in  the  management  of 
acutely  ill  patients: 

1.  The  Doppler  ultrasonic  flowmeter  for  mea- 
surement of  blood  pressure  and, 

2.  Radarkymography  for  evaluating  cardiac 
wall  motion. 

The  Doppler  Ultrasonic  Flowmeter 
in  Blood  Pressure  Measurement 

Briefly,  this  system  consists  of  a transducer 
with  two  piezo-electric  crystals.  The  transducer  is 
placed  on  the  skin  overlying  an  artery.  One  crystal 
emits  a 10-megacycle  sound  through  the  arterial 
wall  into  the  blood  stream,  the  other  records  ultra- 
sound reflected  by  moving  red  cells.  Since  the  red 
cells  are  in  motion,  the  frequency  of  the  reflected 
sound  differs  from  that  of  the  emitted  sound  and 
the  difference  is  proportional  to  red  cell  velocity 
[hence  blood  flow]. 

To  measure  blood  pressure  the  Doppler  trans- 
ducer is  placed  over  the  radial  artery.  Proximal  to 
this,  flow  is  interrupted  at  the  level  of  the  brachial 
artery  with  a conventional  blood  pressure  in- 
flatable cuff.  The  pressure  in  the  cuff  is  recorded 
simultaneously  with  the  Doppler  signal.  WTen  cuff 
pressure  exceeds  systolic  pressure,  blood  flow  in 
the  underlying  artery  ceases  and  no  Doppler  signal 
is  recorded.  Gradual  deflation  of  the  cuff  causes 
a drop  in  cuff  pressure  until  at  systolic  arterial 
pressure  the  vessel  opens  partially  and  blood  flow 
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commences.  Thus,  ultrasound  hits  moving  red  cells 
and  the  first  signal  is  heard.  The  level  of  the  pres- 
sure in  the  cuff  at  which  the  first  signal  is  noted 
records  the  level  of  the  systolic  blood  pressure.  As 
the  cuff  is  further  deflated  a point  is  reached  when 
the  flow  in  the  underlying  artery  becomes  continu- 
ous. That  level  of  cuff  pressure  at  which  the  flow 
becomes  continuous,  diastolic  pressure,  is  apparent 
on  the  Doppler  signal  recordings  as  the  signal  that 
remains  above  zero  throughout  systole  and  di- 
astole. 

When  systolic  blood  pressure  determinations 
with  the  Doppler  flowmeter  are  compared  with 
intra-arterial  values,  results  are  closely  correlated. 
Over  a wide  range  of  systolic  arterial  pressures 
(48  to  144  mm  Hg)  in  65  measurements,  the  cor- 
relation coefficient  was  0.99,  and  the  maximum 
difference  in  values  obtained  with  the  Doppler 
method  were  4 mm  Hg  above  and  10  mm  Hg 
below  values  obtained  with  the  direct  method. 

When  diastolic  measurements  are  obtainable 
and  compared  with  those  obtained  with  the  intra- 
arterial needle  the  correlation  is  also  excellent. 
Over  a wide  range  of  pressures  ( 34  to  88  mm  Hg } , 
the  correlation  coefficient  was  0.95,  and  the  aver- 
age difference  between  the  two  methods  was  1.8 
mm  Hg. 

The  Doppler  ultrasonic  method  for  blood 
pressure  determination  has  been  of  greatest  clinical 
value  in  monitoring  blood  pressure  accurately  and 
atraumatically  in  acutely  ill  patients  such  as  those 
in  shock.  Accurate  Doppler  measurements  were 
obtained  even  when  blood  pressure  could  not  be 
assessed  conventionally  by  palpation  or  ausculta- 
tion because  of  severe  vasoconstriction.  In  addition 
to  its  accuracy,  the  Doppler  method  has  the  ad- 
vantage of  providing  a signal  which  can  be  tele- 
metered, recorded  and  made  audible  at  the  bed- 
side. It  tends  to  obviate  observer  bias,  known  to 
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influence  apparent  blood  pressure  measurements 
by  sphygmomanometry  at  lower  levels  of  pressure. 

The  Doppler  ultrasound  method  has  been  of 
\ alue  recently  in  analyzing  the  pulse  contour  of 
patients  with  myocardial  or  pericardial  disease.  In 
three  patients  with  left  \entricular  dysfunction, 
jjulsus  alternans  was  successfully  recorded,  whereas 
in  two  other  patients  with  pericardial  disease, 
pulsus  paradoxus  was  recorded.  The  Doppler 
method  is  useful  in  infants  and  in  obese  subjects 
in  whom  conventional  methods  may  be  inapplica- 
ble. In  addition,  it  is  of  considerable  v'alue  in 
evaluating  blood  pressure  and  flow  in  the  lower 
e.xtremities  of  patients  with  arterial  occlusive  dis- 
ease both  before  and  after  reconstructive  surgery. 

Radarkyniography  in  Evaluating  Left 
Ventricular  Wall  Motion 

Radarkymography  is  an  electronic  process  by 
which  the  pulsations  of  the  cardiac  silhouette, 
visualized  on  a television  screen,  can  be  recorded 
reliably.  The  radarkymograph  utilizes  a radar  loop 
similar  to  the  one  used  to  track  missiles.  The 
fluoroscopic  image  of  the  heart  is  projected  on 
a television  screen.  As  the  heart  pulsates,  the  image 
of  the  cardiac  border  presents  a constant  transition 
from  dark  to  light  (the  cardiac  silhouette  being 
more  opaque  than  the  adjacent  lung) . This  transi- 
tion is  translated  into  a voltage  peak  onto  which 
an  electronic  tracker  locks  and  follows  the  image 
of  the  heart.  As  the  heart  contracts  in  systole, 
the  image  of  the  lateral  wall  of  the  left  ventricle 
moves  medially.  This  motion  is  translated  into  an 
analog  signal  as  a downward  deflection  (S  wave). 
During  ventricular  filling  in  diastole,  the  wall  of 
the  left  ventricle  moves  laterally.  This  lateral  mo- 
tion is  recorded  as  an  upward  deflection  (D 
wave).  At  the  beginning  of  ventricular  systole,  the 
heart  rotates  and  the  shape  of  the  left  ventricle 
changes  to  a more  spherical  one.  This  creates  an 
initial  outward  motion  of  the  left  ventricle,  and 
it  is  recorded  as  an  initial  upward  wave  (A  wave) . 
Thus,  during  a cardiac  cycle  three  distinct  waves 
are  recorded : the  A,S,  and  D waves.  The  electro- 
cardiogram is  used  as  a reference  tracing.  When 
the  radarkymograph  tracker  is  positioned  on  se- 
lected parts  of  the  silhouette,  cardiac  pulsations 
can  be  recorded  from  specific  portions  of  the  heart 
and  great  vessels.  During  ventricular  systole  the 
ejected  blood  distends  the  aorta  which  moves  lat- 
erally; this  movement  is  recorded  as  an  upward 
deflection  on  the  radarkymogram.  During  diastole 
when  the  aortic  wall  moves  medially,  the  radar- 
kymogram records  a downward  deflection.  Trac- 
ings from  sites  of  myocardial  injury  often  reveal 
paradoxical  pulsation.  Thus,  the  radarkymogram 
shows  complete  reversal  of  the  direction  of  the 
waves  in  systole  and  diastole. 

Since  left  ventricular  wall  motion  abnormali- 
ties interfere  with  normal  cardiac  function  and 


may  be  an  important  cause  of  heart  failure,  their 
detection  and  localization  are  important.  When  32 
patients  with  chronic  coronary  artery  disease  with 
or  without  old  myocardial  infarction  were  studied, 
paradoxical  pulsations  were  demonstrated  in  89 
percent.  In  contrast,  fluoroscopy  ( a technic  widely 
used  to  localize  asynergism  of  contraction  of  the 
left  ventricular  wall)  detected  asynergistic  areas  in 
only  61  percent. 

Radarkymography  has  been  of  greatest  prac- 
tical value  in  the  diagnosis  and  follow-up  of  pa- 
tients with  acute  myocardial  infarction.  Paradoxi- 
cal pulsations  of  the  infarcted  myocardial  wall 
are  often  detectable  on  the  radarkymogram  within 
30  minutes  after  the  onset  of  symptoms,  and  lo- 
calization of  the  involved  area  of  the  heart  is  often 
possible. 

In  34  of  45  patients  (76  percent)  with  acute 
myocardial  infarction,  paradoxical  pulsations  of 
the  left  ventricular  wall  were  recorded  by  means 
of  radarkymography.  These  abnormalities  were 
followed  serially  for  periods  up  to  16  months.  Of 
the  34  patients  who  originally  demonstrated  para- 
doxical pulsation,  ten  (30  percent)  died  within  24 
hours  to  6 months  after  acute  myocardial  infarc- 
tion, 14  (41  percent)  retained  paradoxical  pulsa- 
tion, three  showed  akinesis,  three  showed  hypo- 
kinesis,  and  four  regained  normal  pulsations.  Of 
the  15  patients  in  whom  paradoxical  pulsations 
were  either  never  present  or  in  whom  paradoxical 
pulsations  disappeared  during  the  follow-up  pe- 
riod, only  one  patient  died.  Thus,  radarkymogra- 
phy is  not  only  of  clinical  importance  in  detecting 
wall-motion  disorder  in  coronary  artery  disease, 
but  it  also  serves  as  a prognostic  index.  It  is 
superior  to  standard  fluoroscopy  if  only  because 
it  is  more  independent  of  subjective  interpretation. 
Furthermore,  since  it  is  noninvasive,  it  is  easily 
adaptable  to  acutely  ill  patients  such  as  those  with 
acute  myocardial  infarction. 

Summary 

The  Doppler  ultrasonic  flowmeter  is  an  ef- 
fective and  reliable  atraumatic  device  by  which 
blood  pressure  determinations  can  be  obtained 
accurately.  Its  signal  can  be  made  audible  and 
used  to  monitor  acutely  ill  patients  continuously. 
It  can  be  readily  applied  to  localize  arterial  oc- 
clusive disease. 

Radarkymography  is  a noninvasive  technic 
by  which  asynergistic  areas  of  the  left  ventricular 
wall  can  be  detected  with  accuracy.  It  is  of  clinical 
value  in  detecting  wall-motion  abnormalities  in 
patients  with  acute  myocardial  infarction  and 
coronary  artery  disease.  Since  such  abnormalities 
may  contribute  to  the  development  of  heart  failure 
and  persistent  angina,  their  detection  and  evalu- 
ation are  of  considerable  importance. 
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Clinical  Applications  of  the 
Carotid  Sinus  Reflex 


Stephen  F.  Vatner,  M.D.* 


OR  THE  PAST  HALF  CENTURY,  the 
carotid  sinus  reflex  has  been  the  focus  of  in- 
tense physiologic  interest  and  investigation.  This 
fundamental  cardiovascular  reflex  influences  and 
regulates  arterial  pressure,  heart  rate,  myocardial 
contractility,  and  peripheral  vascular  resistance. 
Recently,  exogenous  stimulation  of  this  reflex  has 
been  employed  as  a diagnostic  and  therapeutic 
tool. 

The  carotid  sinus  is  a dilatation  of  the  inter- 
nal carotid  artery  near  its  origin  at  the  bifurcation 
of  the  common  carotid  arter}-.  Afferent  informa- 
tion from  the  carotid  sinus  is  relayed  to  the  cardio- 
vascular centers  in  the  brainstem  via  the  carotid 
sinus  nerve,  a branch  of  the  glossophary  ngeal.  The 
efferent  loop  of  the  carotid  sinus  reflex  comprises 
both  sympathetic  and  parasympathetic  pathways 
to  the  heart  which  influence  heart  rate  and  myo- 
cardial contractility  and  sympathetic  pathways  to 
the  adrenal  medulla  and  the  peripheral  arterial 
and  venous  vasculature.  The  reflex  functions  as 
a negative  feedback  system,  ie,  an  increase  in 
arterial  pressure  increases  afferent  nerve  traffic 
to  the  cardiovascular  center,  which  in  turn  re- 
flexly  reduces  peripheral  vascular  resistance,  heart 
rate,  myocardial  contractility,  and  circulating  cate- 
cholamines; all  of  which  tend  to  return  arterial 
pressure  to  control.  Carotid  sinus  hypotension  pro- 
duces opposite  results.  A similar  reflex  arises  from 
a pressure-sensing  mechanism  located  in  the  aortic 
arch.  These  reflexes  comprise  the  major  barore- 
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ceptor  systems.  The  baroreceptors  ser\;e  to  main- 
tain arterial  pressure  and  cardiovascular  dynamics 
relatively  constant. 

Excessive  activation  of  the  carotid  sinus  re- 
flex may  produce  carotid  sinus  syncope.  Suscep- 
tible patients  with  a hyperactive  carotid  sinus 
reflex  are  therefore  prone  to  episodic  hypotension 
and  syncope;  characteristically  in  elderly  men, 
especially  those  who  wear  high,  tight  collars,  and 
young  women  just  prior  to  menstruation.  Patients 
afflicted  with  Takayasu’s  syndrome,  a nonspecific 
arteritis  affecting  the  subclavian  and  carotid  arte- 
ries of  young  women,  are  susceptible  to  carotid 
sinus  syncope. 

One  established  therapeutic  and  diagnostic 
maneuver  in\olving  the  carotid  sinus  is  differentia- 
tion of  supraventricular  from  \entricular  arrhyth- 
mias and  the  interruption  of  paroxysmal  atrial 
tachycardia  by  manual  carotid  sinus  massage. 
Massage  simulates  arterial  hypertension  and  results 
in  a reduction  of  sympathetic  tone  and  a simul- 
taneous increase  in  vagal  tone  to  the  heart.  Thus, 
automaticity  decreases,  conduction  slows,  and  the 
tachycardia  is  frequently  abruptly  terminated. 

Carotid  sinus  massage  has  several  potential 
pitfalls.  The  technic  cannot  be  applied  to  all 
patients  since  carotid  blood  flow  may  be  compro- 
mised in  the  presence  of  coexisting  cerebral  vascu- 
lar disease.  Syncope,  cardiac  standstill  due  to 
excessive  vagal  inhibition  of  the  sino-atrial  or 
AV  nodes,  dislocation  of  an  arterial  thrombus  or 
plaque  with  consequent  cerebral  embolism  are 
potential  risks  that  can  be  minimized  by  careful 
monitoring  of  heart  rate  and  limitation  of  duration 
of  compression. 

The  carotid  sinus  nerves  can  be  activated  by 
a new  technic  now  used  for  interrupting  disabling. 
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recurrent  attacks  of  paroxysmal  atrial  tachycardia. 
'I'he  baroreflex  is  acti\ated  by  electrical  stimula- 
tion ol  the  carotid  sinus  nerves,  again,  like  manual 
stimulation,  stimulating  the  afferent  limb  of  the  re- 
flex arc  and  tending  to  slow  the  heart  rate  and  in- 
terrupt the  attack  by  decreasing  sympathetic  tone 
and  increasing  in  vagal  restraint.  At  operation, 
electrodes  are  implanted  bilaterally  on  the  carotid 
sinus  nerves  and  a radiofrequency  receiver  at- 
tached to  the  electi'odes  is  placed  in  a subcutaneous 
]iocket.  After  the  recovery  from  operation,  the 
jiatient  acti\ates  a radiofrequency  pacemaker*  to 
stimulate  the  carotid  sinus  nerves  electrically  via 
the  receiver-electrode  circuit.  Thus,  the  reflex  can 
be  activated  immediately  by  the  patient  as  needed, 
stimulation  can  be  discontinued  abruptly,  and 
stimulation  may  be  initiated  safely  and  repeatedly. 

Carotid  sinus  massage  has  been  used  as  a 
tool  in  the  diagnosis  of  angina  pectoris  for  many 
years.  Recently  carotid  sinus  nerve  stimulation  has 
been  employed  also  in  the  therapy  of  angina  pec- 
toris by  Braunvvald  and  co-workers,  .'kngina  pec- 
toris results  from  a disparity  between  the  oxygen 
requirements  of  the  myocardium  and  oxygen  avail- 
ability via  myocardial  blood  supply.  Electrical 
stimulation  of  the  carotid  sinus  nerv'es  tends  to 
diminish  the  myocardial  oxygen  requirements  pri- 
marily by  reducing  arterial  pressure,  left  ventricu- 
lar afterload,  and  myocardial  wall  tension,  while 
it  reduces  heart  rate  and  myocardial  contractility 
to  a lesser  extent.  In  addition,  carotid  sinus  nerve 
stimulation  produces  reflex  coronar)-  vasodilata- 
tion through  a reduction  in  resting  sympathetic 
coronary  constrictor  tone.  The  reduction  in  myo- 
cardial oxygen  requirements  and  possibK-  increased 
supply  has  prox  ed  to  be  beneficial  to  patients  using 
electrical  carotid  stimulation  to  terminate  attacks 
of  angina  pectoris. 

Since  the  main  function  of  the  carotid  sinus 
refle.x  is  to  regulate  arterial  pressure,  carotid  sinus 
nerxe  stimulation  has  been  used  in  the  therapy 
of  the  most  common  disorder  of  blood  jjressure. 
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essential  hypertension.  .Altered  function  of  this  re- 
llex  may  contributt*  to  sustained  h)pertension  in 
this  disorder.  Persistent  electrical  carotid  sinus 
stimulation  has  lowered  blood  jjressure  substan- 
tially for  as  long  as  fixe  years.  In  .some  cases,  actual 
regression  of  eyeground  changes  has  occurred.  This 
technic,  in  association  with  antihypertensive  drug 
therapy,  is  being  used  successfully  for  the  treat- 
ment ol  moderate  and  sexere  hyjjertension. 

Activation  of  the  carotid  sinus  reflex  is  a use- 
ful diagnostic  tool.  Experiments  in  animals  by 
\ atner  and  associates  hax  e demonstrated  that  the 
characteristics  of  the  reflex  change  with  altered 
states  of  consciousness,  ie,  a differential  jjattern  of 
autonomic  outflow,  occurs  in  the  conscious  orga- 
nism as  ojjposed  to  during  sleejj  or  after  general 
anesthesia.  BarorecejJtor  function  can  be  assessed 
in  man  by  measurement  of  heart  rate  after  ad- 
ministration of  angiotensin  intraxenously.  This 
drug  raises  arterial  jjressure  by  increasing  jjeriph- 
eral  resistance.  The  elevated  arterial  pressure  then 
causes  reflex  slowing  of  heart  rate.  The  relation- 
ship betxveen  the  rise  in  arterial  jjressure  and 
reflex  slowing  has  been  characterized  in  norma! 
individuals  and  has  been  found  to  be  altered  in 
jjatients  with  hyjjertension  and  those  with  con- 
gestive heart  failure.  Diminished  baroreceptor  sen- 
sitivity has  been  demonstrated  in  both  these  disease 
states  and  may  contribute  to  maintenance  of  essen- 
tial hyjjertension. 

Summary 

The  carotid  sinus  reflex,  a cornerstone  of 
cardiovascular  jjhysiology  for  half  a century,  is 
noxv  being  utilized  in  cardioxascular  diagnosis  and 
therapy.  Electrical  stimulation  of  the  carotid  sinus 
nerve  is  being  employed  to  treat  angina  jjectoris, 
recurrent  sujjraventricular  tachycardia,  and  essen- 
tial hypertension.  In  addition,  altered  resjjonsive- 
ness  of  the  baroreceptors  in  disease  states  may  be 
valuable  diagnostically  and  may  provide  further 
understanding  of  the  pathophysiology  of  several 
circulator}'  disturbances. 
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peptic  ulcer;  pyloroduodenal  or  bladder  neck  obstruction. 
Children  under  6. 

Warnings:  Caution  patients  about  activities  requiring 
alertness  (e.g.,  operating  vehicles  or  machinery).  Warn 
patients  of  possible  additive  effects  with  alcohol  and  other 
CNS  depressants. 

Usage  in  Pregnannj  In  pregnancy,  nursing  mothers  and 
women  who  might  hear  children,  weigh  potential  benefits 
against  hazards.  Inhibition  of  lactation  may  occur. 

Effect  on  PBl  Determination  and  Uptake:  Isopropamide 
iodide  may  alter  FBI  test  results  and  will  suppress  I'^‘ 
uptake.  Substitute  thyroid  tests  unaffected  by  exogenous 
iodides. 

Precautions:  Use  cautiously  in  persons  with  cardiovas- 
cular disease,  glaucoma,  prostatic  hypertrophy, 
hyperthyroidism. 

Adverse  Reactions:  Drowsiness,  excessive  dryness  of  nose, 
throat  or  mouth;  nervousness;  or  insomnia  Also,  nausea, 
vomiting,  epigastric  distress,  diarrhea,  rash,  dizziness, 
weakness,  chest  tightness,  angina  pain,  abdominal  pain, 
irritability,  palpitation,  headache,  incoordination,  tremor, 
dysuria,  difficulty  in  urination,  thrombocytopenia, 
leukopenia,  convulsions,  hypertension,  hypotension, 
anorexia,  constipation,  visual  disturbances,  iodine 
toxicity  ( acne,  parotitis). 

Supplied:  Bottles  of  50  capsules, 
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estrogen * 

progesterone 


Clinical  evidence  clearly  suggests  that 
no  single  birth  control  pill  can  suit  all  women.  ' 

Searle  offers  three  pill  formulations,  each  with  a different 
hormone  ratio  and  activity  to  cover  most  patients’  nee| 


Demulen  is  well  suited  to  those  women 
for  whom  low-dose  estrogenic  activity  may  be  preferred. 
Demulen  has  only  50  meg.  of  estrogen  and  is  moderate 
progestogen  dominant.  Intracycle  bleeding, 
if  it  occurs,  is  most  commonlv 
seen  in  the  first  few  cycles. 

Certain  women  requiring  a minimal 
level  of  estrogenic  activity 
may  do  well  on  Demulen. 
for  high  estrogen  profiles  and  for 
conservative  oral  contraception 

Demulen 


k© 


Each  white  tablet  contains; 

ethynodiol  diacetate  1 mg /ethinyl  estradiol  50  meg. 


INote:  Oral  contraceptives  are  complex  medicati 
They  should  be  prescribed  with  care  only 
reference  to  the  prescribing  information. 


For  brief  summary  of  prescribing  information,  please  see  next  page. 


||5^^0vulen  is  a well-balanced 

oral  contraceptive  with  an 
Excellent  record  of  patient  acceptance. 

/ Its  estrogen,  100  meg.  of  mestranol,  is  relatively 
f / moderate  in  activity.  Its  1 mg.  of  progestogen, 

I / ethynodiol  diacetate,  gives  it  a slight 
^ dominance  in  progestational  activity. 

Patients  having  problems 


ne,  nirsutism,  masculine  tendencies  or  - - 

apparent  estrogen  deficiency. 

for  excessive  ovarian  androgen/ 
low-estrogen  profiles 


on  other  pills  often 


^ >~do  well  on  Ovulen. 

« ’ for  balanced  profiles, 


with  normal  menstruation 


Ovulen' 


Each  white  tablet  contains  ethynodiol  diacetate  1 mg./mestranol  0 1 mg 
1 pink  tablet  in  Ovulen-28®and  Demulen-28*is  a placebo,  containing  no  active  ingredients. 
Both  Ovulen  and  Demulen  are  available  in  21-  and  28-pill  schedules. 


Enovid-E  is  an  estrogen-dominant  pill 


with  low  progestational  activity.  IH 
Its  unique  progestogen,  norethynodrel,  [M 
is  estrogenic  and  is  not  antiestrogenic  m 


Enovid-E 


Each  tablet  contains  norethynodrel  2.5  mg /mestranol  0 1 mg. 


Ovulen'  Demulen* 


Each  white  tablet  contains: 

ethynodiol  diacetate  1 mg./mestranol  01  mg. 


Each  white  tablet  contains: 

ethynodiol  diacetate  1 mg  /ethinyl  estradiol  50  meg 


Each  pink  tablet  in  Ovulen-28*and  Demulen-28"is  a placebo,  containing  no  active  ingredients. 


Actions  -Ovulen  and  Demulen  act  to  prevent  ovulation  by  inhibiting  the  out- 
put of  gonadotropins  from  the  pituitary  gland,  Ovulen  and  Demulen  depress 
the  output  of  both  the  follicle-stimulating  hormone  (FSH)  and  the  luteinizing 
hormone  (LH) 

Special  note -Oral  contraceptives  have  been  marketed  in  the  United 
States  since  19^,  Reported  pregnancy  rates  vary  from  product  to  product. 
The  effectiveness  of  the  sequential  products  appears  to  be  somewhat  lower 
than  that  of  the  combination  products.  Both  types  provide  almost  completely 
effective  contraception. 

An  increased  risk  of  thromboembolic  disease  associated  with  the  use  of 
hormonal  contraceptives  has  now  been  shown  in  studies  conducted  in  both 
Great  Britain  and  the  United  States,  Other  risks,  such  as  those  of  elevated  blood 
pressure,  liver  disease  and  reduced  tolerance  to  carbohydrates,  have  not  been 
quantitated  with  precision. 

Long-term  administration  of  both  natural  and  synthetic  estrogens  in  sub- 
primate  animal  species  in  multiples  of  the  human  dose  increases  the  frequency 
of  some  animal  carcinomas.  These  data  cannot  be  transposed  directly  to  man. 
The  possible  carcinogenicity  due  to  the  estrogens  can  be  neither  affirmed  nor 
refuted  at  this  time.  Close  clinical  surveillance  of  all  women  taking  oral  contra- 
ceptives must  be  continued 

Indication  -Ovulen  and  Demulen  are  indicated  for  oral  contraception 

Contraindications -Patients  with  thrombophlebitis,  thromboembolic 
disorders,  cerebral  apoplexy  or  a past  history  of  these  conditions,  markedly  im- 
paired liver  function,  known  or  suspected  carcinoma  of  the  breast,  known  or 
suspected  estrogen-dependent  neoplasia  and  undiagnosed  abnormal  genital 
bleeding. 

Warnings-The  physician  should  be  alert  to  the  earliest  manifestations  of 
thrombotic  disorders  (thrombophlebitis,  cerebrovascular  disorders,  pulmonary 
embolism  and  retinal  thrombosis)  Should  any  of  these  occur  or  be  suspected 
the  drug  should  be  discontinued  immediately 

Retrospective  studies  of  morbidity  and  mortality  conducted  in  Great  Britain 
and  studiesof  morbidity  in  the  United  States  have  shown  a statistically  significant 
association  between  thrombophlebitis,  pulmonary  embolism,  and  cerebral 
thrombosis  and  embolism  and  the  use  of  oral  contraceptives.  There  have  been 
three  principal  studies  in  Britain'  ’ leading  to  this  conclusion,  and  one^  in  this 
country.  The  estimate  of  the  relative  risk  of  thromboembolism  in  the  study  by 
Vessey  and  DolP  was  about  sevenfold,  while  Sartwell  a’hd  associates^  in  the 
United  States  found  a relative  risk  of  4 4,  meaning  that  the  users  are  several 
times  as  likely  to  undergo  thromboembolic  disease  without  evident  cause  as 
nonusers.  The  American  study  also  indicated  that  the  risk  did  not  persist  after 
discontinuation  of  administration  and  that  it  was  not  enhanced  by  long- 
continued  administration.  The  American  study  was  not  designed  to  evaluate 
a difference  between  products.  However,  the  study  suggested  that  there  might 
be  an  increased  risk  of  thromboembolic  disease  in  users  of  sequential  prod- 
ucts. This  risk  cannot  be  quantitated,  and  further  studies  to  confirm  this  finding 
are  desirable. 

Discontinue  medication  pending  examination  if  there  is  sudden  partial  or 
complete  loss  of  vision,  or  if  there  is  a sudden  onset  of  proptosis.  diplopia  or 
migraine.  If  examination  reveals  papilledema  or  retinal  vascular  lesions  medica- 
tion should  be  withdrawn. 

Since  the  safety  of  Ovulen  and  Demulen  in  pregnancy  has  not  been  demon- 
strated, it  is  recommended  that  for  any  patient  who  has  missed  two  consecutive 
periods  pregnancy  should  be  ruled  out  before  continuing  the  contraceptive 
regimen  If  the  patient  has  not  adhered  to  the  prescribed  schedule  the  possi- 
bility of  pregnancy  should  be  considered  at  the  time  of  the  first  missed  period 

A small  fraction  of  the  hormonal  agents  in  oral  contraceptives  has  been 
identified  in  the  milk  of  mothers  receiving  these  drugs.  The  long-range  effect  to 
the  nursing  infant  cannot  be  determined  at  this  time. 

Precautions -The  pretreatment  and  periodic  physical  examinations 
should  include  special  reference  to  the  breasts  and  pelvic  organs^  including  a 
Papanicolaou  smear  since  estrogens  have  been  known  to  produce  tumors, 
some  of  them  malignant,  in  five  species  of  subprimate  animals.  Endocrine  and 
possibly  liver  function  tests  may  be  affected  by  treatment  with  Ovulen  or  Demu- 
len Therefore,  if  such  tests  are  abnormal  in  a patient  taking  Ovulen  or  Demulen, 
it  IS  recommended  that  they  be  repeated  after  the  drug  has  been  withdrawn  for 
two  months.  Under  the  influence  of  progestogen-estrogen  preparations  pre- 
existing uterine  fibromyomas  may  increase  in  size.  Because  these  agents  may 
cause  some  degree  of  fluid  retention,  conditions  which  might  be  influenced  by 
this  factor,  such  as  epilepsy,  migraine,  asthma,  cardiac  or  renal  dysfunction, 
requirecarefulobservation  In  breakthrough  bleeding,  and  in  all  cases  of  irregular 
bleeding  per  vaginam,  nonfunctional  causes  should  be  borne  in  mind  In  un- 
diagnosed bleeding  per  vaginam  adequate  diagnostic  measures  are  indicated 
Patients  with  a history  of  psychic  depression  should  be  carefully  observed  and 


the  drug  discontinued  if  the  depression  recurs  to  a serious  degree.  Any  possible 
influence  of  prolonged  Ovulen  or  Demulen  therapy  on  pituitary,  ovarian,  adrenal, 
hepatic  or  uterine  function  awaits  further  study  A decrease  in  glucose  tolerance 
has  been  observed  in  a significant  percentage  of  patients  on  oral  contracep- 
tives, The  mechanism  of  this  decrease  is  obscure  For  this  reason,  diabetic  pa- 
tients should  be  carefully  observed  while  receiving  Ovulen  or  Demulen  therapy. 
Theageof  the  patient  constitutes  no  absolute  limitingfactor,  although  treatment 
with  Ovulen  or  Demulen  may  mask  the  onset  of  the  climacteric.  The  pathologist 
should  be  advised  of  Ovulen  or  Demulen  therapy  when  relevant  specimens  are 
submitted.  Susceptible  women  may  experience  an  increase  in  blood  pressure 
following  administration  of  contraceptive  steroids 
Adversereactionsobservedinpatientsreceivingoralcontracep- 
tives-A  statistically  significant  association  has  been  demonstrated  between 
use  of  oral  contraceptives  and  the  following  serious  adverse  reactions:  thrombo- 
phlebitis, pulmonary  embolism  and  cerebral  thrombosis. 

Although  available  evidence  is  suggestive  of  an  association,  such  a relation- 
ship has  been  neither  confirmed  nor  refuted  for  the  following  serious  adverse 
reactions,  neuro-ocular  lesions,  e g,,  retinal  thrombosis  and  optic  neuritis. 

The  following  adverse  reactions  are  known  to  occur  in  patients  receiving  oral 
contraceptives:  nausea,  vomiting,  gastrointestinal  symptoms  (such  as  abdom- 
inalcrampsand  bloating),  breakthrough  bleeding,  spotting,  change  in  menstrual 
flow,  amenorrhea  during  and  after  treatment,  edema,  chloasma  or  melasma, 
breast  changes  (tenderness,  enlargement  and  secretion),  change  in  weight 
(increase  or  decrease),  changes  in  cervical  erosion  and  cervical  secretions,  sup- 
pression of  lactation  when  given  immediately  post  partum.  cholestatic  jaundice, 
migraine,  rash  (allergic),  rise  in  blood  pressure  in  susceptible  individuals  and 
mental  depression. 

Although  the  following  adverse  reactions  have  been  reported  in  users  of 
oral  contraceptives,  an  association  has  been  neither  confirmed  nor  refuted 
anovulation  post  treatment,  premenstrual-like  syndrome,  changes  in  libido, 
changes  in  appetite,  cystitis-like  syndrome,  headache,  nervousness,  dizzi- 
ness, fatigue,  backache,  hirsutism,  loss  of  scalp  hair  erythema  multiforme, 
erythema  nodosum,  hemorrhagic  eruption  and  itching. 

The  following  laboratory  results  may  be  altered  by  the  use  of  oral  contra- 
ceptives: hepatic  function  increased  sulfobromophthalein  retention  and  other 
tests;  coagulation  tests,  increase  in  prothrombin.  Factors  VII,  VIII,  IX  and  X, 
thyroid  function  increase  in  FBI  and  butanol  extractable  protein  bound  iodine, 
and  decrease  in  T^  uptake  values,  metyrapone  test  and  pregnanediol  deter- 
mination. 

References:  1.  Royal  College  of  General  Practitioners:  Oral  Contracep- 
tion and  Thrombo-Embolic  Disease,  J Coll  Gen  Pract,  12:267-279 (May)  1967. 
2.  Inman,  W.  H W , and  Vessey,  M P Investigation  of  Deaths  from  Pulmonary, 
Coronary,  and  Cerebral  Thrombosis  and  Embolism  in  Women  of  Child-Bearing 
Age.  Bnt  Med  J.  2193-199 (April  27)  1968  3.  Vessey,  M P,  and  Doll,  R Investi- 
gation of  Relation  Between  Use  of  Oral  Contraceptives  and  Thromboembolic 
Disease.  A Further  Report,  Bnt.  Med  J.  2651-657  (June  14)  1969  4.  Sartwell, 
P E , Masi.  A T,  Arthes,  F G , Greene,  G R . and  Smith,  H E Thromboem- 
bolism and  Oral  Contraceptives.  An  Epidemiologic  Case-Control  Study.  Amer. 
J Epidem  9Q365-380(  Nov.)  1969, 
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Enovid-E' 

norethynodrel  2 5 mg  /mestranol  0 1 mg 

Actions -Enovid-E  acts  to  prevent  ovulation  by  inhibiting  the  output  of 
gonadotropins  from  the  pituitary  gland  Enovid-E  depresses  the  output  of  both 
the  follicle-stimulating  hormone  (FSH)  and  the  luteinizing  hormone  (LH), 
Indication -Enovid-E  is  indicated  for  oral  contraception 
The  Special  Note.  Contraindications,  Warnings.  Precautions  and  Adverse 
Reactions  listed  above  for  Ovulen  and  Demulen  are  applicable  to  Enovid-E  and 
should  be  observed  when  prescribing  Enovid-E 

Enovid-E® 

brand  of  norethynodrel  with  mestranol 

Product  of  Searle  Laboratories 
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SEARLE 


Why  send  him 
to  the  islets 
of  Langeriians? 


Since  sulfonylureas  promote  the  release  of 
insulin  which  is  lipogenic  and  helps  transport 
glucose  into  adipose  tissue. . . 

And  since  many  overweight  patients  already 
have  normal  or  high  levels  of  endogenous  insulin, 
why  not  consider  DBI-TD? 

It  lowers  blood  sugar  without  stimulating 


insulin  secretion  from  the  pancreas.  And  this 
may  be  important  to  the  dieting  diabetic. 

In  adult-onset,  nonketotic  diabetics  uncontrolled  by  diet  alone . 

DBI-TD*  Geigy 

phenformin  HCl 

lowers  blood  sugar  without  raising  blood  insulin. 


DBl®  phenformin  HCl 
Tablets  of  25  mg. 

DBI-TD®  phenformin  HCl 
Timed-Disintegration 
Capsules  of  SO  and  100  mg. 
Indications:  Stable  adult  diabetes 
mellitus;  sulfonylurea  failures, 
primary  and  secondary;  adjunct  to 
insulin  therapy  of  unstable  diabetes 
mellitus. 

Contraindications:  Diabetes  mellitus 


that  can  be  regulated  by  diet  alone; 
juvenile  diabetes  mellitus  that  is 
uncomplicated  and  well  regulated  on 
insulin;  acute  complications  of 
diabetes  mellitus  (metabolic  acidosis, 
coma,  infection,  gangrene);  during 
or  immediately  after  surgery  where 
insulin  is  indispensable;  severe 
hepatic  disease;  renal  disease  with 
uremia;  cardiovascular  collapse 
(shock);  after  disease  states 
associated  with  hypoxemia. 


tVarnings:  Use  during  pregnancy  is 
to  be  avoided. 

Precautions:  1.  Starvation  Ketosis: 
This  must  be  differentiated  from 
“insulin  lack”  ketosis  and  is 
characterized  by  ketonuria  which,  in 
spite  of  relatively  normal  blood  and 
urine  sugar,  may  result  from 
excessive  phenformin  therapy, 
excessive  insulin  reduction,  or 
insufficient  carbohydrate  intake. 
Adjust  insulin  dosage,  lower 
phenformin  dosage,  or  supply 
carbohydrates  to  alleviate  this  state. 
Do  not  give  insulin  without  first 
checking  blood  and  urine  sugar. 

2.  Lactic  Acidosis:  This  drug  is  not 
recommended  in  the  presence  of 
azotemia  or  in  any  clinical  situation 
that  predisposes  to  sustained 
hypotension  that  could  lead  to  lactic 
acidosis.  To  differentiate  lactic 
acidosis  from  ketoacidosis,  periodic 


determinations  of  ketones  in  the 
blood  and  urine  should  be  made  in 
diabetics  previously  stabilized  on 
phenformin,  or  phenformin  and 
insulin,  who  have  become  unstable. 
If  electrolyte  imbalance  is  suspected, 
periodic  determinations  should  also 
be  made  of  electrolytes,  pH,  and 
the  lactate-pyruvate  ratio.  The  drug 
should  be  withdrawn  and  insulin, 
when  required,  and  other  corrective 
measures  instituted  immediately 
upon  the  appearance  of  any 
metabolic  acidosis. 

3.  Hypoglycemia:  Although 
hypoglycemic  reactions  are  rare 
when  phenformin  is  used  alone, 
every  precaution  should  be  observed 
during  the  dosage  adjustment  period 
particularly  when  insulin  or  a 
sulfonylurea  has  been  given  in 
combination  with  phenformin. 
Adverse  Reactions:  Principally 


gastrointestinal;  unpleasant  metallic 
taste,  continuing  to  anorexia,  nausea 
and,  less  frequently,  vomiting  and 
diarrhea.  Reduce  dosage  at  first  sign 
of  these  symptoms.  In  case  of 
vomiting,  the  drug  should  be 
immediately  withdrawn.  Although 
rare,  urticaria  has  been  reported,  as 
have  gastrointestinal  symptoms  such 
as  anorexia,  nausea  and  vomiting 
following  excessive  alcohol  intake. 
(B)  98-146-103-D  (6/72) 

For  complete  details,  including 
dosage,  please  see  lull  prescribing 
injormation. 
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Centralized  Pressure  in  Sphygmomanometry 


Charles  T.  VVehby,  M.D. 


The  Author 

• Dr.  Wehby,  Cincinnati,  is  in  general  practice, 
and  is  a member  of  tbe  Medical  Staff,  Good 
Samaritan  Hospital. 


For  obvious  reasons,  blood  pressure 

studies  are  of  paramount  importance  in  the 
general  appraisal  of  health  status.  Nevertheless,  the 
technic  has  changed  little  since  its  discovery  by 
Riva-Rocci  in  1899,  and  the  explanation  of  the 
auditory  phenomena  by  Korotkoff  in  1905.^  It  is 
the  purpose  of  this  article  to  present  a new  ap- 
proach to  detennining  sphygmomanometric  status 
which,  I believe,  will  facilitate  the  determination 
and  realistically  fit  into  modern  methods  of  ob- 
taining results,  ie,  a centralized,  controlled  source 
of  air  pressure  which  gives  quicker  and  more 
accurate  findings,  without  embarrassing  patient 
acceptance  or  practicability. 

Materials  and  Methods 

In  order  to  reach  an  acceptable  substitute  for 
the  time-honored  manual  air  supply  method,  many 
technical  problems  were  encountered  and  over- 
come. The  pressure  and  volume  of  air  needed 
were  carefully  computed  to  maintain  a pressure 
and  volume  realistic  for  the  intended  study.  The 
materials  for  conducting  the  air  were  carefully 
selected  for  their  strength  and  ease  of  installation, 
together  with  their  connecting  elements.  These 
included  safety  factors,  built  in,  to  prevent  pres- 
sure from  rising  over  300  mm  of  mercur)'. 

The  rate  of  intake  was  suitably  controlled 
from  the  central  source  by  the  use  of  a low- 
pressure  regulator  and  flow  valve  (see  “A”  in 
Fig.  1 ) , which  not  only  maintained  adecjuate 
pressure  and  volume  at  each  cuff  used,  but  also 
was  calculated  to  have  a reserv’e  to  maintain  suf- 
ficient pressure  when  two  or  more  cuffs  were  being 
used  simultaneously. 

Theoretically,  two  approaches  to  a centralized 
air  supply  were  possible,  ie,  either  a compressor 
with  a tank  to  store  air,  or  a cylinder  with  liquid 
gas  under  pressure.  In  view  of  the  fact  that  the 
pressure  and  volume  required  were  found  to  be 
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amazingly  small,  it  was  felt  that,  for  practical 
purposes,  a stored  cylinder  (“B”  in  Fig.  1)  with 
an  accessory  reserve,  served  the  purpose  well  and 
simplified  installation  and  maintenance. 

The  type  of  gas  used  for  pressure  also  posed 
a problem.  After  many  experiments,  it  was  de- 
cided that  compressed  air  was  the  safest  and  most 
feasible,  and  no  adverse  effects  to  personnel  or 
equipment  have  been  encountered. 

Of  all  the  dilemmas  encountered,  the  choice 
and  design  of  the  valve  to  introduce  and  release 
the  pressure  to  the  cuff  was  the  most  exacting 
and  fmstrating.  It  must  be  remembered  that  the 
present  ball  and  valve  used  in  sphygmomanometry 
is  an  admirably  designed  and  time-tested  instru- 
ment, and  to  duplicate  its  efficiency  and  remove 
its  deficiencies  (noise,  labor,  and  unstable  pressure 
increase  to  the  cuff)  required  some  ingenuity. 
After  much  research,  a combination  valve  (“C” 
in  Fig.  1 ) was  decided  upon.  This  unicjue  instru- 
ment combines  a push-button  valve  (“D”  in  Fig. 
1 ) with  an  extremely  small  orifice  to  admit  air  to 
the  cuff  and  a needle  valve  (“E”)  to  hold  and 
release  air  under  controlled  conditions,  necessary 
in  the  technic  of  ascertaining  blood  pressure  find- 
ings. The  raison  d’etre  for  the  extremely  small 
orifice  to  admit  air  to  the  cuff  was  the  importance 
of  a slow,  gradual  increase  in  pressure,  in  order 
to  monitor  the  systolic  and  diastolic  pressures  on 
inflation,  thereby  eliminating  the  need  to  add  un- 
necessary pressure  after  the  systolic  sound  disap- 
pears and  also  allowing  the  operator  to  release 
the  air  more  cjuickly  than  hitherto,  to  the  great 
relief  of  the  patient.  It  must  be  emphasized  that 
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the  capability  of  noting  the  systolic  and  diastolic 
sounds  on  inflation  represents  a distinct  adx  antage 
to  both  physician  and  patient,  not  noted  by  any 
previous  inx  estigator,  and  this  potential  arises  from 
the  unique  supply  and  technic  described  abo\e — 
the  potential  of  millimetric  increase  and  silence  of 
operation  hitherto  impossible. 

In  the  accompanying  sketch  (Fig.  2),  it  will 
be  noted  that  the  cylinders  shown  should  be 
stored  in  an  accessible  area  since  the  main  \alve 
should  be  closed  when  not  in  use,  to  j^rex  ent  loss 
of  air  at  the  connecting  elements.  .-\n  accessory 
cylinder  is  not  shown  but  is  necessary-  in  case 
there  is  depletion  at  unexpected  inter\als.  This 
can  be  anticipated  by  using  a gauge  (see  “.V’  in 
Fig.  2)  to  warn  of  impending  depletion  and  to 
switch  to  the  reser\e  and  prevent  unnecessary  de- 
lay and  inconx  enience  to  the  operator. 

It  is  also  important  in  installation,  where 
many  units  are  to  be  used,  to  increase  the  size  of 
the  tubing  from  the  central  sources — usually  J/2 
inch  to  3/4  inch  and  to  connect  smaller  tubes 
inch)  to  each  component.  Unless  this  is  calibrated, 
the  regulator  is  not  adjusted  to  a realistic  level,  the 
pressure  and  volume  on  simultaneous  use  will  be 
inadequate. 

It  also  might  be  of  interest  to  note  that  self- 
adhering cuffs  were  found  to  be  desirable  in  this 
operation.  Their  tendency  to  disengage,  especially 
on  obese  individuals,  was  markedly  lessened  due, 
undoubtedly,  to  the  smooth  increase  in  pressure 


in  contradistinction  to  the  jerky  increase  encoun- 
tered with  the  ball-and-\  al\  e method.  These  cuffs 
not  only  saxed  time,  but  also  acted  as  a “relief 
x alx  e”  in  case  pressures  xvere  inadx  ertently  exces- 
sive and  spontaneously  released  themselves.  IIoxv- 
exer,  if  the  regulator  is  carefully  adjusted,  it  can 
be  predicted  that  the  cuff  pressure  xvill  not  exceed 
a given  lexel,  unless  some  unforeseen  problem 
arises,  and  then  the  spontaneous  release  of  the 
cuff  protects  the  patient.  It  is  also  important  to 
apply  the  cuff  snugly  to  the  arm  as  this  decreases 
the  amount  of  air  needed,  accelerates  the  inaneu- 
x’er,  and  renders  the  cuff  less  liable  to  premature 
release. 

Insofar  as  the  efficiency  of  the  system  is  con- 
cerned, it  is  of  interest  to  note  that  approximately 
17,000  blood  pressure  readings  can  be  taken  xvith 
a 15-lb  tank  of  compressed  air.  It  was  determined, 
by  inflating  the  cuff  to  150  mm  of  mercury 
and  displacing  xvater  xvith  the  trapped  air  in  a 
measured  container,  that  300  cc  of  air  was  re- 
quired. By  using  the  formula  P\’  = XRT,  xvhere: 
P = Pressure,  \’  = \'olume,  X'  = Number  of  moles, 
R = Gas  Constant  (Kelvin),  and  T = Absolute 
temperature,  the  aboxe  figure  xvas  conserxatively 
estimated. 

C'ominents 

In  modern  day  practice  xvhere  many  patients 
are  examined  in  clinics,  groups,  etc,  a faster,  more 
accurate,  and  less  laborious  method  of  determining 


Fig.  1.  Sketch  showing  low  xalxe  regulator  (A),  air  cylinder  (B),  combination 
(C),  pushbutton  ("D),  and  needle  (E)  val\-es. 
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blood  pressure  is  desirable.  The  capability  to 
monitor  findings  on  inflation  at  millimetric  incre- 
ments is,  I believe,  a definite  advance  in  technic. 
The  acoustic  phenomena  described  by  Korotkoff 
in  1905  remain  unchanged,  but  it  was  noted 
that  the  last  sound  heard  on  inflation  and  indi- 
cating the  systolic  pressure  feathered  for  3 to 
5 mm  before  complete  silence.  This  finding  may 
indicate  that  due  to  the  unique  dynamics  em- 
ployed, a more  accurate  value  for  systolic  status 
may  be  forthcoming. 

Summary 

Sphygmomanonietric  determination  is  the 
sine  qua  non  of  any  physical  examination.  An 
entirely  new  and  realistic  approach  to  cuff  infla- 
tion in  this  important  study  is  herewith  presented. 
It  is  felt  that  it  is  feasible  and  allows  the  physician 
a simpler,  faster,  less  painful  and  more  accurate 
method  of  blood  pressure  evaluation.  The  capabili- 


ty of  monitoring  the  systolic  and  diastolic  pressures 
while  inflating  the  cuff,  in  my  opinion,  marks  a 
definite  advance  in  technic,  since  it  greatly  in- 
creases the  speed,  while  at  the  same  time  it  de- 
creases the  discomfort  to  the  patient.  Careful  at- 
tention has  been  taken  to  insure  patient  safety 
and  acceptance  without  penalizing  the  accuracy 
of  the  study.  The  unique  choice  of  materials  and 
design  insures  practical  and  carefree  operation 
after  the  initial  installation. 
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■n  CLES  FOR  THE  PROPER  USE  OF  THE  PAP  SMEAR.  — ( 1 ) Screen 
females  with  genital  symptoms,  even  children.  (2)  Screen  pregnant  women. 
(3)  Take  smear  from  endocervix,  exocervix,  and  vaginal  pool.  (4)  Class  1 — 
Repeat  smears  yearly.  (5)  Class  1 — With  abnormal  vaginal  bleeding,  ignore 
Pap  smears,  and  study  the  patient  to  rule  out  cancer.  Biopsy  of  any  gross  lesion 
should  be  done.  (6)  Class  2 — Treat  the  cause  until  class  1 is  demonstrated. 
(7)  Classes  3,  4,  5 — Study  until  cancer  is  ruled  out.  Evaluate  vulva,  vagina, 
cervix,  uterus,  tubes,  and  ovaries.  — Robert  R.  Hughes,  M.D.,  Memphis: 
Southern  Medical  Journal,  65:575-578,  May,  1972. 
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His  Bundle  Recordings  And  Arrhythmias 

Ali  a.  Ehsani,  M.D.* 


ECORDING  OF  THE  HIS  BUNDLE  elec- 
trogram has  recently  become  established  as  a 
valuable  diagnostic  method  in  the  critical  differ- 
entiation between  supraventricular  and  ventricular 
arrhythmias.  Intracavitary  His  bundle  electro- 
grams were  initially  described  in  1960  by  Giraud 
and  co-workers,  but  application  of  this  technic  in 
the  clinical  setting  for  arrhythmia  diagnosis  was 
introduced  by  Scherlag  and  associates  in  1969. 
The  technic  is  relatively  simple  because  of  the 
close  anatomic  relationship  between  the  His  bundle 
and  the  posterior  leaflet  of  the  tricuspid  valve. 
Usually,  a bipolar  or  tripolar  catheter  electrode 
is  introduced  into  the  femoral  vein  percutaneously 
and  advanced  into  the  right  ventricle.  Under 
fluoroscopic  control,  the  catheter  is  then  slowly 
pulled  back  until  its  tip  is  resting  on  the  posterior 
leaflet  of  the  tricuspid  valve,  a position  from 
which  His  bundle  potentials  can  be  obtained 
readily.  Alternatively,  His  bundle  electrograms 
can  be  obtained  from  a cathetered  tip  adjacent 
to  the  noncoronary  cusp  of  the  aortic  valve.  How- 
ever, this  approach  recjuires  arterial  puncture  and 
hence  is  used  only  rarely. 

\’isualization  of  the  His  bundle  potential  re- 
cjuires special  amplification  and  filtering  equip- 
ment as  well  as  adecjuate  grounding  of  the  entire 
system.  In  general,  the  filters  are  chosen  to  include 
frecjuencies  between  40  and  500  Hz.  The  His 
bundle  jrotential  is  manifest  as  a bi-  or  trijahasic 
deflection  occurring  after  atrial  and  before  ven- 
tricular dejaolarization  recognized  by  the  P and 
QRS  complexes  on  the  simultaneously  recorded 
electrocardiogram  (EGG). 

His  bundle  electrograms  can  be  used  to  sub- 
divide the  P-R  interval  into  PH  and  HV  interc'als. 
The  PH  interval  (onset  of  the  P wave  on  the 
EGG  to  the  onset  of  the  His  bundle  deflection) 
reflects  the  time  required  for  intra-atrial  and  A-V 
nodal  conduction  time.  The  HV  interval  (onset 
of  His  bundle  deflection  to  the  onset  of  the  QRS 
complex  on  the  EGG)  is  a measure  of  conduction 
time  in  the  distal  His  bundle  and  bundle  branches 
as  well  as  their  ramifications.  Normally,  the  PH 
interval  varies  between  80  and  140  msec  and  the 
H\'  interval  varies  between  35  and  55  msec.  Pro- 
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longation  of  either  interval  signifies  delay  in  con- 
duction time  in  the  corresj^onding  regions  of  the 
conducting  system. 

Verification  of  the  Plis  bundle  deflection  is 
established  by  determining  its  timing  with  respect 
to  atrial  and  ventricular  depolarization.  These 
should  be  consistent.  In  addition,  pacing  from 
the  catheter  tip  fronr  the  which  the  His  bundle 
deflection  is  recorded  should  produce  QRS  com- 
jalexes  which  are  indistinguishable  from  those  seen 
with  normal  suj3raventricular  beats. 

His  Bundle  Recordings  and  A-V  Block 

First-degree  A-V  block  is  electrocardiograph- 
ically  characterized  by  jDrolongation  of  the  P-R 
interv'al  exceeding  0.20  seconds.  In  general,  in 
the  absence  of  bundle  branch  block,  jorolongation 
of  the  P-R  interval  is  due  to  PH  interval  pro- 
longation reflecting  A-V  nodal  conduction  delay. 
On  the  other  hand,  first  degree  A-V  block  asso- 
ciated with  bundle  branch  block  is  often  due  to 
prolongation  of  the  HV  interval  alone  or  H\^ 
and  PH.  It  should  be  noted  that  HV  prolonga- 
tion, perhaps  angering  serious  disease,  may  be 
present  despite  a normal  P-R  interval  on  the  con- 
ventional EGG. 

Second-degree  A-V  block  is  classified  as 
Mobitz  type  I (or  Wenckebach)  and  Mobitz  type 
II  block.  Usually  (although  not  always),  Mobitz 
type  I is  associated  with  conduction  delay  in  the 
A-V  node.  On  the  other  hand,  Mobitz  type  II 
block  generally  reflects  bilateral  bundle  branch 
disease.  His  bundle  recordings  have  helped  to 
clarify  these  distinctions.  Since  bilateral  bundle 
branch  block,  especially  that  associated  with  acute 
myocardial  infarction,  is  more  prone  to  produce 
sudden  death,  the  distinction  in  an  individual 
case  is  far  from  academic. 

At  least  three  varieties  of  complete  A-V 
block  are  recognized : ( 1 ) block  in  the  A-V  node 
itself  proximal  to  the  His  bundle  in  which  His 
bundle  deflections  precede  ventricular  depolariza- 
tions and  bear  no  relationship  to  atrial  dejDolariza- 
tions;  (2)  block  distal  to  the  His  bundle  char- 
acterized by  the  presence  of  His  bundle  spikes 
which  closely  and  consistently  follow  atrial  de- 
]3olarizations  but  bear  no  relationship  to  the  QRS 
complexes;  and  (3)  block  in  the  His  bundle  itself 
characterized  by  split  His  bundle  deflections  with 
two  distinct  His  bundle  spikes,  Hi  and  Ho,  one 
of  which  is  always  associated  with  the  atrial  de- 
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polarizations  and  the  other  with  the  ventricular 
depolarizations.  However,  there  is  no  consistent 
relationship  between  Hi  and  H2. 

Ectopic  Beats 

Analysis  of  His  bundle  recordings  may  furnish 
useful  information  regarding  the  origin  of  ectopic 
beats.  Atrial  premature  beats  are  characterized  by 
an  early  atrial  depolarization,  a prolonged  PH 
interval,  a normal  H\"  interval,  and  normal  or 
aberrant  QRS  morphology  on  the  ECG.  Ven- 
tricular premature  beats  on  the  other  hand  are 
not  preceded  by  His  bundle  depolarizations.  His 
bundle  depolarizations  may  follow  ventricular  pre- 
mature beats  because  of  retrograde  conduction. 
Occasionally,  premature  depolarizations  arise 
from  the  Plis  bundle  itself  (previously  called  nodal 
premature  beats).  However,  such  beats  may  not 
be  manifest  electrocardiographically  because  of 
antegrade  block  and  retrograde  block  beyond  the 
.\-V  junction.  Rather,  they  may  instead  simulate 
unexplained  first-  or  second-degree  A-V  block  be- 
cause of  concealed  retrograde  conduction  and 
protraction  of  the  apparent  refractory  period  of 
the  A-\^  node.  Although  this  phenomenon,  known 
as  “pseudo  atrio-ventricular  block,”  was  first  de- 
scribed many  years  ago,  it  has  been  documented 
only  recently  by  Rosen  and  his  associates  in  man. 

Tachyarrhythmias 

Recording  of  His  bundle  electrograms  has 
been  helpful  in  analysis  of  complex  tachyarrhyth- 
mias such  as  supraventricular  tachycardia  with 
aberrant  conduction  versus  ventricular  tachy- 
cardia. Again,  QRS  complexes  in  supraventricular 
tachycardia  are  preceded  consistently  by  His 
bundle  spikes  while  QRS  complexes  in  ventricular 
tachycardia  are  not.  His  bundle  recordings  have 
shed  light  on  the  mechanism  underlying  some 
instances  of  supraventricular  tachycardia.  Recent 


evidence  suggests  that  many  of  these  tachycardias 
are  due  to  reentry  of  impulses  through  a pathway 
incorporating  the  upper  A-V  nodal  and  low  atrial 
regions. 

The  PH  interval  is  more  susceptible  than  the 
PIV  interval  to  the  effects  of  pharmacologic  agents. 
Atropine,  isoproterenol,  and  diphenylhydantoin 
decrease  the  PH  interval  but  usually  exert  no 
effect  on  the  HV  interval.  Propranolol  prolongs 
the  PH  interval  but  has  no  influence  on  the  HV 
interv'al.  However,  other  drugs  such  as  procaine 
amide  may  prolong  both  the  PPI  and  HV  intervals. 

Stress  of  the  Conduction  System 

Recognition  of  occult  A-V  nodal  and  sinus 
node  dysfunction  may  be  facilitated  by  stress  of 
the  conduction  system  by  atrial  pacing  or  accelera- 
tion of  atrial  rate  with  atropine  while  simultane- 
ous His  bundle  recordings  are  obtained.  The  nor- 
mal response  to  acceleration  of  atrial  rate  above 
140  per  minute  is  second-degree  A-V  block  of 
the  Mobitz  type  I variety.  Production  of  block 
at  rates  lower  than  this  indicates  A-V  nodal  dys- 
function. Sinus  node  dysfunction  can  be  un- 
masked by  stress  as  well.  Sudden  cessation  of 
atrial  pacing  at  a rate  of  130  per  minute  normally 
leads  to  initiation  of  sinus  node  impulses  within 
one  second  (the  sinus  node  recovery  time).  This 
interval  is  significantly  prolonged  in  patients  with 
sinus  node  dysfunction  (the  “sick  sinus  syn- 
drome”) . 

Summary 

The  technic  of  His  bundle  recording  has  been 
shown  to  be  relatively  simple  and  safe.  It  has 
already  become  an  established  means  of  obtaining 
clinically  needed  information  useful  in  determin- 
ing the  nature  of  A-V  block,  the  etiology  of  ectopic 
beats,  the  mechanisms  underlying  tachyarrhyth- 
mias, and  the  presence  of  occult  sinus  or  A-V 
nodal  disease  in  individual  patients. 


Discussion  of  E.N.T.  Case  of  the  Month 

(continued  from  p.  114) 


The  diagnosis  is  nasal  septal  hematoma,  a 
condition  caused  by  the  extravasation  of  blood 
between  the  septal  cartilage  and  its  covering  muco- 
perichondrium. 

W'hen  a great  deal  of  blood  collects  here,  the 
septum  may  become  markedly  increased  in  di- 
ameter blocking  the  patient’s  airway.  The  red 
“masses”  seen  in  this  patient’s  nose  are  simply 
the  septal  mucosa  which  has  been  displaced  lat- 
erally due  to  the  underlying  blood  clot. 

Treatment  for  this  condition  is  prompt  bi- 
lateral incision  and  drainage  of  the  hematoma. 


.\fter  the  clot  has  been  evacuated,  the  flaps  of 
septal  mucoperichondrium  are  repositioned  against 
the  septal  cartilage  and  held  in  place  by  packing 
to  prevent  reformation  of  the  hematoma. 

If  not  treated  promptly,  septal  hematomas 
may  become  infected  creating  a septal  abscess,  with 
the  danger  of  additional  complications.  Chondritis 
of  the  septal  cartilage  then  may  occur  resulting  in 
collapse  of  the  nasal  bridge  and  formation  of  a 
“saddle  nose”  deformity.  Cav^emous  sinus  throm- 
bosis is  also  a threat  when  infection  occurs  in 
this  area. 


February,  1973  j 129 


Proceedings  of  The  Council 


Meeting  of  December  15-17,  1972 


A REGULAR  MEETING  of  The  Council  of 
^ the  Ohio  State  Medical  Association  was  held 
Friday,  Saturday  and  Sunday,  December  15,  16 
and  17,  1972,  at  the  OSMA  Headcjuarters’  office, 
17  S.  High  Street,  Columbus. 

Those  present  Friday  evening  were:  All  mem- 
bers of  The  Council  (except  Dr.  James  G.  Tye, 
Dayton;  Dr.  George  N.  Bates,  Toledo,  and  Dr. 
Robert  G.  Thomas,  Elyria)  ; Dr.  Richard  L. 
Meiling,  Columbus,  Chairman  of  the  Ohio  Dele- 
gation to  the  AM  A;  Dr.  Wallace  B.  Dorain,  Pro- 
gram Director,  Ohio  Regional  Medical  Program ; 
Messrs.  Hart  F.  Page,  Herbert  E.  Gillen,  Jerrv’  J. 
Campbell,  Robert  D.  Clinger,  David  L.  Rader, 
Mrs.  Katherine  E.  Wisse,  Mr.  R.  Gordon  Moore, 
and  Mrs.  Gail  Dodson. 

Those  present  Saturday  were : All  members 
of  The  Council  (except  Dr.  Bates)  ; Dr.  John  H. 
Budd,  Cleveland,  a member  of  the  AMA  Board 
of  Trustees;  Dr.  John  W.  Cashman,  Columbus, 
Ohio  Director  of  Health;  Mr.  James  E.  Pohlman, 
Columbus,  OSMA  Legal  Counsel;  Mr.  James  S. 
Imboden,  Columbus,  Assistant  Director,  AMA  De- 
partment of  Field  Service;  Mr.  Bernard  D.  King, 
Columbus,  Student  AMA  Representative;  Dr. 
Perry  R.  Ayres,  Athens,  Editor  of  The  Ohio  State 
Medical  Journal;  Mr.  Robert  B.  Canary,  Mr. 
Frederick  J.  Zuber,  and  Mr.  Theodore  T.  Fry, 
Columbus,  representing  the  Ohio  Department  of 
Public  Welfare;  Dr.  Richard  L.  Fulton,  Columbus, 
a Past  President  of  the  Ohio  State  Medical  Asso- 
ciation; and  all  members  of  the  OSMA  staff,  with 
the  exception  of  Mr.  Edgar. 


Those  present  Sunday  were:  All  members  of 
The  Council  (e.xcept  Dr.  Bates),  Dr.  Budd,  Mr. 
Pohlman,  Mr.  Imboden,  Mr.  King,  all  members 
of  the  OSMA  staff  (except  Mr.  Edgar  and  Mrs. 
Dodson ) . 

Minutes  Approved 

Minutes  of  the  meeting  of  September  29,  30 
and  October  1,  1972,  were  approved. 

Councilor  Reports 

The  Councilors  reported  on  activities  in  their 
respective  districts. 

Membership 

Mrs.  5\'isse  presented  membership  statistics 
for  December  14,  1972,  showing  a net  gain  in 
membership  of  53  members  over  the  same  date 
last  year. 

AM.\  membership  showed  a loss  of  114  mem- 
bers over  the  same  period. 

Auditing  and  Appropriations 

The  Council  then  adjourned  and  reconvened 
in  Executive  Session  for  consideration  of  the 
Budget  for  1973. 

The  minutes  of  the  Auditing  and  Appropri- 
ations Committee,  including  the  following  recom- 
mendations, were  approved  as  submitted: 

The  proposed  computerized  membership  sys- 
tem was  discussed.  It  was  the  consensus  of  the 
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Committee  that  the  membership  department  fur- 
ther analyze  the  system  to  be  implemented  and 
its  utilization,  and  present  this  to  the  Membership 
and  Planning  Committee  for  its  recommendation 
to  The  Council. 

The  Committee  recommends  to  The  Council 
that  the  usual  custom  of  Christmas  gifts  for  the 
employees  be  followed  in  1972. 

The  Committee  recommends  to  The  Council 
that  the  following  new  appointments  be  made 
effective  January  1,  1973: 

Herbert  E.  Gillen,  Director  of  Government 
Relations 

Jerry  J.  Campbell,  Director  of  Specialty  Soci- 
ety Services 

Robert  D.  Clinger,  Director,  Department  of 
Health  Education 

David  L.  Rader,  Assistant  Director,  Depart- 
ment of  State  Legislation 

Katherine  E.  Wisse,  Comptroller 

The  follow'ing  budget  was  adopted  b\-  official 
action: 


Budget  for  1973 


The  Ohio  State  Medical  Journal  (10,200 

members  @ $4.50)  $ 

Executive  Salaries  

Staff  Expense  

Staff  Associate,  Secretarial  and  clerical 

salaries  


President: 

1972- 1973  Expense $3,000.00 

Honorarium  . . 5,000.00 

1973- 1974  Expense 3,000.00 

President-Elect: 

1972- 1973  Expense $1,800.00 

Plonorarium  . . 2,000.00 

1973- 1974  Expense 1,800.00 

Secretary-Treasurer: 

Honorarium  ..$2,000.00 


Council  Expense  

.“^MA  Delegate-.\lternate  Expen.se 

(per  diem  $35;  Ground  travel  $20)  . . . 
Committees: 

.Ad  Hoc  on  Health  Care  Delivery 

Systems  

Auditing  and  Appropriations  

Cancer  

Emergency  and  Disaster  Medical  Care 
Education  (Commission  on  Education) 
Environmental  and  Public  Health  .... 

Eye  Care  

Government  Medical  Care  Programs  . . 

Hospital  Relations  

Insurance  

Judicial  and  Professional  Relations  . . . 

Laboratory  Medicine  

Liaison  Committee  to  Nationwide 

Insurance  

Maternal  Health 

Medicine  and  Religion  

Membership  and  Planning  

Mental  Health  

Nursing  . 

OSM.A-OSB.A  Liaison  

Private  Practice  

Professional  Standards  Review 

Organization  

Placement  Service 


45.900.00 
135,250.00 

20,000.00 

93.456.00 


18,600.00 


18,500.00 

22,000.00 


1,500.00 

4.000. 00 

550.00 

750.00 

2.000. 00 
1,000.00 

500.00 

1.500.00 
1,000.00 

600.00 

500.00 

400.00 

200.00 

2.400.00 
200.00 

2.500.00 
2,000.00 

150.00 

200.00 
750.00 

5,000.00 

750.00 


Committees — contd. 

Public  Relations  400.00 

Rehabilitation  100.00 

Rural  Health  1,500.00 

School  Health  5,000.00 

Scientific  W’ork  600.00 

Workmen’s  Compensation  250.00 

.Annual  Meeting  65,000.00 

Car  Lease  7,200.00 

Councilor  District  Conferences  3,600.00 

Data  Processing  25,000.00 

Emergency  Fund  5,000.00 

Equipment  Rental  14,000.00 

Family  Practice  Scholarships  4,000.00 

Insurance  and  Bonding  14,000.00 

Legal  Expense  20,000.00 

Library  600.00 

OSMAgram  7,500.00 

Postage  12,000.00 

Professional  Relations  .Activities  5,000.00 

Public  Relations  Department: 

Information  Materials  1,500.00 

Miscellaneous  .Activities  5,000.00 

Rent  31,142.76 

Stationery,  Printing  and  Supplies  12,500.00 

Taxes:  Payroll  10,000.00 

Telephone  and  Telegraph  9,500.00 

Depreciation  2,000.00 

Furniture  and  Equipment  4,000.00 

TOT.AL  BUDGETED  FOR  1973  ...$648,548.76 


The  Executive  Session  was  adjourned  and 
The  Gouncil  reconvened  in  regular  session. 


Dr.  Dorain  Introduced 

\Vallace  B.  Dorain,  M.D.,  Program  Director 
for  the  Ohio  Regional  Medical  Program  was  in- 
troduced and  spoke  briefly  to  The  Council. 


American  Medical  Association 

The  Council  voted  to  commend  Ohio’s  .AM.A, 
Delegation  and  to  e.xtend  its  thanks  and  apprecia- 
tion to  the  Hamilton,  Butler,  Stark  and  Mont- 
gomery County  Medical  Societies  for  the  successful 
hosting  of  the  Clinical  Session  of  the  .American 
Medical  Association.  The  Council  also  voted  to 
encourage  return  of  the  AM.A  Clinical  Session  to 
Cincinnati  at  a future  date. 

Dr.  Meiling  reported  on  the  sessions  of  the 
.\M.\  House  of  Delegates  in  Cincinnati  and 
brought  to  the  attention  of  The  Council  the  work 
of  Ohio’s  Delegates  to  the  AM.A  and  especially 
that  of  Dr.  Erederick  P.  Osgood,  of  Toledo,  with 
regard  to  Report  “H”  of  the  Council  on  Medical 
Education.  This  report  is  entitled  “Functions  and 
Structure  of  a Medical  School — For  Accreditation 
Guidelines”  and  was  referred  by  the  .AMA  Dele- 
gates back  to  the  Council  on  Medical  Education 
for  revision. 

The  Council  adopted  a position  paper  on  this 
matter  and  voted  to  officiall)-  request  of  the  Coun- 
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cil  on  Medical  Education  that  the  Ohio  State 
Medical  Association  be  given  a hearing  and  se- 
lected Dr.  P.  John  Robechek  as  its  spokesman. 

OSMA  Annual  Meeting 

Mrs.  Dodson  reported  on  plans  for  the 
OSMA  Annual  Meeting,  May  6-9.  Her  report 
was  accepted  for  information. 

Mr.  Campbell  reported  on  exhibit  sales. 

County  Society  Officers  Conference 

The  Council  voted  to  authorize  the  officers 
to  select  a date  for  the  1973  County  Society  Offi- 
cers’ Conference;  to  change  the  name  of  the  Con- 
ference; to  select,  if  possible,  a place  out  of  Colum- 
bus; determine  the  program,  and  provide  the 
officers  with  blanket  authority  to  select  decision- 
makers in  medicine  to  attend  the  meeting. 

Constitution  and  Bylaws 

The  revised  Constitution  and  B\law's  of  the 
Ashland  County  Medical  Society  were  approved, 
subject  to  correction  of  several  minor  clerical 
errors. 

The  revised  Constitution  and  Bylaws  of  the 
Wayne  County  Medical  Society  were  approved, 
subject  to  correction  of  a section  of  the  Bylaws 
which  would  have  provided  active  membership  in 
more  than  one  county  ’ edical  society. 

Consideration  of  the  Hancock  County  Med- 
ical Society  Constitution  and  Bylaws  revision  was 
deferred,  because  of  language  conflicting  with  the 
OSMA  Bylaws  on  matters  of  appeal. 

Medical  Advances  Institute 
and 

Professional  Standards  Review 

Dr.  Henry  reported  to  The  Council  on  de- 
velopments concerning  Medical  Advances  Institute 
and  Professional  Standards  Review. 

The  Council  expressed  the  opinion  that  Dr. 
Henry’s  name  should  be  submitted  as  a member 
of  the  proposed  “Eleven  Man  National  Advisory 
Committee  on  Professional  Standards  Review  Or- 
ganizations.” 

Mr.  Page  announced  the  successful  passage 
of  S.  B.  496,  Aronoff,  which  will  provide  protec- 
tion to  physicians  on  Professional  Standards  Re- 
\ iew  Organization  committees  of  medical  societies 
and  Medical  Advances  Institute.  The  bill  will  be- 
come effective  March  31,  1973. 

The  Council  authorized  Mr.  Page  to  accept 
an  appointment  as  Chairman  of  the  American 
Association  of  Medical  Society  Executives’  Ad  Hoc 
Committee  to  Plan  PSRO  \Vorkshops. 


Ohio  Medical  Indemnity 

Dr.  Robechek  and  Mr.  Page  reported  for  the 
OMI  Liaison  Committee.  It  was  announced  that 
Dr.  Wells  had  been  elected  to  the  Board  of  Direc- 
tors of  OMI  and,  therefore,  has  relinquished  his 
place  on  the  OMI  Liaison  Committee.  Dr.  Schultz 
appointed  Dr.  Lieber  to  succeed  Dr.  \Vells  on  the 
OMI  Liaison  Committee  and  the  appointment 
was  ratified  by  The  Council. 

Woman’s  Auxiliary 

The  Council  discussed  the  legislative  program 
conducted  by  the  Woman’s  Auxiliary'  to  the  Amer- 
ican Medical  Association.  The  Council  requested 
that  the  Ohio  State  IVIedical  Association  \Voman’s 
Auxiliary  consult  with  the  officers  or  The  Council 
of  the  Ohio  State  Medical  Association,  with  re- 
gard to  materials  issued  by  the  \Voman’s  Auxiliary 
to  the  AMA,  before  such  programs  are  imple- 
mented. 

Committee  Reports 

Joint  Advisory  Committee  on  Special  Education 

Minutes  of  the  October  11  and  November  15 
meetings  were  presented  by  KIr.  Clinger.  The 
minutes  of  the  October  1 1 meeting  were  ap- 
proved. Item  “B”  which  accompanied  the  No- 
vember 15  minutes  was  referred  back  to  the  com- 
mittee for  clarification.  The  remainder  of  the 
minutes  of  that  date  w'ere  accepted. 

Joint  Committee  on  School  Bus 
Driver  Examinations 

Minutes  of  the  October  12  meeting  of  the 
Joint  Committee  on  School  Bus  Drivers  were  pre- 
sented by  Mr.  Clinger.  The  Council,  approved, 
in  principle,  a proposed  letter  from  the  chairman 
of  the  committee  to  the  Chief  of  the  Pupil  Trans- 
portation Section  of  the  Ohio  Department  of 
Education,  with  a copy  to  Superintendent  Martin 
Essex,  and  accepted  the  minutes  for  information. 

Ohio  Cancer  Coordinating  Committee,  Inc. 

Minutes  of  the  October  18  meeting  of  the 
Ohio  Cancer  Coordinating  Committee,  Inc.,  were 
presented  by  Mr.  Clinger  and  were  accepted  for 
information. 

Judicial  and  Professional  Relations  Committee 

Minutes  of  the  October  25  and  November  19 
meetings  of  the  Judicial  and  Professional  Rela- 
tions Committee,  were  presented  by  Mr.  Page, 
and  were  accepted  for  information. 
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OSMA-OSBA  Liaison  Committee 

Minutes  of  the  November  1 and  December 
13  meetings  of  the  OSMA-OSBA  Liaison  Com- 
mittee, were  presented  by  Dr.  Clarke  and  were 
received  for  information. 

Committee  on  Rural  Health 

Minutes  of  the  November  5 meeting  of  the 
Committee  on  Rural  Health  were  presented  by 
Mr.  Clinger  and  were  accepted  for  information. 

Commission  on  Medical  Education 

Minutes  of  the  November  8 meeting  of  the 
Commission  on  Medical  Education  were  pre- 
sented by  Mr.  Campbell,  in  the  absence  of  Mr. 
Edgar. 

In  answer  to  the  Commission’s  request  for  di- 
rection of  The  Council  on  the  subject  of  physi- 
cian’s assistants.  The  Council  requested  that  con- 
sideration not  be  given  to  licensure,  but  that 
consideration  be  directed  toward  certification, 
with  the  requirement  that  those  certified  ser\^e 
under  the  direction  of  physicians. 

The  Council  then  discussed  the  organization 
and  function  of  the  Committee  for  Expanded 
Medical  Education  in  Ohio  and  its  mission  of 
studying  and  recommending  methods  to  imple- 
ment the  study  of  medical  education  in  Ohio,  con- 
ducted for  the  Ohio  Board  of  Regents  by  Philip 
Lee,  M.D.,  Chancellor  of  the  University  of  Cali- 
fornia School  of  Medicine.  It  was  the  direction  of 
The  Council  that  all  available  avenues  be  utilized 
to  achieve  OSMA  input  into  the  plans  which 
are  being  developed  under  the  aegis  of  the  Ohio 
Board  of  Regents. 

The  remainder  of  the  minutes  were  accepted 
by  The  Council. 

Committee  on  Medicine  and  Religion 

The  minutes  of  the  November  16  meeting  of 
the  Committee  on  Medicine  and  Religion  were 
presented  by  Mr.  Campbell  and  were  accepted. 

Committee  on  Membership  and  Planning 

The  minutes  of  the  December  6 meeting  of 
the  Committee  on  Membership  and  Planning  were 
presented  by  Dr.  W’ells  and  Mr.  Gillen. 

A proposed  resolution  to  change  the  Consti- 
tution and  Bylaws  of  the  Ohio  State  Medical  Asso- 
ciation, in  order  to  establish  a new  membership 
category,  “Members  in  Training”  was  approved 
by  The  Council  for  submission  to  the  House  of 
Delegates  in  1973. 

A recommendation  of  the  committee  with 
regard  to  increasing  membership  of  psychiatrists 


was  referred  to  the  Committee  on  Mental  Plealth 
for  implementation. 

The  Council  directed  Dr.  Wells,  chairman  of 
the  committee,  to  explore  the  reinstituting  of  lec- 
tures for  medical  students. 

A report  from  Mr.  Campbell,  Director  of 
Specialty  Society  Services,  to  the  Membership  and 
Planning  Committee,  was  included  in  the  minutes 
and  was  received  for  information. 

A proposed  computerized  membership  system 
for  the  Ohio  State  Medical  Association,  submitted 
by  Mrs.  Wisse,  OSMA  Comptroller,  and  William 
\Visse,  Computer  Consultant,  was  accepted  as  a 
basic  working  document. 

The  minutes,  as  a whole,  were  approved. 

Committee  on  Mental  Health 

Minutes  of  the  December  10  meeting  of  the 
Committee  on  Mental  Health  were  presented  by 
Mr.  Clinger. 

In  connection  with  a report  on  prescription 
controls.  The  Council  directed  that  the  subject  be 
referred  for  discussion  by  the  OSMA  Committee 
on  Pharmacy  with  the  related  committee  of  the 
Ohio  State  Pharmaceutical  Association.  The  Com- 
mittee on  Mental  Health,  however,  was  authorized 
to  continue  its  study  and  discussions  of  this  matter. 

A recommendation  that  the  Board  of  Phar- 
macy prepare  an  article  on  the  current  drug  laws 
for  the  Ohio  State  Medical  Journal  was  referred 
to  Mr.  Moore  for  implementation. 

The  remainder  of  the  minutes  were  accepted 
as  presented. 

Ad  Hoc  Committee  for  the  Study  of 
Health  Care  Delivery'  Systems 

The  minutes  of  the  December  13  meeting  of 
the  Ad  Hoc  Committee  for  the  Study  of  Health 
Care  Delivery  Systems  were  presented  by  Mr. 
Gillen.  The  report  was  approved  in  principle  and 
the  committee  was  instructed  to  proceed  with  its 
work. 

Committee  on  Workmen’s  Compensation 

The  minutes  of  the  December  13  meeting  of 
the  Committee  on  \Vorkmen’s  Compensation  were 
presented  by  Air.  Campbell,  and  were  accepted. 

Committee  on  Private  Practice 

The  minutes  of  the  December  13  meeting  of 
the  Committee  on  Private  Practice  were  presented 
by  Dr.  Lieber. 

With  regard  to  the  section  on  certification 
of  need.  The  Council  approved  the  recommenda- 
tion that  the  committee  survey  the  medical  asso- 
ciations in  the  nine  states  which  have  defeated 
such  legislation,  as  well  as  the  16  states  which  have 
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enacted  it,  for  the  purpose  of  obtaining  specific 
information  as  to  whether  the  state  medical  associ- 
ation fa\ored  or  opposed  the  legislation;  and  if  it 
was  defeated,  why  it  was  defeated;  and  if  it  was 
enacted,  how  it  is  working. 

The  report  of  the  committee  was  accepted  as 
presented. 

Committee  on  Eye  Care 

Minutes  of  the  October  22  meeting  of  the 
Committee  on  Eye  Care  were  presented  by  Mr. 
Rader. 

^\'ith  regard  to  optician  registration,  The 
Council  expressed  its  opinion  that  in  view  of  the 
OSMA  policy,  calling  for  a moratorium  on  fur- 
ther licensing,  proposed  legislation  for  the  registra- 
tion of  opticians  be  disapproved. 

The  minutes  were  approved  as  amended. 

Committee  on  Emergency  and 
Disaster  Medical  Care 

Minutes  of  the  meeting  of  the  Committee  on 
Emergency  and  Disaster  Medical  Care,  December 
2,  were  presented  by  Mr.  Rader. 

The  Council  amended  the  recommendation 
of  the  committee  to  read  as  follows: 

“That  the  Ohio  State  Medical  Association 
and  the  Ohio  Hospital  Association  work  together 
to  discuss  a hospital  licensure  bill,  which  would 
include  categorization  of  emergency  facilities.” 

The  minutes  were  accepted,  as  amended. 

Dr.  Cashman  Addresses  Council 

Dr.  Cashman,  Ohio  Director  of  Health,  then 
addressed  The  Council. 

He  discussed  the  Task  Force  on  Hospital  Li- 
censure and  Certification  of  Need.  He  announced 
a meeting  of  the  full  Task  Force  for  late  in  Janu- 
ary. He  stated  that  the  medical  profession  should 
draft  that  part  of  the  bill  relating  to  cjuality. 

Dr.  Cashman  stated  that  there  is  an  urgency 
for  the  states  to  work  in  the  fields  of  comprehen- 
sive planning,  access  to  health  care,  and  provision 
of  state  funds  for  medically  needy. 

Dr.  Cashman  discussed  the  chronic  renal 
disease  revisions  of  H.R.  1,  pointing  out  that  pro- 
visions had  been  made  for  care  of  chronic  renal 
patients  under  Medicare. 

The  Council  requested  that  Dr.  Cashman 
meet  with  it  for  a “think  session”  on  various 
mutual  problems  in  the  health  field,  at  a time  in 
the  near  future. 

Mr.  Canary 

Mr.  Canary,  Acting  Director,  Ohio  Depart- 
ment of  Public  Welfare,  then  addressed  The  Coun- 
cil. He  admitted  that  physicians  with  substantial 


numbers  of  welfare  patients  have  been  badly  hurt 
because  of  slow  pa)incnt  by  the  Department.  He 
presented  figures  indicating  that  in  the  fiscal  year 
ending  July  1,  1972,  payments  of  $11,294,000  had 
been  made  to  physicians,  with  an  additional 
$892,000  as  co-insurance  and  deductibles  under 
Medicare,  .'kt  the  conclusion  of  Mr.  Canary’s 
presentation.  The  Council  discussed  \arious  de- 
tails with  Mr.  Canary,  Mr.  Zuber  and  Mr.  Fry. 

Ohio  State  Medical  Journal 

Dr.  Ayres  addressed  The  Council,  with  regard 
to  developments  in  the  state  medical  journal  field. 
As  a member  of  the  Board  of  Directors  of  the 
State  Medical  Journal  Advertising  Bureau,  repre- 
senting 34  State  Medical  Journals,  plus  the  Chi- 
cago Medical  Society  Bulletin  and  Massachusetts 
Medicine,  Dr.  Ayres  expressed  his  concern  that  the 
pharmaceutical  industry'  is  not  using  these  jour- 
nals adequately  in  adv'ertising  programs,  but  in- 
stead many  of  the  members  of  the  industry  were 
using  heavy  advertising  budgets  in  so-called  con- 
trolled circulation  magazines,  medical  publications 
which  have  no  official  ties  with  medical  organi- 
zations. 

Council  authorized  the  Publication  Commit- 
tee of  The  Journal  to  develop  a communication 
program  between  physicians  and  the  pharmaceu- 
tical manufacturers  to  make  them  aware  of  this 
situation.  In  addition,  Mr.  Page  was  authorized 
to  discuss  with  the  Big  Ten  state  medical  societies 
the  possibility  of  a conference  with  the  Pharma- 
ceutical Manufacturers  Association  and  its  mem- 
bers. 

Lab  Tests 

A communication  from  Dr.  R.  G.  Thomas, 
Secretary-Treasurer  of  the  Ohio  Society  of  Pathol- 
ogists, with  regard  to  proposed  FDA  regulations 
which  might  stipulate  what  laboratory  tests  a 
physician  could  order  for  the  diagnosis  of  certain 
categories  of  diseases,  was  received  for  study  and 
information. 

Bacteria  on  Aircraft 

.'k  report  on  Ohio  State  Medical  Association 
and  Ohio  Society  of  Pathologists  action  concerning 
regulations  by  the  United  States  Department  of 
Transportation,  which  would  prohibit  transport  of 
bacterial  cultures  on  passenger  carrying  aircraft, 
was  presented  to  the  Council  for  information. 

Proposed  Food  and  Drug  Regulation 

The  Council  studied  information  concerning 
proposed  Food  and  Drug  regulations  governing 
blood  and  blood  banks.  A number  of  the  regu- 
lations were  of  concern  to  The  Council,  including 
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one  which  would  designate  blood  as  a drug; 
whereas,  in  Ohio  distribution  of  blood  is  by  statute 
designated  as  a serv  ice,  not  a sale.  OSMA  directed 
that  Ohio  Congressmen  and  the  American  Medical 
Association  be  contacted  on  this  matter. 

Resolution  on  Department  of  Public  Welfare 

A resolution  from  the  Academy  of  Medicine 
of  Columbus  and  Franklin  County,  regarding  the 
Ohio  Department  of  Public  Welfare  new  program 
for  the  administration  of  Title  XIX,  was  received 
by  The  Council  and  the  District  Councilor  was 
asked  to  advise  the  Academy  of  the  activities  of 
The  Council  in  attempting  to  deal  with  this  sit- 
uation. 

Resolutions  on  Provider  Agreements 
Resolutions  from  the  Delaware  County  Aled- 


ical  Society  and  the  Clermont  County  Medical 
Society  on  provider  agreements  were  received  by 
The  Council. 

Sympathy  Expressed 

The  Council  expressed  its  sympathy  to 
Charles  \V.  Edgar  and  his  family,  with  regard  to 
the  death  of  his  mother,  Mrs.  Rose  King  Edgar, 
Columbus,  Ohio,  on  December  14,  1972. 

Future  Meetings  of  the  Council 

Future  meetings  of  the  Council  were  tenta- 
tively set  for  Tanuarv  27-28  and  March  17-18, 
1973. 

\TTEST  : Hart  F.  Page 

Executive  Director 


ON  THE  OMPAC  FRONT 

OMPAC  Board  of  Directors 
Reorganizes  for  ’73 


At  the  recent  annual  meeting  of  the  Board  of 
Directors  of  the  Ohio  Medical  Political  Action 
Committee,  the  following  Board  members  were  re- 
elected for  three-year  terms: 

Frank  H.  Mayfield,  M.D.,  Cincinnati;  Law- 
rence C.  Meredith,  M.D.,  Oberlin;  James  C. 
McLarnan,  M.D.,  Mt.  \’ernon,  and  Ray  ^V.  Gif- 
ford, M.D.,  Cleveland. 

Officers  were  reelected  as  follows:  William 
J.  Lewis,  M.D.,  Dayton,  chairman;  H.  ^Villiam 
Porterfield,  M.D.,  Columbus,  vice-chairman;  Carl 
A.  Lincke,  M.D.,  Carrollton,  secretary-treasurer. 

Dr.  Lincke  tendered  his  resignation  as  a mem- 
ber of  the  Board  and  as  secretary-treasurer.  He 
stated  that  he  had  been  a Board  member  from 
the  inception  of  OMPAC  in  1946  and  felt  that  he 
should  be  relieved  from  Board  membership.  Flis 
resignation  was  accepted  with  regret  and  Dr. 
Lincke  was  thanked  for  his  long  and  faithful  ser- 
vice on  the  Board  and  as  its  efficient  secretary- 
treasurer. 

Paul  A.  Jones,  M.D.,  Zanesville,  a Board 
member  was  elected  secretary-treasurer  to  succeed 
Dr.  Lincke.  \Vesley  J.  Pignolet,  M.D.,  Willoughby, 
Lake  County,  was  elected  to  serve  the  unexpired 
term  of  Dr.  lancke  as  a Board  member,  such  term 
expiring  in  1973. 

The  Board  also  accepted  with  regret  and 
thanks  for  fine  past  service,  the  resignation  of 
Charles  L.  Blumstein,  M.D.,  Lima,  who  stated 


that  he  may  move  from  Ohio  in  the  near  future. 
It  was  decided  that  the  Board  would  act  to  fill 
this  vacancy  at  an  early  meeting. 

Other  Board  members  are:  Robert  E.  Tschantz, 
M.D.,  Canton;  A.  Burton  Payne,  M.D.,  Ironton, 
and  Mrs.  M.  W.  Sloan,  Dayton. 

Possible  activities  to  increase  OMPAC  mem- 
bership and  extend  the  educational  activities  of 
OMPAC  were  discussed,  such  as:  Sending  per- 
sonalized letters  to  those  who  have  or  have  not 
contributed  during  the  year;  issuance  of  a regular 
Newsletter  or  bulletins  at  intervals;  solicitation  by 
direct  mail;  establishment  of  closer  contact  be- 
tween the  Board  members  and  officials  of  the 
State  Association  and  the  county  medical  societies; 
urging  greater  interest  on  the  part  of  county  soci- 
ties  and  individual  physicians  in  the  selection  of 
candidates  for  local  and  county  public  offices, 
before  and  after,  the  primarv-  elections;  selection 
of  “key  men”  in  the  counties  to  boost  OMPAC 
membership,  and  similar  projects. 

* * 45- 

Have  you  made  your  1973  OMPAC  contri- 
bution of  $25  through  your  County  Medical  Soci- 
ety Secretary-Treasurer?  If  not,  it’s  not  too  late. 
In  fact  it’s  never  too  late  to  contribute  to  OMPAC. 
Now  is  the  time  for  OMPAC  to  start  building  up 
its  funds  for  the  crucial  1974  General  Election. 

— Ohio  Medical  Political  Action  Committee 
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A Few  Program  Highlights 
The  1973  OSMA  Annual  Meeting 

Colon  and  Rectal  Diseases 


TUESDAY,  MAY  8,  1973 


The  following  program  is  planned  by  the  OSMA  Section  on  Colon  and  Rectal  Surgery 
and  the  Ohio  Valley  Proctologic  Society,  at  the  Veterans  Memorial  Building. 


The  Program 


Presiding:  Burchard  E.  Winne,  M.D.,  Toledo, 
Program  Chairman 

2:00  p.m.  “What  Are  Fiberoptics” — Mr.  Phillip 
Klein,  Chief  Engineer,  Owens- 
Coming  Fiberglass  Corp.,  Toledo. 

2:15  p.m.  “The  Impact  of  Flexible  Fiberoptic 
Colonoscopy  Upon  the  Manage- 
ment of  Colonic  Disease”  — Gerald 
Marks,  M.D.,  Assistant  Professor 
Clinical  Surgery,  Jefferson  Medical 
College,  Philadelphia,  Pa.,  Consul- 
tant in  Colon  and  Rectal  Surgery 
to  the  U.  S.  Army  Hospital,  Valley 
Forge,  Pa.,  and  to  the  Veterans 
Administration  Hospitals  in  Coates- 
ville.  Pa.  and  San  Juan,  Puerto 
Rico. 


2:50  p.m.  Questions  and  Answers 

Moderator  — Burchard  E.  Winne, 
M.D.,  Toledo 


3:00  p.m.  Coffee  Break 

Presiding:  Ralph  Samson,  M.D.,  Columbus 

3:10  p.m.  “The  Use  of  Synthetic  Low  Residue 
Diets  in  the  Management  of  In- 
flammatory Bowel  Disease” — Fran- 
cis S.  Kleckner,  M.D.,  Allentown, 
Pennsylvania. 

3:20  p.m.  “The  Fatal  Face  of  Fistula  in  Ano 
with  Abscess:  An  Analysis  of  Eleven 
Deaths”  — Gerald  Marks,  M.D., 
Philadelphia,  Pennsylvania. 


2:30  p.m.  “The  Psychologic  Aspect  of  the  Nurse 
in  Fiberoptic  Procedures”  — Sandy 
Price,  R.N.,  Dept,  of  Gastroenter- 
ology, Mercy  Hospital,  Toledo. 

2:40  p.m.  “Medical  Aspect  of  Fiberoptics”  — 
Francis  S.  Kleckner,  M.D.,  Direc- 
tor of  Gastroenterology,  Laboratory' 
and  Endoscopy  Unit,  Allentown 
Hospital,  Allentown,  Pa. 


3:35  p.m.  “Office  Management  of  Perianal  Ab- 
scess” — J.  H.  Wittoesch,  M.D.. 
Dayton. 

3:50  p.m.  Panel  Discussion:  Perianal  Abscess 

Moderator  — Ralph  Samson,  M.D., 
Golumbus 

Panel  Participants:  Gerald  Marks, 
M.D.,  J.  H.  Wittoesch,  M.D.  and 
Gerson  Garmel,  M.D. 
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American  Heart  Association 
Ohio  Affiliate 


Annual  Scientific  Session 
in  Cooperation  with  the 

Ohio  State  Medical  Association  Annual  Meeting 

Wednesday,  May  9,  1973  9:00-  10:30  a.m. 

Veterans  Memorial  Building 
Columbus,  Ohio 


Participants 

J.  Lester  Kobacker,  M.D.,  Toledo,  President, 
American  Heart  Association  — Ohio  Affiliate 

William  R.  Schultz,  M.D.,  Wooster,  President, 
Ohio  State  Medical  Association 

William  C.  Sheldon,  M.D.,  Cleveland,  Member, 
Department  of  Cardiovascular  Disease  and 
the  Cardiac  Laboratory,  Cleveland  Clinic 
Foundation 


Welcome  — Dr.  Schultz 

Introduction  of  Lecture  — Dr.  Kobacker 

The  Rudolph  Allen  Gerlinger  Memorial  Lecture 
of  the  American  Fleart  Association  — North- 
western Ohio  Chapter 

“Evolution  of  Myocardial  Revascularization:  From 
Throinbo-endarterectoiny  to  Bypass  Grafts” 
— Dr.  Sheldon 


Ophthalmology 

WEDNESDAY,  MAY  9,  1973 

The  following  program  is  sponsored  by  the  OSMA  Seetion  on  Ophthalmology  and  the 
Ohio  Ophthalmological  Society.  The  scientific  portion  tvill  be  held  in  the  Veterans  Mem> 
orial  Building. 


The 

Presiding:  William  J.  Crawford,  M.D.,  Middle- 
town,  Chairman,  Section  on  Oph- 
thalmology 

3:00  p.m.  “Complications  of  Strabismus  Surg- 
ery” ■ — - Ronald  L.  Price,  M.D.,  Di- 
rector of  Pediatric  Ophthalmology 
at  the  Cleveland  Clinic. 

3:30  p.m.  “Practical  Aspects  of  Fluorescein  An- 
giography” — Frederick  H.  Davi- 
dorf,  M.D.,  Assistant  Professor,  De- 


Program 

partment  of  Ophthalmology,  Ohio 
State  University,  Columbus. 

4:00  p.m.  “Therapy  of  Comeal  Diseases”  — 
Richard  H.  Keates,  M.D.,  Professor 
of  Ophthalmology  and  Director  of 
Corneal  Service  at  Ohio  State  Uni- 
versity, Columbus. 

4:30  p.m.  Business  meeting  of  the  Section  on 
Ophthalmology. 

(See  Next  Page) 
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Annual  Meeting  Highlights — contd. 


“A  Day  in  the  Emergency  Department” 

^VEDNESDAY,  AIAY  9,  1973 
\Yterans  Memorial  Building 
Moderator:  R.  C.  Waltz,  M.D.,  Cleveland 


9:30  a.m.  “The  Emergency  Department  — To- 
days Needs  — Tomorrows  De- 
mands” — Robert  C.  Waltz,  M.D., 
Chairman,  Ohio  Committee  on 
Trauma,  A.C.S. 

9:45  a.m.  “The  Unconscious  Patient  with  Ob- 
vious Trauma”  — William  E. 
Hunt,  M.D.,  Professor,  Neurosur- 
gery, Ohio  State  University. 

10:00  a.m.  “The  tmconscious  Patient  Without 
Obvious  Trauma”  — Arnold  H. 
Greenhouse,  M.D.,  Cleveland 
Clinic. 


10:15  a.m.  “The  Battered  Child”  — Robert  J. 

Izant,  Jr.,  M.D.,  Director,  Pedi- 
atric Surgery  Division,  Babies  & 
Children’s  Hospital;  and  Profes- 
sor, Pediatric  Surgery,  Case  West- 
ern Reserve  University,  Cleveland. 

10:35  a.m.  Coffee  Break 


11:00  a.m.  What  Would  You  Do? 

“Chest  Pain  and  the  Normal  EKG” 
— Sylvan  L.  Weinberg,  M.D., 
Dayton.  Chairman,  Cardiovascu- 
lar Center  and  Director,  Coronary 
Care  Ehiit,  Good  Samaritan  Hos- 
pital. 

11:15  a.m.  “Dangerous  Arrhythmias  in  the 
Emergency  Department” — Thom- 
as E.  Driscol,  M.D.,  University 
Plospitals,  Cleveland. 

11:30  a.m.  “Taking  the  Emergency  Department 
to  the  Patient”  — James  V.  War- 
ren, M.D.,  Chairman,  Dept,  of 
Medicine,  Ohio  State  University. 

12:00  noon  Lunch  and  Inspection  of  MICU 
(Mobile  Intensive  Care  Unit)  and 
Team 

Moderator:  Robert  S.  Heidt,  M.D., 
Cincinnati 


1 :30  p.m. 


1 :50  p.m. 


2:10  p.m. 


2:30  p.m. 


2:50  p.m. 
3:05  p.m. 


3:20  p.m. 


3:40  p.m. 


4:00  p.m. 


4:15  p.m. 


“Plastic  Surgery  for  the  G.P.”  — 
Ronald  B.  Berggren,  M.D.,  Dept. 
Plastic  Surgery,  Ohio  State  Uni- 
versity. 

“Pitfalls  in  ‘Simple’  Fractures”  — 
Robert  S.  Heidt,  M.D.,  Depart- 
ment of  Orthopaedic  Surgeiy, 
University  of  Cincinnati. 

“Returning  the  Sport  Injury  to  the 
‘FRAY’  ” — George  W.  Ballou, 
M.D.,  Cincinnati.  Member,  Amer- 
ican College  of  Surgeons. 

“Returning  the  Industrial  Injury  to 
the  ‘Grind’  ” — Joseph  Solomeyer, 
M.D.,  Medical  Director,  General 
Motors,  Hudson. 

Coffee  Break 

“Evaluating  the  Acute  Abdomen”  — 
Marion  C.  Anderson,  M.D.,  Presi- 
dent, Medical  College  of  Ohio  at 
Toledo;  and  fonnerly  Chairman, 
Department  of  Surgery. 

“Early  Recognition  and  Management 
of  Shock”  — Robert  Zollinger, 
M.D.,  Case  Western  Reserve  Uni- 
versity, Cleveland. 

“Should  I Use  an  Antibiotic?”  - — 
Emanuel  Wolinsky,  M.D.,  Metro- 
politan General  Hospital,  Cleve- 
land. 

“Tetanus  Prophylaxis — Still  a Prob- 
lem”— Wesley  Furste,  M.D.,  Co- 
lumbus. Past  Chairman,  Ohio 
Committee  on  Trauma,  A.C.S. 

“Minor  Problems,  ‘Goofs’  and  Other 
Dilemmas — A Kodachrome  Clinic” 
— Robert  C.  Waltz,  M.D.,  Cleve- 
land, Chairman,  Ohio  Committee 
on  Trauma. 
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OHIO  STATE  MEDICAL  ASSOCIATION,  SPONSORS 


2:00  p.m. 
2:05  p.m. 

Speaker: 

2:20  p.m. 
2:30  p.m. 


3:00  p.m. 


Program  for  Medical  Assistants 
in  Connection  with  1973  OSMA 
Annual  Meeting 


Tuesday,  May  8,  1973 

“THINGS  YOU  ALWAYS  WANTED  TO 
know— BUT  WERE  AFRAID  TO  ASK” 


Welcome  — Jack  Schreiber,  M.D., 
Canfield 

“Where  Do  Doctors  Stand?” 

• Future  of  Health  Care 

• OSMA  Stand  on  Basic  Issues 

• Principles  of  Private  Practice 

William  R.  Schultz,  M.D.  Wooster, 
President,  Ohio  State  Medical  As- 
sociation 

Question  and  Answer  Period 

“What  ‘Bugs’  You  the  Most?” 
(General  Office  Problems) 

• Insurance  Forms 

• Welfare 

• Billing  Procedures 

• The  “No  Show”  Patient 

• The  “Walk  In”  Patient 

• Scheduling 

Round  Table: 

General  Practitioner  — Jerry  L. 

Hamrnon,  M.D.,  West  Milton 
Medical  Assistant  — Anita  Perkins, 
Columbus 

Professional  Management  of  Cleve- 
land — Frank  Caulkins,  General 
Manager 

Question  and  Answer  Period 


3:10  p.m.  “To  Unite,  or  Not  to  L nite.  That  Is 
the  Question?” 

• HMO’s  — What  Are  They? 

• Doctor’s  pinion  — Any  Place  for 
Them  in  Ohio? 

• Solo  or  Group  Practice  ? 

Speaker:  William  J.  Lewis,  M.D.,  Dayton 

3:25  p.m.  Question  and  Answer  Period 


3:30  p.m.  “Looking  at  Yourself  in  the  Mirror” 
(Public  Relations) 

• The  Telephone  — First  Contact 
with  the  Patient 

• In  the  Office  — the  Personal 
Touch 


Round  Table: 

Physician  — John  Budd,  M.D., 
Cleveland 

Medical  Assistant  — Judy  Lowe, 
Columbus 

County  Executive  — Robert  Lang, 
Executive  Secretary,  Cleveland 
Academy  of  Medicine 

4:00  p.m.  Question  and  Answer  Period 

4:10  p.m.  “What  it  Takes  to  be  a Really  Good 
Medical  Assistant” 

(Attitudes) 

Speaker:  Jack  Schreiber,  M.D.,  Canfield 

4:30  p.m.  Adjourn 

Short  philosophical  Inspirational  Time 
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MAKE  YOUR  HOTEL  RESERVATIONS  For  Thi\ 


COLUMBUS,  OHIO 


MAY  6-9 


Leading  Downtown  Columbus 
Hotels  at  Prevailing  Rates 


SHERATON-COLUMBUS  MOTOR  HOTEL 
50  North  Third  Street 
(OSMA  Headquarters) 


Singles 

Twins 


$19.00 -$31.00 
$26.00 -$38.00 


CHRISTOPHER  INN 
300  East  Broad  Street 
(Woman’s  Auxiliary  Headquarters) 


NEIL  HOUSE  MOTOR  HOTEL 

41  South  High  Street 
(OSMA  Overflow  Hotel) 


Singles 

Doubles 

Twins 


$15 

$20 

$23 


Singles 

Doubles 

Twins 


$14.00 -$23.00 
$18.00 -$28.00 
$19.00 -$26.00 


Singles 

Doubles 

Twins 


SOUTHERN  HOTEL 

South  High  and  East  Main  Streets 


$12.00 -$13.00 
$15.00 -$16.00 
$15.50 -$20.00 


HOLIDAY  INN -DOWNTOWN 

175  East  Town  Street 

Singles 

Doubles 

Twins  


$15.; 

$20.i 

$20.. 


All  rates  subject  to  change.  If  you  plan  to  share  a 
room,  please  indicate  name  of  roommate. 


(Name  of  Hotel) 

^Columbus,  Ohio 

(Address) 

Please  reserve  the  following  accommodations  during  the  period  of  the  Ohio  State  Medical  Association  Annual  Meeting, 
May  6-9,  1973  (or  for  period  indicated). 

Twin  Room 


-Single  Room 
-Double  Room 


Price  Range 

Arrival:  May- 

Departure:  May  - 


Other  Accommodations. 
Guaranteed 


. at- 
- at. 


-A.M. 


-A.M.- 


-P.M. 

-P.M. 


PLEASE  VERIFY  MY  RESERVATION 


Name 

Address 


^fal  Nasal  Decongesfa*^*' 
^f'lihistaminic 

stuffed  and  running  noso- 


rriainiiiic*Syrap...the  orange  medicine  from  Dorsey 

Dorsey  Laboratories  / Division  of  Sandoz- Wander,  Inc.  / Lincoln,  Nebraska  68501 


Our  skin— the  human  integument 
—covers  us,  defines  us,  protects 
us.  But  skin  is  subject  to  cuts, 
burns,  abrasions.  And  infections. 
Neosporin  Ointment  fights 
infection  by  providing  broad 
antibacterial  action  against  sus- 
ceptible skin  invaders.  It  contains 
antibiotics  that  are  rarely  used 
systemically,  reducing  the  risk 
of  sensitization. 


TIONSrTfierapeutfca///,  used  as  an  adjunct  to  appropriate  systemic 
w*  therapy  for  topical  infections,  primary  or  secondary,  due  to  susceptibla 

» organisms,  as  in:  • infected  burns,  skin  grafts,  surgital  incisions,  otitis  e>dema 
• primary  pyodermas  (impetigo,  ecthyma,  sycosis  vulgaris,  paronychia) 
• secondarily  infected  dermatoses  (eczema,  herpes,  and  seborrheic  dermatitis) 
• traumatic  lesions,  inflamed  or  suppurating  as  a result  of  bacterial  infection. 


Prophylactically,  the  ointment  may  be  used  to  prevent  bacterial  contamination 
in  burns,  skin  grafts,  incisions,  and  other  clean  lesions.  For  abrasions,  minor  cuts  and 
wounds  accidentally  incurred,  its  use  may  prevent  the  development  of  infection  and 

permit  wound  healing. 


CONTRAINDICATIONS:  Not  for  use  in  the  external  ear  canal  if  the  eardrum  is  perforated. 

This  product  is  contraindicated  in  those  individuals  who  have  shown  hypersensitivity 

to  any  of  the  components. 

PRECAUTION:  As  with  other  antibiotic  preparations,  prolonged  use  may  result  in 
overgrowth  of  nonsusceptible  organisms  and/or  fungi.  Appropriate  measures  should  be  taken  ® 
if  this  occurs.  Articles  in  the  current  medical  literature  indicate  an  increase  in  the  prevalence 
of  persons  allergic  to  neomycin.  The  possibility  of  such  a reaction  should  be  borne  in  mind.  j 
Complete  literature  available  on  request  from  Professional  Services  Dept.  PML.  i 


NEOSPORIN 

(POLWXIN  B-B/WIN-NEOMYCIN) 


Ointment ; 

Each  gram  contains;  Aerosporin®  brand  Polymyxin  B Suifatr  I 
5,000  units;  zinc  bacitracin  400  units;  neomycin  sulfate  5 mg 
(equivalent  to  3.5  mg.  neomycin  base);  special  white  petrolaturr 
q.s.  In  tubes  of  1 oz.  and  oz.  and  Vs,  oz.  (approx.)  foil  packets  j 


WeHcome 


/Burroughs  Wellcome  Co. 

Research  Triangle  Park 
North  Carolina  27709 


or  generations  my  family  has  insisted  on  Donnagel  -PG,"  says  active  young  matron  Mrs.  T. 
Farnsworth  Lipp  (of  the  Upper  Lipps),  shown  here  with  her  charming  son.  "All  the  benefits  of 
paregoric— without  the  unpleasant  taste,  don't  you  know?  And  Junior  thinks  Donnagel-PG  tastes  so 
much  like  bananas  that  I never  worry  about  a slip  between  spoon  and  Lipp." 


With  or  without  a silver  spoon,  a most  tasteful  solution  in  treating  acute,  non-specific 
irrheas;  all  the  benefits  of  paregoric,  without  the  unpleasant  taste.  Donnagel®-PG  treats 
companying  cramping,  tenesmus,  and  nausea  as  well  as  the  diarrhea  itself.  Instead  of 
jpleasant-tasting  paregoric,  it  contains  the  therapeutic  equivalent,  powdered  opium, 
promote  the  production  of  formed  stools  and  lessen  the  urge.  And  it  provides  the 
[mulcent-detoxicant  effects  of  kaolin  and  pectin,  plus  the  antispasmodic  benefits  of 
illadonna  alkaloids.  And  a good  banana  flavor  to  baby  any  taste. 

Donnagel'PG 

Donnagel  with  •“^paregoric  equivalent 
^ Available  on  oral  prescription  or  without  prescription 
under  limited  circumstances  as  modified  by  applicable  state  law. 

Each  30  cc.  contains;  Kaolin,  6.0  g.;  Pectin,  142.8  mg.;  Hyoscyamine  sulfate,  0.1037  mg.; 

- opine  sulfate,  0.0194  mg.;  Hyoscine  hydrobromide,  0.0065  mg.;  Powdered  opium,  USP,  24.0  mg. 
>uivalent  to  paregoric  6 ml.)  (Warning:  may  be  habit  forming);  Sodium  benzoate  (preservative), 

(0  mg.;  Alcohol,  5%.  A.H.  Robins  Company,  Richmond,  Virginia  23220 

ZIH'[^OBINS 


Robitussf 


Sv  ^SSg 

^|V 

-yt  >*;^ 

¥ 1 ->  'Jf^ 

lect  the  Robitussin^ 
lear-Tract”  Formulation 
lat  Treats  Your  Patient’s 
dividual  Coughing 
«eds: 


.9 


oS^.'C' 


vX<b- 


C5><^ 

'o'V 


1 ''■O'- 

V- 

IBITUSSIN®  ^ 

iBITUSSIN  A-C®  ^ 

• 

IBITUSSIN-DM®  ^ 

,IBITUSSIN-PE®  ^ 

• 

tUGH  CALMERS®  ■ 

m 

m 

■ 

b this  handy  chart  as  a guide  in  selecting  the  formula  that  provides  the  benefits  you  want  for  your  patient. 


The  coughing  season  is  here  again.  Time  to 
rely  on  the  four  Robitussins  and  Cough 
Calmers  to  help  clear  the  lower  respiratory 
tract.  All  contain  glyceryl  guaiacolate,  the 
efficient  expectorant  that  works  systemically 
to  help  increasethe  output  of  lower  respiratory 
tract  fluid.  The  enhanced  flow  of  less  viscid 
secretions  soothes  the  tracheobronchial  mu- 
cosa, promotes  ciliary  action,  and  makes  thick, 
inspissated  mucus  less  viscid  and  easier  to 
raise.  Available  on  your  prescription  or  recom- 
mendation. 

For  coughs  of  colds  and  “flu” 

ROBITUSSIN^ 

Each  5 cc.  contains: 

Glyceryl  guaiacolate 100  mg. 

Alcohol,  3.5% 

For  unproductive  allergic  coughs 

ROBITUSSIN  A-C®  @ 


Each  5 cc.  contains: 

Glyceryl  guaiacolate 100  mg. 

Pheniramine  maleate  7.5  mg. 

Codeine  phosphate 10.0  mg. 


(vi/arning:  may  be  habit  forming) 
Alcohol,  3.5% 

Non-narcotic  for  6-8  hr.  cough  control 


ROBITUSSIN-DM® 

Each  5 cc.  contains: 

Glyceryl  guaiacolate 100  mg. 

Dextromethorphan  hydrobromide  15  mg. 

Alcohol,  1.4% 


Robitussin-DM  in  solid  form  for  “coughs  on  the  go” 


COUGH  CALMERS® 

Each  Cough  Calmer  contains: 

Glyceryl  guaiacolate 50  mg. 

Dextromethorphan  hydrobromide 7.5  mg. 


Relieves  cough,  clears  sinuses  and  nasal  passages — 
keeps  them  “drip-dry”  but  not  bone  dry 


ROBITUSSIN-PE® 

Each  5 cc.  contains: 

Glyceryl  guaiacolate 100  mg. 

Phenylephrine  hydrochloride 10  mg. 

Alcohol,  1.4% 
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1973  Annual  Meeting,  Ohio  State  Medical  Association 

TAO  YOU  HAVE  AN  EXHIBIT  or  know  of  an  exhibit  which  is  of  scientific  interest? 

If  you  do,  the  Ohio  State  Medical  Association  Annual  Meeting  is  just  the  place  to 
display  it.  We  are  now  accepting  applications  for  the  1973  OSMA  Annual  Meeting.  Those 
eligible  to  apply  are  as  follows : ( 1 ) Exhibits  by  Ohio  physicians,  Ohio  medical  schools, 
hospitals  or  similar  organizations;  (2)  Out-of-state  physicians  or  out-of-state  agencies 
on  invitation;  (3)  Voluntary  health  organizations. 

Exhibits  will  be  set  up  and  viewed  at  the  Veterans  Memorial  Building,  300  West 
Broad  Street,  Columbus.  EXHIBIT  DAYS  will  be  Monday  through  Wednesday,  May 
7,  8 and  9. 

Mail  applications  to  the  attention  of  Jerry  J.  Campbell,  Exhibit  Manager,  Ohio 
State  Medical  Association,  17  South  High  Street,  Suite  500,  Columbus,  Ohio  43215. 

APPLICATION  FOR  SPACE 
SCIENTIFIC  EXHIBITS 

7973  Annual  Meeting,  Ohio  State  Medical  Association 

Veterans  Memorial  Building,  Columbus,  May  7,  8 and  9 

1.  Title  of  Exhibit: 

2.  Name(s)  of  Exhibitor(s): 

Institution  (If  desired):. 

City 

3.  Do  you  have  a built-in  exhibit? 

4.  Booth  Requirements:  Back  wall All  side  walls  are  6'  deep 

(indicate  footage) 

5.  Description  of  Exhibit:  (Attach  200  word  description  to  this  blank) 

Deadline  For  Filing  Applications,  February  15,  1973 
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Obituaries 


Charles  Phillips  Adkins,  M.D.,  Coldwater; 
Emory  University  School  of  Medicine,  1930;  aged 
67;  died  November  29;  member  of  OSMA,  AMA, 
and  American  Society  of  Abdominal  Surgeons; 
practicing  physician  and  surgeon  in  the  Mercer 
County  community  for  some  38  years. 

William  Vaughn  Banning,  M.D.,  Newark; 
Ohio  State  University  College  of  Medicine,  1931; 
aged  66;  died  December  5;  member  of  OSMA, 
AMA,  and  the  Radiological  Society  of  North 
America;  Fellow  of  the  American  College  of 
Radiology;  diplomate,  American  Board  of  Radi- 
ology; practitioner  in  Newark  since  1956,  spe- 
cializing in  radiology;  previously  practiced  in 
Shreve  and  during  World  War  II  served  in  the 
Army  Medical  Corps. 

Julien  Emil  Benjamin,  M.D.,  Cincinnati, 
University  of  Cincinnati  College  of  Medicine, 
1912;  aged  83;  died  November  29;  member  of 
OSMA,  AMA,  and  Central  Society  for  Clinical 
Research;  Fellow,  American  College  of  Physicians; 
diplomate,  American  Board  of  Internal  Medicine; 
practitioner  in  Cincinnati  for  more  than  50  years; 
active  in  Public  Health  Federation,  Family  Ser- 
vice, Family  Welfare  Association;  veteran  of 
World  War  II. 

Irving  Black,  M.D.,  Gahanna;  Eclectic  Med- 
ical College,  Cincinnati,  1919;  aged  78;  died  De- 
cember 19;  member  of  OSMA  and  AMA;  former 
medical  examiner  for  the  Pennsylvania  Railroad; 
retired  in  recent  years. 

Merle  Franklin  Bossart,  M.D.,  Akron;  Jeffer- 
son Medical  College  of  Philadelphia,  1919;  aged 
77;  died  December  6;  member  of  OSMA,  AMA, 
and  American  Academy  of  Family  Physicians;  re- 
tired in  1970  after  practicing  for  more  than  50 
years,  most  of  that  time  in  Akron. 

Austin  John  Brogan,  M.D.,  Dayton;  Harvard 
Medical  School,  1931;  aged  67;  died  December  8; 
member  of  OSMA,  AMA,  and  Radiological  Soci- 
ety of  North  America;  Fellow,  American  College 
of  Radiology;  diplomate,  American  Board  of  Radi- 
ology; practicing  radiologist  of  long  standing  in 
Dayton;  former  president  of  Ohio  State  Radiologi- 
cal Society;  veteran  of  World  War  II. 

Stanley  Elwood  Dorst,  M.D.,  Cincinnati; 
University  of  Cincinnati  College  of  Medicine, 
1923;  aged  75;  died  December  6;  member  of 


OSMA,  Central  Society  of  Clinical  Research  and 
American  Society  for  Clinical  Investigation;  diplo- 
mate, American  Board  of  Internal  Medicine;  Cin- 
cinnati internist  and  dean  of  the  University  of 
Cincinnati  College  of  Medicine  from  1940  to 
1962;  president  of  the  Association  of  American 
Medical  Colleges,  1952-1953,  and  cited  with  the 
AAMC’s  Flexner  Award  for  distinguished  service 
to  medical  education;  member  of  the  AAMC- 
AMA  commission  to  study  British  medicine  in  the 
1930’s.  Among  survivors  is  a son,  Dr.  John  P. 
Dorst,  of  Baltimore,  Md. 

Adam  David  Echert,  M.D.,  Millersport;  Ec- 
lectic Medical  College,  Cincinnati,  1918;  aged  79; 
died  December  3;  member  of  OSMA  and  AMA; 
practitioner  for  many  years  in  Columbus,  in  the 
fields  of  general  practice  and  EENT,  and  in  recent 
years  in  the  Buckeye  Lake  area  where  he  made 
his  home;  veteran  of  World  War  I. 

Ernest  \V.  Ekenneyer,  M.D.,  Tallahassee, 
Fla.;  University  of  Cincinnati  College  of  Medicine, 
1931;  aged  66;  died  December  2;  resident  physi- 
cian at  the  Ohio  Soldiers  and  Sailors  Orphan 
Home,  Xenia,  before  World  War  II;  moved  to 
Florida  after  militarv'  service  during  the  war. 

Dorothy  Waldron  Jordan,  M.D.,  Columbus; 
Ohio  State  University  College  of  Medicine,  1960; 
aged  46;  died  December  17;  recent  member  of 
OSMA  and  AMA;  member  of  American  Society 
of  Anesthesiologists;  resident  physician  at  the  Co- 
lumbus State  Hospital. 

Alex  Eugene  Krill,  M.D.,  Chicago,  Illinois; 
Ohio  State  University  College  of  Medicine,  1954; 
aged  44;  died  December  8 in  the  crash  of  a com- 
mercial airliner  in  Chicago;  member  of  a number 
of  professional  organizations  and  specialist  in 
ophthalmology. 

William  Howard  Kuby,  M.D.,  Cincinnati; 
University  of  Cincinnati  College  of  Medicine, 
1941;  aged  56;  died  November  28;  member  of 
OSMA  and  AMA;  practitioner  in  Cincinnati  for 
a number  of  years,  specializing  in  internal  medi- 
cine; veteran  of  World  War  II. 

Davis  Lillard,  M.D.,  Cincinnati;  University 
of  Cincinnati  College  of  Medicine,  1919;  aged 
78;  died  December  26;  member  of  OSMA;  prac- 
titioner in  Cincinnati  for  more  than  50  years. 

( Continued  on  Next  Page ) 
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Norman  Benedict  Muhine,  M.D.,  Toledo; 
University  of  Michigan  Medical  School,  1921; 
aged  76;  died  December  15;  member  of  OSMA 
and  AMA;  lifelong  resident  of  Toledo  and  practi- 
tioner there  for  more  than  50  years,  in  the  fields 
of  general  practice  and  general  surgery. 

AS  alter  Stanley  Novak,  M.D.,  Port  Huron, 
Mich.;  Western  Resene  University  School  of 
Medicine,  1936;  moved  to  Michigan  shortly  after 
taking  his  medical  school  work  and  internship  in 
Cleveland. 

Louis  Stephen  Persell,  M.D.,  Pasadena, 
Calif.;  St.  Louis  University  School  of  Medicine, 
1935;  aged  68;  died  December  4;  former  member 
of  OSMA;  practiced  in  Hudson  and  Alliance  be- 
fore moving  to  California  about  1948. 

Harry  Clay  Powelson,  M.D.,  Zanesville; 
Ohio  State  University  College  of  Medicine,  1924; 
aged  73;  died  December  25;  member  of  OSMA 
and  AM.-\;  Fellow,  American  College  of  Surgeons; 
physician  and  surgeon  in  Zanesville  since  1930; 
practiced  in  association  with  his  brother.  Dr. 
\Iyron  H.  Powelson  who  survives. 

James  Joseph  Sunseri,  M.D.,  Cleveland; 
University  of  Pittsburgh  School  of  Medicine,  1924; 
aged  77;  died  December  7;  member  of  OSMA 
and  AMA;  general  practitioner  in  Cleveland  foi 
some  46  years. 

Louis  Joseph  Tornamhe,  M.D.,  Cleveland; 
University  of  Catania,  Italy,  1954;  aged  47;  died 
December  24  while  on  a vacation  trip  in  Florida; 
member  of  OSMA,  AMA,  and  American  Society 
of  Abdominal  Surgeons;  practitioner  in  Cleve- 
land for  a number  of  years,  specializing  in  obstet- 
rics and  gynecology. 


Columbus  Physician  Gives 
Lecture  at  Wisconsin  College 

Dr.  Robert  M.  Zollinger,  chairman  of  the 
Department  of  Surgery  at  Ohio  State,  was  the 
first  Ellison  \hsiting  Professor  of  Surgery’  at  the 
Medical  College  of  Wisconsin.  The  memorial 
lectureship  was  established  in  the  name  of  Dr. 
Edwin  H.  Ellison  who  died  in  1970,  after  more 
than  ten  years  as  head  of  surgery’  at  the  ^\hsconsin 
college. 

While  Dr.  Ellison  was  at  Ohio  State,  he  and 
Dr.  Zollinger  proposed  the  diagnostic  triad  which 
now  appears  in  standard  reference  books  as  the 
Zollinger-Ellison  syndrome.  Dr.  Zollinger’s  topic 
for  the  lecture  was  “The  Legacy  of  William 
Beaumont.” 


Dr.  Calvin  G.  Jackson,  Kenton,  was  guest 
speaker  for  the  Ada  Kiwanis  Club’s  Pearl  Harbor 
Day  memorial  meeting.  He  related  his  talk  to 
memories  of  World  War  II  including  his  survival 
of  the  Bataan  Death  March  and  more  than  three 
years  as  prisoner  of  the  Japanese. 


“The  Wonderful  World  of  Dr.  Neiswander” 
was  the  title  given  to  a special  program  staged  in 
Doylestown  on  November  5.  Hundreds  of  people 
of  the  community  gathered  in  the  Chippewa  High 
School  to  honor  Dr.  Byron  E.  Neiswander,  a prac- 
titioner in  the  Doylestown  area  for  38  years.  An 
illustrated  feature  article  relating  Dr.  Neiswander’s 
contributions  to  the  community  appeared  in  the 
Daily  Record,  Wooster  newspaper. 
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Woman’s  Auxiliary  Highlights 


By  Mrs.  S.  L.  Meltzer,  Publicity  Chairman 
2442  Dorman  Drive,  Portsmouth  45662 


'^HE  VITAL  IMPORTANCE  of  safety  is  never 
very  far  from  our  awareness  because,  in  the 
truest  sense,  it  can  be  a matter  of  life  or  death. 
Vet  a curious  kind  of  carelessness  too  often  rele- 
gates that  awareness  to  an  attitude  of  the  ostrich 
sticking  its  head  in  the  sand.  Not  too  long  ago,  I 
came  across  a most  unusual  kind  of  prayer  written 
by  the  Rev.  Robert  A.  Grunow,  of  Concordia 
Seminary  in  St.  Louis,  Mis.souri.  Its  “theme”  is 
that  of  safety  and  I feel  its  message  is  definitely 
well  worth  passing  on : 

“Safety  is  of  Thee,  O Lord,  but  I have  not 
always  been  a wise  steward  of  this  great  gift.  For- 
give me  and  help  me  appreciate  my  personal  re- 
sponsibility in  our  national  safety  movement. 
Grant  me  grace  to  realize  that  safety  is  not  pri- 
marily dependent  upon  laws  and  legislation,  upon 
rules  and  regulations,  upon  programs  and  promo- 
tion, but  upon  me. 

“Where  there  is  disinterest  in  safety,  let  me 
bring  zeal  for  saving  lives.  VV'here  there  is  dis- 
courtesy and  carelessness,  let  me  bring  concern. 
Where  there  is  a dearth  of  education  and  infor- 
mation, let  me  bring  understanding.  Where  there 
is  delay  in  adopting  defensive  dri\ing  programs 
or  engineering  improvements,  let  me  bring  re- 
sponsible leadership. 

“Where  there  is  disrespect  for  law  enforce- 
ment and  our  judicial  system,  let  me  bring  sup- 


port. Where  there  is  destruction,  disfigurement  and 
death,  let  me  bring  a sense  of  moral  responsibility. 
Where  there  is  disregard  for  human  life,  let  me 
bring  spiritual  motivation. 

“I  am  only  one,  O Lord,  but  I am  one.  Use 
me  to  bring  Thy  safety  to  my  community,  my 
city  and  my  country.  In  the  name  of  and  for  the 
sake  of  our  Lord,  Amen.” 

Certainly  this  little  prayer  speaks  for  itself. 
How  about  its  speaking  for  you? 

Woman  In  The  News 

Mrs.  Edward  Bauman,  Trumbull  County, 
former  president  of  the  ^\'oman’s  Auxiliary  to  the 
Ohio  State  Medical  Association,  has  recently  been 
elected  president  of  the  American  Lutheran 
Church  ^\  omen  for  a three-year  term.  Margaret 
has  served  on  the  Board  of  Social  Service  of  the 
.American  Lutheran  Church  and  is  still  serving  in 
that  capacity. 

She  is  president  of  the  Warren  City  School 
Board,  historian  of  our  state  auxiliary  and  a mem- 
ber of  the  .American  .Association  of  University 
Women.  Dr.  and  Mrs.  Bauman  live  in  Warren 
where  Dr.  Bauman  is  an  orthopaedic  surgeon. 
They  are  the  parents  of  five  children  and  have 
four  grandchildren.  The  channing  Margaret  is  a 
graduate  of  Case  Western  Reserve,  with  a Bache- 
lor of  .Arts  and  Masters  of  Nursing  degrees.  ^Ve 
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are  happy  to  salute  another  outstanding  and  ded- 
icated doctor’s  wife! 

Around  the  State 

Whether  volunteers  can  help  curb  child  abuse 
is  being  explored  by  the  Cuyahoga  County  auxili- 
ary. To  learn  about  the  problem,  the  group  re- 
cently invited  Dr.  James  II.  Ryan,  pediatrician 
and  author,  to  speak  at  its  luncheon  meeting  at 
the  Cleveland  Yachting  Club.  Dr.  Ryan  practices 
in  Kankakee  County,  Illinois  where  he  is  also 
coroner.  He  has  studied  the  battered  child  syn- 
drome extensively  and  is  the  author  of  “Suffer  the 
Little  Ones,”  a novel  dealing  with  “child  murder.” 

According  to  Dr.  Ryan,  between  5,000  and 

6.000  children  are  murdered  every  year  by  their 
parents  or  by  other  adults.  Another  50,000  to 

60.000  children  suffer  some  form  of  abuse,  he 
said.  “The  worst  part,”  he  added,  “is  that  this  is 
very  likely  just  the  tip  of  the  iceberg  ....  there 
is  a vast  number  of  abuses  frequently  hidden  as 
‘accidents.’  ” 

Dr.  Ryan  spoke  of  those  who  perpetrate 
child  abuse  as  not  necessarily  “monsters”  but  they 
are  pathetic,  sick  people  desperately  in  need  of 
treatment. 

This  luncheon  meeting  of  the  Cuyahoga 
auxiliary  was  the  first  program  in  the  group’s  year- 
long study  of  the  child  abuse  problem.  Mrs.  Robert 
II.  Perchan,  auxiliary  president,  says  she  became 
interested  in  the  battered  child  syndrome  when 
her  daughter  investigated  it  as  a social  worker  at 
Lhiiversity  Hospitals.  Dr.  Ryan  was  invited  to 
speak  by  Mrs.  Frank  Meany,  jjrogram  chainnan, 
after  she  read  about  his  work  in  that  field. 

To  continue  its  study,  the  au.xiliar\’  scheduled 
a second  luncheon  in  January  with  local  police, 
medical  and  social  work  experts  as  speakers  (de- 


tails on  the  second  luncheon  will  be  given  in  a 
later  column).  Members  of  the  Lake  and  A.shta- 
bula  auxiliaries  were  in\ited  to  the  luncheon  at 
which  Dr.  Ryan  spoke. 

Guest  Day  Tea 

Kenneth  Levin,  a doctoral  candidate  in  East 
Asian  History  at  the  Lhriversity  of  Wisconsin,  pre- 
sented a program  on  Red  China  at  the  November 
meeting  of  the  Lucas  County  auxiliary  held  at 
the  Academy  Building.  Mr.  Levin  was  a member 
of  the  first  group  of  American  China  scholars  in 
over  23  years  to  visit  the  Peoples’  Republic  of 
China. 

This  was  a five-week  trip  of  most  of  the 
major  Chinese  cities,  rural  communes,  schools, 
hospitals  and  historical  sights.  Mr.  Levin  has 
spoken  with  Prince  Norodon  Sihanock  of  Cam- 
bodia, officials  of  North  Korea  and  Premier  Chou 
En-lai.  In  his  talk  before  the  auxiliary,  he  re- 
vealed his  impressions  of  the  nature  of  Chinese 
society  today  and  discussed  the  prospects  for  the 
future  of  China. 

In  keeping  with  the  Guest  Day  program,  the 
tea  table  of  refreshments  featured  foods  from  the 
Orient.  Cynthia  Apostolakis  and  Tessie  Boucouras, 
cochairmen  of  the  refreshments,  had  a remarkable 
committee  of  seven,  to  help  in  the  preparation  of 
the  egg  rolls  and  other  Cantonese  delicacies  that 
were  served.  This  committee  included  Frances 
Betas,  Bess  Philip,  Kay  Van  der  Veer,  Patsy 
Kropp,  Kay  Parker,  Virginia  Binkley  and  Sue 
Eriksen.  Barbara  Klein  was  program  chairman  of 
the  day. 

The  Toledo  Blade  featured  a large  photo- 
graph of  three  auxiliary  members  “at  work” — sort- 
ing and  boxing  equipment  and  pharmaceuticals 
for  the  group’s  annual  World  Medical  Relief 
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drive.  Pictured  were  Mrs.  Dorrence  C.  Talbut, 
Mrs.  John  Orwig  and  Mrs.  Carl  Dreyer. 

The  Lucas  auxiliary  sponsored  the  first  Coffee 
Concert  on  January  10  in  the  home  of  Mrs. 
Robert  Youngen.  All  the  hostesses  for  the  first  of 
these  traditional  community  Coffee  Concerts  were 
doctors’  wi\es  and  two  of  the  performers  were 
auxiliary  members  Mrs.  Robert  L.  Plauman  and 
Mrs.  Russell  V.  Ploward. 

Here  and  There 

Montgomery  County  auxiliary’s  November 
meeting  featured  a talk  on  “The  Problems  of  the 
70’s”  by  Dr.  Jansen  at  the  Bergamo  Center  . . . . 
The  “Sugar  Plum  Shoppe”  netted  appro.ximately 
eight  hundred  dollars  for  the  group’s  Philanthrojiic 
fund  ....  “Coming  up”  is  the  auxiliary’s  Twenty- 
Fifth  Anniversary  Dance  to  be  held  on  February 
7th.  Two  tickets  to  the  Kentucky  Derby  will  be 
raffled  off  on  that  fe.stive  occasion. 

“Northeastward” 

I am  indebted  to  Mrs.  Robert  Gilliland, 
treasurer  of  the  Mahoning  County  auxiliary,  for 
the  attractive  year-book  which  was  sent  to  me.  I 
particularly  liked  the  idea  of  placing  the  year-book 
in  a good-sized  loose-leaf  notebook  that  makes  it 
possible  for  each  member  to  jot  down  imjjortant 
bits  of  auxiliary  information  or  reminders  or  out- 
standing comments  and  so  on. 

Mahoning  is  always  a busy  grouj).  The  Sep- 
tember meeting  was  a “Membership  Brunch”  at 
the  home  of  Mrs.  Patrick  Cestone.  Cohostess  was 
Mrs.  Rashid  Abdu.  There  is  no  more  important 
function,  I feel,  than  one  honoring  and  introduc- 
ing new  members. 


d'he  group’s  October  meeting  was  an  “AMA- 
PiRF  Benefit  Fashion  Show”  and  “Mini-Bazaar” 
as  well  as  a Guest  Day  luncheon.  It  was  held  in 
the  Blue  Room  of  Cherry’s  Top  O’  The  Mall  with 
the  fashions  from  Ilartzell’s.  Chairman  for  the 
day  was  Mrs.  Jose]di  Sofranec  and  cochairman 
was  Mrs.  James  Sofranec.  The  November  lun- 
cheon meeting  stressed  “Political  Action”  and  was 
a joint  meeting  with  the  Trumbull  County  auxili- 
ary at  Avalon  Inn.  Mrs.  Malachi  W.  Sloan,  na- 
tional regional  North  Central  legislative  chairman, 
was  the  speaker.  Mrs.  S.  F.  Petraglia  was  chairman 
of  the  day. 

District  Meeting 

The  Tuscarawas  County  auxiliary  served  as 
hostess  for  the  District  7 meeting  which  w'as  held 
in  November  at  the  Atw'ood  Lodge.  Auxiliary 
members  from  seven  cities  and  towms  attended. 
Tables  were  decorated  with  brown  baskets  holding 
colored  mums.  Mrs.  Dan  VVherley  of  New  Phila- 
delphia made  the  special  dessert  that  was  serv'ed. 

State  Board  members  attending  included  Mrs. 
Louis  Loria,  president;  Mrs.  Karl  Ulieny,  presi- 
dent-elect; Mrs.  Paul  Hahn,  treasurer;  Mrs. 
Christopher  Colombi,  program  development  chair- 
man; and  Mrs.  F.  A.  Sunseri,  district  7 director. 
\Irs.  Loria  addressed  the  group,  as  did  Mrs. 
Colombi.  Mrs.  Colombi  stre.ssed  five  important 
objectives  of  any  meeting:  to  learn  something,  to 
solve  problems,  to  share  experiences,  to  think  and 
participate  and  to  influence  the  group. 

“Romance”  of  Shoes 

I doubt  that  any  one  of  us  associates  romance 
with  shoes!  Well,  one  man  does  and  his  name  is 


tlie  "W’endt-IBristol  co. 

MANY  LOCATIONS  TO  SERVE  YOU 

OfFICE  AND  SHOW  ROOM  UB9  DUBLIN  ROAD  COLUMBUS,  OHIO  43212 


PHARMACEUTICAL  AND  SICKROOM  SUPPLIES 


PHYSICIAN  AND  hospital  EpUIPMENT 
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I’hilip  A\  alker  and  lie  operates  a shoe  store  in 
Lancaster.  His  tainily  began  in  the  shoe  store 
business  back  in  the  1800’s  and  Mr.  \Valker  has 
made  tlie  “romance”  of  shoes  into  a fascinatinsj 
study.  lie  visited  the  Scioto  County  au.xiliary  in 
No\ember  as  guest  speaker  at  its  meeting  at  the 
liome  of  Mrs.  John  Walker.  And  he  brought  with 
him  an  amazing  collection  of  shoes.  None  was 
more  amazing  than  the  giant-sized  one  (and  I 
do  mean  “giant-sized”!)  of  leather  o\er  sawdust 
that  used  to  sene  as  the  store’s  “trademark.”  (It 
was  placed  in  front  of  the  door  in  lieu  of  a sign  to 
designate  the  “bootmaker  shop”). 

Mr.  W alker’s  talk  on  shoes  started  with  the 
ca\eman  who  tied  skin  around  his  feet  as  a func- 
tional necessity.  It  was  Egypt  which  developed 
shoe  technology,  said  Mr.  Walker.  He  went  on 
to  e.xplain  that  it  was  the  Greeks  who  started  the 
emphasis  on  beauty  and  design  and  were  responsi- 
ble for  the  first  “elevator”  shoes.  The  Romans 
came  up  with  special  kinds  of  shoes  for  waging 
war!  Mr.  Walker’s  presentation  was  vivid,  factual 
and  tied  in  with  many  events  of  historical  sig- 
nificance. 

Thomas  Beard  of  the  Massachusetts  colony 
was  the  first  kno\vn  shoemaker  in  this  countr)'.  It 
was  amazing  to  learn  that  it  took  centuries  for 
man  to  make  shoes  that  would  be  designated  spe- 
cifically for  the  right  foot  and  the  left  foot! 

I’he  business  meeting  which  followed  Mr. 
Walker’s  talk  was  conducted  by  Mrs.  David  Liv- 
ingston, Scioto  president.  To  enable  underprivi- 
leged children  in  the  community  to  attend  the 
Ohio  Lhiiversity  Portsmouth  Branch  Children’s 
Theatre  Production,  the  group  voted  a $25  con- 
tribution. Mrs.  Charles  Wendelken  conducted  a 
moving  memorial  service  for  the  late  Mrs.  R.  P. 
Elder. 


At  Random 

I have  been  rereading  “The  Right  Side  of 
the  Caduceus,”  the  story  of  the  first  Eifty  Years 
of  the  National  Au.xiliary.  Erom  the  epilogue,  I 
have  picked  certain  comments  I jtarticularly  like: 

“The  doctor’s  wife  of  1922  did  not  face  the 
same  problems  as  her  counterpart  in  1972.  That 
the  world  today  is  cjuite  different  sociologically, 
medically,  economically,  scientifically  and  tech- 
nologically, is  undisputed.  .\ny  thoughts  of  tele- 
vision, organ  transplants  or  of  “planting”  the 
.\merican  flag  on  the  moon  would  have  been  met 
with  astonishment  and  disbelief,  but  are  estab- 
lished facts  today.  .\nd  just  as  television,  organ 
transplants  and  moon  walks  were  unthought  of, 
so,  too,  would  be  the  necessity  for  the  educational 
programs  on  teenage  venereal  disease  control,  im- 
munization (with  all  the  ad\ances  in  this  field 
since  1922  ),  Block  Mother  Plan,  drug  abuse,  al- 
cohol or  sex  education  produced  within  the 
auxiliary  and  presented  throughout  the  nation. 
The  organization  has  kept  in  step  with  the  times, 
faced  these  problems  and  offered  solutions  .... 

“Yet  despite  all  the  sweeping  changes  that 
have  occurred  in  this  half  century,  the  basic 
principles  and  policies  of  the  auxiliary'  have  re- 
mained the  same:  to  assist  the  .American  Medical 
.'\ssociation  in  its  program  for  the  advancement  of 
medicine  and  public  health ; to  coordinate  and 
advise  concerning  the  activities  of  constituent 
auxiliaries;  to  cultivate  friendly  relations  and  pro- 
mote mutual  understanding  among  physicians’ 
families  . . . .” 

These  are  some  wonderfully  warm  thoughts 
for  the  cold  month  of  February  ! 


The  OSMA  Group  Term  Life  Insurance 

had  a 47%  dividend  in  1971, 

saves  taxes  for  professional  corporations,  offers  low  rates,  and  op- 
tional dependent  coverage.  While  you're  thinking  about  insurance 
— T & S has  group  ordinary  life  insurance,  disability,  business  over- 
head expense  and  excess  major  medical  plans.  Go  ahead  — phone 
us! 


TURNER  a SHEPARD,  INC. 

TWELFTH  FLOOR  17  SOUTH  HIGH  STREET 

COLUMBUS.  OHIO  43215  PHONE  (614)  228-61 1 5 
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New  AM  A Magazine 
Will  Deal  with  Soeial 
and  Eeonomic  Issues 

The  American  Medical  Association  has  an- 
nounced plans  for  a new  magazine  directed  to 
American  physicians. 

The  first  issue  of  the  new  monthly,  Prism,  is 
scheduled  for  April,  1973. 

The  circulation  will  be  free  to  all  members 
of  tbe  AM.A  and  will  include  all  office-based 
physicians  engaged  in  patient  care  and  all  residents 
in  their  final  year  of  training.  Total  circulation 
will  be  more  than  200,000. 

Addressing  itself  to  the  socioeconomic  cjues- 
tions  of  health  care  and  medicine.  Prism  is  in  re- 

Deadline  for  Submission 
of  Resolutions  to 
OSMA  Office  is  March  7 

Delegates  to  the  Ohio  State  Medical  As- 
sociation and  County  Medical  Societies  plan- 
ning to  have  resolutions  submitted  for  consid- 
eration by  the  House  of  Delegates  at  the  1973 
Annual  Meeting  should  be  guided  by  Chapter 
4,  Section  8 of  the  OSMA  Bylaws  entitled 
“Resolutions.” 

“Ev'ery  resolution  to  be  ]>resented  to  the 
House  of  Delegates  for  action  shall  be  filed 
with  the  Executive  Director  of  the  Association 
at  least  sixty  (60)  days  prior  to  the  first  day 
of  the  meeting  at  which  action  on  such  reso- 
lution is  proposed  to  be  taken;  and  promptly 
upon  the  filing  of  any  such  resolution  the  Exec- 
utive Director  shall  prepare  and  transmit  a copy 
thereof  to  each  member  of  the  House  of  Dele- 
gates. No  resolution  may  be  presented  or  intro- 
duced at  any  meeting  of  the  House  of  Delegates 
unless  the  foregoing  requirements  for  filing  and 
transmittal  shall  have  been  complied  with  or 
unless  such  compliance  shall  have  been  waived 
by  a Special  Committee  on  Emergency  Reso- 
lutions named  to  decide  whether  late  submis- 
sion was  justified.  This  special  committee  shall 
consist  of  the  chairmen  of  the  several  resolution 
committees.  If  a majority  of  the  members  of 
the  Special  Committee  on  Emergency  Resolu- 
tions vote  favorably  for  waiving  the  filing  and 
transmittal  requirement,  then  such  resolutioii 
shall  be  presented  to  the  Plouse  of  Delegates 
at  its  opening  session.  All  resolutions  presented 
subseejuent  to  the  60-day  filing  date  prior  to 
the  opening  session  of  the  blouse  of  Delegates 
shall  be  submitted  by  their  sponsors  to  the  com- 
mittee no  less  than  12  hours  prior  to  the  open- 
ing session  of  the  House  of  Delegates.” 


sponse  to  the  demands  of  physicians  and  its  pub- 
lication has  been  encouraged  by  medical  specialty 
groups.  Physicians  have  e.xpressed  the  need  for 
authoritative  articles  dealing  with  the  social,  ethi- 
cal, economic,  and  philosophical  implications  of 
medicine. 


Provisions  in  OSMA  Bylaws 
Pertaining  to  Nomination 
of  President-Elect 

Attention  is  called  to  provisions  in  the 
Bylaws  of  the  Ohio  State  Medical  Association 
pertaining  to  the  nomination  and  election  of 
the  President-Elect  at  the  OSMA  Annual  Meet- 
ing. The  President-Elect  and  other  officers  are 
elected  by  the  House  of  Delegates,  meetings  of 
which  will  be  held  during  the  Annual  Meeting 
in  Columbus,  May  6-9. 

Nominations  of  the  President-Elect  are  to 
be  made  60  days  in  adv'ance  of  the  meeting  at 
which  election  takes  place  and  information  on 
nominations  published  in  The  Journal,  unless 
these  j^rovisions  are  waived  by  a two-thirds  vote 
of  the  House  of  Delegates.  The  60-day  deadline 
is  March  7. 

The  part  of  the  OSMA  Bylaws  pertaining 
to  this  procedure  is  Chapter  5,  Section  3,  en- 
titled “Nomination  of  President-Elect.” 

“Nominations  for  the  office  of  President- 
Elect  shall  be  made  from  the  floor  of  the  House 
of  Delegates;  provided,  however,  that  only  those 
candidates  may  be  nominated  whose  names 
have  been  filed  with  the  Executive  Director  at 
the  time  and  in  the  manner  hereinafter  pro- 
vided, unless  compliance  with  such  require- 
ments shall  be  waived  as  hereinafter  provided. 
The  name  of  a candidate  for  the  office  of 
President-Elect  must  be  filed  with  the  Execu- 
tive Director  of  the  Association  at  least  sixty 
(60)  days  prior  to  the  meeting  of  the  House 
of  Delegates  at  which  the  election  is  to  take 
place.  Promptl)'  upon  the  filing  of  such  candi- 
date’s name,  the  Executive  Director  shall  pre- 
pare and  transmit  this  information  to  each 
member  of  the  House  of  Delegates.  No  nomi- 
nation for  President-Elect  may  be  presented  at 
any  meeting  of  tbe  House  unless  the  foregoing 
reejuirements  of  filing  and  transmittal  have 
been  complied  with  or  unless  such  compliance 
shall  have  been  waived  or  dispensed  with  by 
a vote  of  at  least  two-thirds  (2/3)  of  the  dele- 
gates present  at  the  opening  session  of  such 
meeting.  The  Executive  Director  shall  cause  to 
be  published  in  The  Journal  in  advance  of  such 
meeting  of  the  House  of  Delegates  biographical 
information  on  all  candidates  meeting  the  re- 
quirements of  filing  and  transmittal.” 
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Android 

(thyroid-androgen)  tablets 


! 


Double-Blind  Study  and  Type  of  Patient: 

100  patients  suffering  from  impotence.  Of 
the  patients  receiving  the  active  medication 
(Android)  a favourable  response  was  seen 
in  78%.  This  compares  with  40%  on 
placebo.  Although  psychotherapy  is  indi- 
cated in  patients  suffering  from  functional 
impotence  the  concomitant  role  of  chemo- 
therapy (Android)  cannot  be  disputed. 


The  treatment  of 

impotence 

\ due  to  androgenic  deficiency  in  the  American  male. 
The  concept  of  chemotherapy  plus  the 
physician’s  psychological  support  is  confirmed 
as  effective  therapy. 


The  Treatment  of  Impotence 
with  Methyltestosterone  Thyroid 
(too  patients  — Double  Blind  Study) 
T.  Jakobovits 

Fertility  and  Sterility,  January  1970 
Official  Journal  of  the 
American  Fertility  Society 




Choice  of  4 strengths: 

Android  Android-HP 


Android-X  Android-Plus 


Each  >c//ouf  tablet  contains: 
Methyl  Testosterone  ..2.5  mg. 
Thyroid  Ext.  (1/6  gr.)  .10  mg. 

Glutamic  Acid  50  mg 

Thiamine  HCL  10  mg. 

Dose:  1 tablet  3 times  daily. 
Available: 

Bottles  of  100,  600.  1000. 


REFER  TO 

pdrJ 


HIGH  POTENCY 

Each  red  tablet  contains: 
Methyl  Testosterone  ..5.0  mg. 
Thyroid  Ext.  (Vx  gr.)  ...30  mg. 

Glutamic  Acid . . SO  mg. 

Thiamine  HCL  10  mg. 

Dose:  1 tablet  3 times  daily. 
Available: 

Bottles  of  100,  500,  1000. 


EXTRA  HIGH  POTENCY 

Each  orange  tablet  contains: 
Methyl  Testosterone  .12.5  mg. 

Thyroid  Ext.  (1  gr.)  ...64  mg. 

Glutamic  Acid  50  mg. 

Thiamine  HCL  10  mg. 

Dose:  1 or  2 tablets  daily. 
Available: 

Bottles  of  60.  500. 


WITH  HIGH  POTENCY 
B-COMPLEX  ANO  VITAMIN  C 

Each  white  tablet  contains 
Methyl  Testosterone  . 2.5  mg 
Thyroid  Ext. (V4  gr.)  ...15m; 
Ascorbic  Acid  (Vit.  C)  .250  mi 

Thiamine  HCL  25  mi 

Glutamic  Acid  100  m 

Pyridoxine  HCL  5 m, 

Niacinamide  75  m, 

Calcium  Pantothenate  .10  m 

Vitamin  B-12  2.5  me 

Riboflavin  5 mg. 

Dose:  2 tablets  daily. 
Available:  Bottles  of  60.  500. 


Contraindications:  Android  is  contraindicated  in  patients  with  prostatic  carcinoma,  severe  cardiorenal 
disease  and  severe  persistent  hypercalcemia,  coronary  heart  disease  and  hyperthyroidism.  Occasional 
cases  of  laundice  with  plugging  biliary  canaliculi  have  occurred  with  average  doses  of  Methyl  Testos- 
terone Thyroid  is  not  to  Oe  used  m heart  disease  and  hypertension 

Warnings:  large  dosages  may  cause  anoreiia,  nausea,  vomiting  abdominal  pain,  diarrhea,  headache, 
diTTiness,  lethargy,  paresthesia,  skin  eruptions,  loss  of  libido  m mates,  dysuna,  edema,  congestive  heart 
failure  and  mammary  carcinoma  m males 

Precautions  If  hypothyroidism  is  accompanied  by  adrenal  insufficiency  the  latter  must  be  corrected  prior 
to  and  during  thyroid  administration 

Adverse  Reactions:  Since  Androgens,  in  general,  tend  to  promote  retention  of  sodium  and  water,  patients 
receiving  Methyl  Testosterone,  in  particular  elderly  patients,  should  be  observed  for  edema. 

Hypercalcemia  may  occur,  particularly  in  immobilired  patients:  use  of  Testosterone  should  be  discontinued 
as  soon  as  hypercalcemia  is  detected. 

Reterencet:  1.  Montesano,  P.,  and  Evangelista.  I.  Methyltestosterone-thyroid  treatment  of  sekual 
impotence  Clin  Med  12  69.  1966  2.  Dublin,  M.  F.  Treatment  of  impotence  with  methyltestosterone- 
thyroid  compound  West  Med  S 67.  1964  3.  Titeff,  A.  S.  Methyltestosterone-thyroid  in  treating  impotence. 
Gen  Prac  25  6,  1962  4.  Heilman,  L.,  Sradlew,  H L.,  Zutnoff,  B , Fuhushima,  D.  K.,  and  Gallagher,  T.  F. 
Thyroid-andfoeen  interrelations  and  the  hypocholesteremic  effect  of  androsterone.  J Clin  Endocr  19  936, 
1959  5.  Farris,  E.  J..  and  Colton,  S.  W.  Effects  of  L-thyroiine  and  liothyronine  on  spermatogenesis. 
J Urol  79  863,  1958.  6.  Osol.  A . and  Farrar.  G.  E.  United  States  Dispensatory  (ed.  25).  Lippincott,  Phila- 
delphia. 1955,  p 1432.  7.  Wershub,  L.  P.  Sexual  Impotence  in  the  Male.  Thomas,  Springfield, 

III.,  1959,  pp.  79-99. 


/i/riie  for  literature  and  samples:  THE  BROWN  PHARMACEUTICAL  CO.,  INC.  2500  West  6th  Street,  Los  Angeles,  California  90057 


Librium  and 

^chlordiazepoxide  HCI) 

concomitant  use 


Librium  (chlordiazepoxide  HCI)  is  used  as 
adjunctive  antianxiety  therapy  concomitantly 
with  certain  specific  medications  of  other 
classes  of  drugs,  such  as  cardiac  glycosides,  anti- 
hypertensive agents,  diuretics,  anticholin- 
ergics and  antacids. 

Antianxiety  effectiveness:  Demonstrated  in  a 
broad  range  of  psychologic  and  physical  dysfunc- 
tions; indicated  when  reassurance  and  counseling 


are  not  enough  and  until,  in  the  physician’s 
judgment,  anxiety  has  been  reduced  to  tolerable, 
appropriate  levels. 

Effect  on  mental  acuity:  Usually  minimal  on 
proper  maintenance  dosage. 

Safety:  An  excellent  clinical  record.  In  general 
use,  the  most  common  side  effects  reported  have 
been  drowsiness,  ataxia  and  confusion,  partic- 
ularly in  the  elderly  and  debilitated. 


in  relief  of  clinically 
significant  anxiety 


Librium 


5-mg^  IO-mg9  25-mg  capsules 
up  to  lOO  mg  daily  in 
severe  anxiety 


Before  prescribing,  please  consult  com- 
plete product  information,  a summary 
of  which  follows: 

Indications:  Relief  of  anxiety  and  tension 
occurring  alone  or  accompanying  various 
disease  states. 

Contraindications:  Patients  with  known 
hypersensitivity  to  the  drug. 

Warnings:  Caution  patients  about  possible 
combined  effects  with  alcohol  and  other 
CNS  depressants.  As  with  all  CNS-acting 
drugs,  caution  patients  against  hazardous 
occupations  requiring  complete  mental 
alertness  (e.g.,  operating  machinery, 
driving).  Though  physical  and  psychologi- 
cal dependence  have  rarely  been  reported 
on  recommended  doses,  use  caution  in 
administering  to  addiction-prone  individ- 
uals or  those  who  might  increase  dosage; 
withdrawal  symptoms  (including  convul- 
sions), following  discontinuation  of  the 
drug  and  similar  to  those  seen  with  bar- 
biturates, have  been  reported.  Use  of  any 
drug  in  pregnancy,  lactation,  or  in  women 
of  childbearing  age  requires  that  its  po- 
tential benefits  be  weighed  against  its 
possible  hazards. 

Precautions:  In  the  elderly  and  debili- 


tated, and  in  children  over  six,  limit  to 
smallest  effective  dosage  (initially  10  mg 
or  less  per  day)  to  preclude  ataxia  or  over- 
sedation, increasing  gradually  as  needed 
and  tolerated.  Not  recommended  in  chil- 
dren under  six.  Though  generally  not 
recommended,  if  combination  therapy 
with  other  psychotropics  seems  indicated, 
carefully  consider  individual  pharmaco- 
logic effects,  particularly  in  use  of  po- 
tentiating drugs  such  as  MAO  inhibitors 
and  phenothiazines.  Observe  usual  pre- 
cautions in  presence  of  impaired  renal  or 
hepatic  function.  Paradoxical  reactions 
(e.g.,  excitement,  stimulation  and  acute 
rage)  have  been  reported  in  psychiatric 
patients  and  hyperactive  aggressive  chil- 
dren. Employ  usual  precautions  in  treat- 
ment of  anxiety  states  with  evidence  of 
impending  depression;  suicidal  tenden- 
cies may  be  present  and  protective  mea- 
sures necessary.  Variable  effects  on  blood 
coagulation  have  been  reported  very 
rarely  in  patients  receiving  the  drug  and 
oral  anticoagulants;  causal  relationship 
has  not  been  established  clinically. 
Adverse  Reactions:  Drowsiness,  ataxia 
and  confusion  may  occur,  especially  in  the 


elderly  and  debilitated.  These  are  reversi- 
ble in  most  instances  by  proper  dosage 
adjustment,  but  are  also  occasionally  ob- 
served at  the  lower  dosage  ranges.  In  a 
few  instances  syncope  has  been  reported. 
Also  encountered  are  isolated  instances  of 
skin  eruptions,  edema,  minor  menstrual 
irregularities,  nausea  and  constipation, 
extrapyramidal  symptoms,  increased  and 
decreased  libido— all  infrequent  and 
generally  controlled  with  dosage  reduc- 
tion; changes  in  EEC  patterns  (low-voltage 
fast  activity)  may  appear  during  and  after 
treatment;  blood  dyscrasias  (including 
agranulocytosis),  jaundice  and  hepatic 
dysfunction  have  been  reported  occasion- 
ally, making  periodic  blood  counts  and 
liver  function  tests  advisable  during  pro- 
tracted therapy. 

Supplied:  Librium®  capsules  containing- 
5 mg,  10  mg  or  25  mg  chlordiazepoxide 
HCI.  Libritabs®tablets  containing  5 mg, 

10  mg  or  25  mg  chlordiazepoxide. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nulley.  N J.  07110 
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Everybody  experiences  psychic  tension. 


Most  people  can  handle  this  tension.  ' 


Some  people  develop  excessive  psychic  tension  and  need  your  counseling,  ; 

1 

i 


] 


and  a few'  may  need  counseling 
and  the  psychotropic  action  of  Valium®  (diazepam). 


Before  deciding  to  make  Valium 
(diazepam)  part  of  your  treatment 
plan,  check  on  \v  hether  or  not  the 
patient  is  presently  taking  drugs 
and,  if  so,  w hat  his  response  has 
been.  Along  \v  ith  the  medical  and 
social  history,  this  information  can 
help  you  determine  initial  dosage, 
the  possibility  of  side  effects  and 
the  ultimate  prospects  of  success 
or  failure. 

While  Valium  can  be  a most 
helpful  adjunct  to  your  counseling, 
it  should  be  prescribed  only  as  long 
as  excessive  psychic  tension  per- 
sists and  should  be  discontinued 
vv  hen  you  decide  it  has  accom- 
plished its  therapeutic  task.  In 
general,  w hen  dosage  guidelines 
are  follow  ed.  Valium  is  w ell 
tolerated  (see  Dosage),  f or  con- 
venience it  is  a\  ailable  in  2-mg,  5-mg 
and  lo-mg  tablets. 

Drow  siness,  fiitiguc  and  ataxia 
have  been  the  most  commonly  re- 
ported side  effects. 

Until  response  is  determined, 
patients  receiving  Valium  should 
be  cautioned  against  engaging  in 
'hazardous  occupations  recjuiring 
complete  mental  alertness,  such 
as  driving  or  operating  machinery. 

Roche  Laboratories 
Division  of  Hoffmann-La  Roche  Inc. 

Nutley.  N J 07110 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  tension  and  anxiety  states;  somatic  com- 
plaints which  are  concomitants  of  emotional  factors;  psycho- 
neurotic  states  manifested  by  tension,  anxiety,  apprehension, 
fatigue,  depressive  symptoms  or  agitation;  symptomatic  relief 
of  acute  agitation,  tremor,  delirium  tremens  and  hallucinosis 
due  to  acute  alcohol  u ithdrawal;  adjunctively  in  skeletal 
muscle  spasm  due  to  reflex  spasm  to  local  pathology,  spasticity 
caused  by  upper  motor  neuron  disorders,  athetosis,  stiff-man 
s)  ndrome,  convulsive  disorders  (not  for  sole  therapy). 

Contraindicated:  Known  hypersensitivity  to  the  drug. 
Children  under  6 months  of  age.  Acute  narrow  angle  glau- 
coma; may  be  used  in  patients  with  open  angle  glaucoma  who 
are  receiving  appropriate  therapy. 

Warnings:  Not  of  value  in  psychotic  patients.  Caution 
against  hazardous  occupations  requiring  complete  mental 
alertness.  When  used  adjunctively  in  convulsive  disorders, 
possibility  of  increase  in  freijuency  and/or  severity  of  grand 
mal  seizures  may  require  increased  dosage  of  standard  anti- 
conyulsant  medication;  abrupt  withdrawal  may  be  associated 
with  temporary  increase  in  frequency  and/or  severity  of 
seizures.  Advise  against  simultaneous  ingestion  of  alcohol  and 
other  CNS  depressants.  Withdrawal  symptoms  (similar  to 
those  u ith  barbiturates  and  alcohol)  have  occurred  following 
abrupt  discontinuance  (convulsions,  tremor,  abdominal  and 
muscle  cramps,  vomiting  and  sweating).  Keep  addiction-prone 
individuals  under  careful  surveillance  because  of  their  pre- 
disposition to  habituation  and  dependence.  In  pregnancy, 
lactation  or  uomen  of  childbearing  age,  weigh  potential 
benefit  against  possible  hazard. 

Precautions:  If  combined  with  other  psychotropics  or 
anticonvulsants,  consider  carefully  pharmacology  of  agents 
employed;  drugs  such  as  phenothiazines,  narcotics,  barbi- 
turates, .\1A()  inhibitors  and  other  antidepressants  may  poten- 
tiate its  action.  Usual  precautions  indicated  in  patients 
severely  depressed,  or  with  latent  depression,  or  with  suicidal 
tendencies.  Observe  usual  precautions  in  impaired  renal  or 
heitatic  function.  Limit  dosage  to  smallest  effective  amount  in 
eluerly  and  debilitated  to  preclude  ataxia  or  oversedation. 

Side  Effects:  Drowsiness,  confusion,  diplopia,  hypoten- 
sion, changes  in  libido,  nausea,  fatigue,  depression,  dysarthria, 
jaundice,  skin  rash,  ataxia,  constipation,  headache,  incon- 
tinence, changes  in  salivation,  slurred  speech,  tremor,  vertigo, 
urinary  retention,  blurred  vision.  Paradoxical  reactions  such 
as  acute  hyperexcited  states,  anxiety,  hallucinations,  increased 
muscle  spasticity,  insomnia,  rage,  sleep  disturbances,  stimula- 
tion have  been  reported;  should  these  occur,  discontinue  drug. 
Isolated  reports  of  neutropenia,  jaundice;  periodic  blood 
counts  and  liver  function  tests  advisable  during  long-term 
therapy. 

Dosage:  Individualize  for  maximum  beneficial  effect. 
Adults:  I'ension,  anxiety  and  psychoneurotic  states,  2 to  10  mg 
b.i.d.  to  (].i.d.;  alcoholism,  10  mg  t.i.d.  or  q.i.d.  in  first  24  hours, 
then  5 mg  t.i.d.  or  ipi.d.  as  needed;  adjunctively  in  skeletal 
muscle  spasm,  2 to  10  mg  t.i.d.  or  q.i.d.;  adjunctively  in 
convulsive  disorders,  2 to  10  mg  b.i.d.  to  q.i.d.  Geriatric  or 
debilitated  patients:  2 to  2V2  mg,  1 or  2 times  daily  initially, 
increasing  as  needed  and  tolerated.  (See  Precautions.)  Children: 

I to  2 Vi  mg  t.i.d.  or  q.i.d.  initially,  increasing  as  needed  and 
tolerated  (not  for  use  under  6 months). 

Supplied:  \'alium®  (diazepam)  I’ablets,  2 mg,  5 mg  and 
10  mg;  bottles  of  100  and  500.  All  strengths  also  availatne  in 
Tel-Iv-Dose®  packages  of  1000. 
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Harding  Hospital 

WORTHINGTON,  OHIO 

A fully  accredited  private  psychiatric  hospital  situated  on  45  acres  of  beautiful, 
wooded  grounds  just  ten  miles  north  of  the  state  capitol. 

THE  HARDING  HOSPITAL  PROVIDES: 

* 125  In-patient  beds  — 

* Day  Hospital  program  — 

* Full  time  attending  staff  of  psychiatrists  — 

* Professionally  trained  Adjunctive  Therapy  staff  with  programs  in  occupa- 
tional, recreational  and  vocational  therapy.  (Crafts,  Fine  Arts,  Greenhouse, 
etc.) 

* Qualified  staff  of  psychologists  — 

* Social  Service  department  — 

* Consultation  and  evaluation  for  out-patients. 

For  particulars  on  rates  and  terms  or  on  specific  patients  write  or  call  — 

Harding  Hospital  ■ Worthington,  Ohio 
Area  Code  614  - 885-5381 

George  T.  Harding,  M.D.  Donald  L.  Hanson 

Medical  Director  Administrator 


The  treatment  of 


impotence 

> due  to  androgenic  deficiency  in  the  American  male. 
The  concept  of  chemotherapy  plus  the 
physician’s  psychological  support  is  confirmed 
mmM  as  effective  therapy. 
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The  Tfealment  o(  Impotence 
i^ith  Meihyltestoslerone  Thyroid 
(100  patients  — Double  Blind  Study) 
T.  Jakobovils 

Fertility  and  Sterility,  January  t970 
Otiicial  Journal  ot  the 
American  Fertility  Society 


Android 

(thyroid-androgen)  tablets 


loice  of  4 strengths: 

idroid  Android-HP 


Android-X  Android-Plus 


^ yellow  tablet  contains: 
lyl  Testistersne  ..2.Sm{. 
•id  cM  • .10  m(. 

amic  Acid  $0  mg. 

mine  HCL 10  mg. 

e:  1 tablet  3 times  daily. 
liable: 

les  of  100.  SOO.  1000. 


HIGH  POTENCY 
Each  red  tablet  contains: 
Methyl  Testesterene  ..S.Omg. 
Thyreid  Eit.  (Va  gr.)  ...30  mg. 

Glutamic  Acid 50  mg. 

Thiamine  HCL  10  mg. 

Dose:  1 tablet  3 times  daily. 
Available: 

Bottles  of  100.  500.  1000. 


EXTRA  HIGH  POTENCY 

Each  orange  tablet  contains: 
Methyl  Testosterone  .12.5  mg. 
Thyreid  Eit. (1  gr.)  ....64  mg. 

Glutamic  Acid  50  mg. 

Thiamine  HCL  10  mg. 

Dose:  1 or  2 tablets  daily. 
Available: 

Bottles  of  60.  500. 


WITH  HIGH  POTENCY 
B COMPLEX  AND  VITAMIN  C 
Each  white  tablet  contains: 
Methyl  Testosterone  ..2. 5 mg. 
Thyreid  Eit.(’/4  gr.)  ...IS  mg. 
Ascorbic  Acid  (Vit.  C)  .250  mg. 

Thiamine  HCL  25  mg. 

Glutamic  Acid  100  mg. 

Pyridomne  HCL 5 mg. 

Niacinamide  75  mg. 

Calcium  Pantothenate  .10  mg. 

Vitamin  B*12  2.5  meg. 

Riboflavin 5 mg. 

Dose:  2 tablets  daily. 
Available:  Bottles  of  60.  SOO. 


Double-Blind  Study  and  Type  of  Patient: 

100  patients  suffering  from  impotence.  Of 
the  patients  receiving  the  active  medication 
(Android)  a favourable  response  was  seen 
in  78%.  This  compares  with  40%  on 
placebo.  Although  psychotherapy  is  indi- 
cated in  patients  suffering  from  functional 
impotence  the  concomitant  role  of  chemo- 
therapy (Android)  cannot  be  disputed. 


Contraindications:  Android  Is  contraindicated  in  patients  with  prostatic  carcinoma,  severe  cardiorenal 
disease  and  severe  persistent  hypercalcemia,  coronary  hurt  disease  and  hyperthyroidism.  Occasional 
cases  of  laundiee  with  piucsmc  biliary  eanaiicuii  have  occurred  with  averafe  doses  of  Methyl  Testos- 
terone. Thyreid  is  net  to  be  used  in  heart  disease  and  hypertension. 

Warnings:  Large  dosages  may  cause  anereiia.  nausea,  vomiting  abdominal  pain,  diarrhea,  headache, 
diztiness,  lethargy,  paresthesia,  skm  eruptions,  loss  of  libido  in  males,  dysuria,  edema,  congestive  heart 
failure  and  mammary  carcinoma  m males. 

Precautions;  If  hypothyroidism  is  accompanied  by  adrenal  insufficiency  the  latter  must  be  corrected  prior 
to  and  during  thyreid  administration. 

Adverse  Reactions;  Since  Androgens,  in  general,  tend  to  promote  retention  of  sodium  and  water,  patients 
receiving  Methyl  Testosterone,  in  particular  elderly  patients,  should  be  observed  for  edema. 

Hypercalcemia  may  occur,  particularly  in  immobilized  patients;  use  of  Testosterone  should  be  discontinued 
as  soon  as  hypercalcemia  is  detected. 

Referoncet:  1.  Menietano.  P.,  and  Evanfeiitia.  I.  Methyltestesterone-thyroid  treatment  of  sekual 
impotence.  Clin  Med  12:69,  1966.  2.  Dublin,  M.  F.  Treatment  of  impotence  with  mothylteotooterone- 
thyroid  compound.  West  Med  6 67.  1964  ).  TiteH,  A.  S.  Methylteslostereae-thyroid  in  treating  impotence. 
Gen  Prac  26  6.  1962.  4.  Heilman,  L.,  iradlow,  H.  L.,  ZumoH,  Fukushima,  ».  K..and  ealTagbor,  T.  F. 
Thyroid-androgen  interrelations  and  the  kyoocholestereaiie  effect  of  androsterone.  J Ctm  Endocr  19;936, 
laca  « r Colton,  S.  W.  Effects  of  L-tbyroune  and  liotbyrtnine  on  spermatogenosis. 
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AVOID  POTASSIUM  DEFICIENCY  WITH... 

KLYTr«  klyte/gl 

potassium  supplement  potassium  supplement  with  chloride 

Manifestations  of  potassium  deficiency  may  range  through  a variety  of  signs 
and  symptoms  including  muscular  weakness  and  fatigue. . .cardiac  alterations 
discernible  by  characteristic  ECG  tracings . . . impaired  mental  function  and  diminished 
reflexes . . . impaired  respiration . . . anorexia  and  abdominal  distention. 

The  etiology  of  hypokalemia  is  also  broad,  encompassing  a number  of  clinical 
conditions.  But  most  important  of  all  may  be  a course  of  treatment  that  causes 
excessive  loss  of  body  potassium— such  as  thiazide  diuretics  and  corticosteroids. 

No  matter  what  the  etiology,  the  solution  is  usually  potassium 
supplementation. 

What  better  way  to  supplement  than  with  K-Lyte  or  K-Lyte/Cl.  Efferves- 
cent K-Lyte  tablets  supply  the  usually  recommended  dose  of  50  mEq.  potassium  daily 
in  just  two  tablets.  When  chloride  is  also  desirable,  K-Lyte/ Cl  provides  it  in  the  pre- 
ferred 1:1  ratio  to  potassium.  Both  forms  are  accurate  and  reliable  sources  of  electro- 
lyte replacement.  Administration  in  “pre-dissolved”  form  reduces  the  potential  for 
G.I.  irritation.  Finally,  you  have  a choice  of  three  delicious  flavors— a taste  of  oranges, 
tangy  lime  or  fruit  punch— all  good  enough  to  drive  a patient  to  drink. 


K-Lyte 


Each  effervescent  tablet  in 
solution  supplies  25  mEq.  potas- 
sium as  bicarbonate  and  citrate 


Each  dose  of  powder  in 
solution  supplies  25  mEq. 
potassium  chloride 


Each  tablet  or  dose  must  be  completely  dissolved  before  taking. 

Indications:  K-Lyte  and  K-Lyte/Cl  are  oral  potassium  supplements  for  therapy  or  prophylaxis  of  potassium  deficiency. 
Particularly  useful  when  thiazide  diuretics  or  corticosteroids  cause  excessive  excretory  potassium  losses.  Contraindica- 
tions: Impaired  renal  function  with  oliguria  or  azotemia;  Addison’s  disease;  hyperkalemia  from  any  cause.  Warnings 
and  Precautions : Since  the  amount  of  potassium  deficiency  may  be  difficult  to  determine  accurately,  supplernents  should 
be  administered  with  caution,  and  dosages  adjusted  to  the  requirements  of  the  individual  patient.  Potassium  intoxication 
rarely  occurs  in  patients  with  normal  kidney  function.  Symptoms  of  potassium  intoxication  are  variable.  They  include 
listlessness,  mental  confusion,  and  tingling  of  the  extremities.  Frequent  checks  of  the  clinical  status  of  the  patient,  ECG, 
and  serum  potassium  level  are  desirable.  In  established  hypokalemia,  attention  should  also  be  directed  toward  other 
potential  electrolyte  disturbances.  Potassium  supplements  should  be  given  cautiously  to  digitalized  patients.  To  mini- 
mize the  possibility  of  gastrointestinal  irritation  associated  with  the  oral  ingestion  of  concentrated  potassium  salt  prepa- 
rations, patients  should  be  carefully  directed  to  dissolve  each  dose  completely  in  the  stated  amount  of  water.  K-Lyte/Cl 
contains  approximately  20-25  Calories  of  sucrose  per  dose  which  should  be  considered  for  patients  with  restriction  of 
caloric  intake.  Adverse  Reactions:  Nausea,  vomiting,  diarrhea,  and  abdominal  discomfort  may  occur  with  the  use  of 
potassium  salts.  Dosage  and  Administration : Adults:  1 tablet  or  dose  completely  dissolved.  2 to  4 times  daily,  depending 
upon  the  requirements  of  the  patient:  K-Lyte;  1 tablet  (25  mEq.  potassium)  in  3 to  4 ounces  of  cold  or  ice  water; 
K-Lyte/Cl:  1 dose  (25  mEq.  potassium  chloride)  in  6 ounces  of  cold  or  ice  water.  The  normal  adult  daily  requirement 
is  approximately  50  mEq.  of  elemental  potassium.  NOTE:  It  is  suggested  that  these 
products  be  taken  with  meals  and  sipped  slowly  over  a 5-10  minute  period.  How  Supplied: 

K-Lyte:  Effervescent  tablets— boxes  of  30  and  250  (orange  or  lime  flavors).  K-Lyte/Cl: 

Powder,  cans  of  30  measured  doses  with  scoop  (fruit-punch  flavor).  B 
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The  Role  of  the  Community  Hospital 
In  Internal  Medical  Residency  Programs 

By  Rohert  E.  Tschantz,  M.l). 

CUiairman,  AMA  Committee  on  Private  Practice 


First,  on  behalf  of  Dr.  Bill  Schultz,  Presi- 
dent of  the  Ohio  State  Medical  Association, 
I would  like  to  extend  greetings  from  that  orga- 
nization; and,  secondly,  on  behalf  of  the  American 
Medical  Association’s  Committee  on  Private  Prac- 
tice, I would  like  to  officially  thank  Bill  Ruhe  and 
George  Mixter,  from  the  Council  on  Medical 
Education,  and  each  of  the  members  of  this  dis- 
tinguished panel  for  coming  to  Ohio  and  discuss- 
ing the  role  of  the  community  hospital  in  internal 
medical  residency  program.  I hope  this  pilot  con- 
ference will  prove  so  successful  that  it  may  be 
reproduced  in  other  areas  of  our  community.  It 
is  my  belief  that  finding  resolutions  to  problems 
discussed  here  could  have  a most  important  im- 
pact on  the  future  of  American  medicine.  If  the 
views  that  I express  seem  abrasive,  you  must  be- 


Dr.  Tschantz  is  a practicing  physician  in  Canton. 
He  is  a Past  President  of  the  OSMA,  and  an 
Ohio  Delegate  to  the  AMA.  This  article  is  the 
text  of  an  address  before  the  Ohio  Workshop  on 
Residencies  in  Internal  Medicine,  sponsored  by 
the  American  Medical  Association  and  held  in 
Cleveland,  January  22,  1973. 


lieve  they  are  only  meant  to  serve  as  a stimulus  for 
better  communication. 

The  problems  of  the  community  hospital  are 
just  about  the  same  as  the  problems  that  face  the 
medical  community  as  a whole  ....  namely,  we 
have  a maldistribution  in  the  numbers  of  physi- 
cians and  too  few  of  the  type  of  physicians  that 
can  serve  as  primarv'  physicians.  In  very  small 
communities  primarv'  physicians  might  well  be 
family  practitioners;  in  larger  communities  the 
primary  physician  could  be  a family  practitioner, 
general  internist,  general  pediatrician,  and  even  a 
general  surgeon.  Time  does  not  pennit  a full  dis- 
cussion of  the  reasons  for  this  maldistribution  or 
scarcity  of  primary  physicians,  but  certainly  the 
availability  of  research  funds  played  a dominant 
role  in  the  ’60’s.  The  scarcity  of  these  funds  in 
the  ’70’s  may  also  have  something  to  do  with  the 
renewed  interest  by  the  university  community  in 
patient  care  and  in  health  delivery  systems.  The 
end  results  for  many  community  hospitals  has  been 
the  availability  of  cardiac  pediatricians,  but  no 
general  pediatricians;  the  availability  of  cardiolo- 
gists capable  of  catherizing  the  heart,  but  no  gen- 
eral interni.sts;  or  the  availability  of  cardiac  sur- 


The  OSMA  Group  Term  Life  Insurance 

had  a 47%  dividend  in  1971, 

saves  taxes  for  professional  corporations,  offers  low  rates,  and  op- 
tional dependent  coverage.  While  you're  thinking  about  insurance 
— T & S has  group  ordinary  life  insurance,  disability,  business  over- 
head expense  and  excess  major  medical  plans.  Go  ahead  — phone 
us! 


TURNER  a SHEPARD,  INC. 
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COLUMBUS.  OHIO  43215  PHONE  (614)  228-61 1 5 
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geons,  but  no  general  surgeons.  It  is  iny  belief  that 
keeping  community  hospitals  in  the  main  stream 
of  post  graduate  education  could  go  a long  way 
towards  solving  this  most  perplexing  problem. 

For  many  years  those  concerned  with  setting 
standards  for  resident  programs  single  mindedly 
have  been  interested  in  one  thing — “good  educa- 
tion.” This,  of  course,  is  a goal  worthy  of  any 
educator’s  time;  however,  like  so  many  things  in 
modern  day  living,  decisions  reached  to  achieve 
one  goal,  no  matter  how  worthy,  often  must  be 
reexamined  if  the  offshoots  of  these  decisions  are 
harmful  to  medicine  as  a whole.  I believe  that 
such  a thing  could  be  happening  in  postgraduate 
training  and  it  is  on  this  point  that  I would  like 
to  address  the  few  minutes  allotted  in  this  opening 
session. 

It  seems  to  be  a widely  held  view  that  all 
postgraduate  education  in  the  future  will  be  under 
the  supervision  of  medical  schools.  Time  does  not 
allow  a full  discmsion  of  this,  but  certainly  during 
the  past  ten  years  in  Ohio  the  distribution  of  resi- 
dencies in  internal  medicine  seems  to  bear  this 
out.  In  1962  Ohio’s  nonaffiliated  or  loosely  affili- 
ated community  hospitals  made  up  83  percent  of 
all  hospitals  in  Ohio  offering  .^0  percent  of  the 
residencies  in  internal  medicine.  In  1972  the  non- 
affiliated or  loosely  affiliated  community  hospitals 
made  up  70  percent  of  the  hospitals  offering  30 
percent  of  the  programs  in  internal  medicine.  I 
offer  these  figures  only  to  show  the  dramatic  trend 
towards  the  university  hospitals  domination  of 
programs  in  internal  medicine.  Not  only  has  the 
number  of  residencies  dropped  in  nonaffiliated 
community  hospitals,  but  the  number  of  foreign 
physicians  in  their  programs  has  increa.sed.  I sin- 
cerely believe  this  trend  is  at  least  partially  re- 
sponsible for  the  shortage  of  practicing  physicians 
in  many  areas;  it  is  partially  responsible  for  only 
three  of  Delaware’s  41  new  doctors  being  trained 
in  American  medical  schools  and  for  only  ten  of 
Maine’s  121  new  doctors  being  trained  in  Ameri- 
can medical  schools.  It  is  partially  responsible  for 
the  fact  that  27.2  percent  of  all  physicians  are 
foreign  trained  physicians  practicing  in  a 13- 
county  area  in  northeastern  Ohio.  Incidentally, 
there  is  not  a medical  school  in  this  13-county 
area. 

The  great  majority  of  internists  in  Ohio  serve 
as  primary'  physicians  for  adult  patients.  I would 
presume  this  will  continue  at  least  for  the  next 
ten  years,  since  adult  patients  in  large  communi- 
ties depend  upon  the  internist  for  this  type  of  care. 

I would  like  to  suggest  that  the  community- 
hospital  with  proper  safeguards  could  be  a supe- 
rior training  ground  for  general  internists  rather 
than  the  university  center  with  its  emphasis  on 
subspecialities  and  medical  research. 
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TREAT  THE  SYMPTOMS  IN  THE  GERIATRIC  PATIENT 


APATHY  • IRRITABILITY 
FORGETFULNESS  • CONFUSION 


Cerebro- 
Nicin  ” “ 

A GENTLE  CEREBRAL 
STIMULANT  & VASODILATOR 
FOR  GERIATRIC  PATIENTS 

CEREBRO-NICIN®  double-blind  study* 
shows  how  some  senile  symptoms  can  be  treated. 
Four  times  as  many  aging  patients  showed 
striking  improvement 

Each  CEREBRO-NICIN  capsule  contains: 

Pentylenetetrazole 100  mg.  • Nicotinic  Acid  ...100  mg. 

Ascorbic  Acid  100  mg.  • Thiamine  HCI  25  mg. 

I-Glutamic  Acid  SO  mg.  • Niacinamide  5 mg. 

Riboflavin  2 mg.  • Pyridoxine  HCI  3 mg. 

AVAILABLE:  Bottles  100,  500,  1000 

SIDE  EFFECTS:  Most  persons  experience  a flushing  and  tin- 
gling sensation  after  taking  a higher  potency  nicotinic  acid. 
As  a secondary  reaction  some  will  complain  of  nausea,  sweat- 
ing and  abdominal  cramps.  The  reaction  is  usually  transient. 
INDICATIONS:  As  a cerebral  stimulant  and  vasodilator. 
RECOMMENDED  GERIATRIC  DOSAGE:  One  capsule  three  times 
daily  adjusted  to  the  individual  patient. 

WARNING:  Overdosage  may  cause  muscle  tremor  and  con- 
vulsions. 

CONTRAINDICATIONS:  Epilepsy  or  low  convulsive  threshold. 
CAUTION:  Federal  law  prohibits  dispensing  without  prescrip- 
tion. Keep  out  of  reach  of  children. 

Write  for  literature  and  samples  . . . 

brown  pharmaceutical  CO. 

2500  W.  6th  St.,  Los  Angeles,  Calif.  90057 

*AVAIUBLE  ON  REttUEST:  Ronald  I.  Goldberg.  M.O.  A Franklin  I.  Shuman.  M.D 
Double-blind  study  on  the  treatment  of  mentally  confused  patients.  Reprinted 
: from  the  Journal  of  the  American  Geriatrics  Society.  Vot.  XII.  No.  6.  June  1964 
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Emergency  Room  C'are 
Must  Be  Under  Direction 
of  Licensed  Physician 

In  the  communication  from  the  State  Medi- 
cal Board,  State  of  Ohio,  William  J.  Lee,  Admin- 
istrator, reported  that  the  following  statement  is 
the  Board’s  Position  Paper  on  Emergency  Room 
Care  : 

“Every  patient  seen  in  an  emergency  room  in 
Ohio  must  be  the  medical  responsibility  of  a fully 
licensed  physician  (Sections  4731.34  and  4731.41, 
Revised  Code).  Physicians  in  approved  training 
programs  who  are  on  duty  in  the  emergency  room 
but  who  are  not  fully  licensed  shall  be  supervised 
by  a fully  licensed  physician  who  is  immediately 
available.  The  emergency  room  medical  record  of 
each  patient  must  be  signed  by  a fully  licensed 
physician.” 


World  Medical  Association 
Sponsors  European  Conference 

The  World  Medical  Association  is  cosponsor- 
ing a world  Conference  on  the  Human  Environ- 
ment, October  23-26,  1973  in  Primosten,  Yugo- 
slavia, in  collaboration  with  the  LTnion  of  Yugoslav 
Medical  Societies,  the  American  Medical  Associa- 
tion and  the  United  States  Department  of  Health, 
Education  and  Welfare. 

This  meeting  is  a follow'  up  on  the  United 
Nations  Stockholm  meeting  of  June  1972,  but 
because  it  will  be  attended  by  members  of  the 
Eastern  block  (iron  curtain)  countries  who  were 
absent  from  the  earlier  meeting  for  political  rea- 
sons, it  should  have  a greater  impact  on  inter- 
national understanding  and  good  will. 

There  is  no  registration  fee  and  board  and 
lodging  will  be  under  $10  a day.  Registration 
blanks  can  be  obtained  from  The  World  Medical 
Association,  10  Columbus  Circle,  New  York,  N.Y. 
10019;  or  from  Mr.  Frank  Barton,  Council  on 
Environment  and  Public  Health  of  the  American 
Medical  Association,  535  N.  Dearborn  Street,  Chi- 
cago, Illinois  60610. 

If  any  physician  is  interested  in  associate 
membership  ($15  a year)  in  The  World  Medical 
Association  he  can  apply  to  The  World  Medical 
Association. 

The  next  annual  Assembly  will  be  in  Munich, 
Germany,  October  14-20,  1973  just  prior  to  the 
Primosten  conference  and  will  include  the  100th 
Anniversary  of  the  Bundesaerztekammer  — the 
German  Medical  Association. 
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610  South  High  Street,  Columbus 

Future  Home  of  the  Ohio  State  Medical  Association 


Ohio  State  Medical  Association 
To  Occupy  Its  Own  Headquarters  Office 
In  the  Near  Future 


T)Y  EARLY  1974,  the  Ohio  State  Medical  As- 
sociation’s  headquarters  offices  will  be  housed 
in  the  new  OSMA  building,  according  to  plans 
now  on  the  architect’s  drawing  boards.  In  fact, 
tbe  final  plans  were  approved  in  principle  by  the 
Building  Committee  at  a meeting  late  in  January. 

The  new  property  is  on  the  southeast  corner 
of  South  High  Street  and  Willow  Street,  on  the 
southern  fringe  of  the  Columbus  downtown  area. 
The  property  originally  was  the  site  of  the  historic 
Bliss  Hotel,  more  recently  known  as  the  Midtown 
Hotel.  The  old  building  has  been  razed  and  mem- 
bers of  the  Building  Committee  are  hopeful  that 
construction  on  the  new  building  will  get  under- 
way in  the  very  near  future. 

Opening  of  the  OSMA  building  will  be  one 
more  step  in  development  and  beautification  of 
the  German  Village,  a large  area  south  of  the 
Columbus  downtown  area  that  has  undergone  con- 
siderable restoration  in  the  last  decade  or  more. 

The  entire  exterior  of  the  building  — brick 
walls,  windows,  gables  and  roofing  effect  — will 
be  in  keeping  with  the  traditional  architecture  of 
the  German  Village  without  sacrificing  the  utili- 
tarian purposes  of  the  structure.  Bronzed  window 
frames  and  decorative  wrought  iron  fence  sections 
will  add  to  the  traditional  appearance. 

The  main  entrance  will  be  to  the  west  and 
will  be  number  610  South  High  Street.  A similar 
entrance  will  face  east,  onto  the  parking  lot  that 


will  accommodate  40  cars.  Arrangements  are  being 
made  for  additional  jjarking  space  near  the  build- 
ing to  accommodate  persons  attending  evening 
meetings.  More  than  17,000  square  feet  of  floor 
space  will  be  provided  on  two  floors  above  ground 
and  a full  basement. 

Officers  of  the  Academy  of  Medicine  of  Go- 
lumbus  and  Franklin  Gounty  contemplate  the 
sharing  of  space  in  the  new  building  for  the 
Academy  offices  on  the  second  floor.  The  Acad- 
emy w'ould  share  the  board  room  on  the  second 
floor  for  small  meetings  and  a large  meeting  room 
in  the  basement  for  larger  meetings. 

The  meeting  room  on  the  lower  level  is  s]ja- 
cious  enough  to  seat  120  people.  .Adjoining  facili- 
ties will  provide  for  catering  ser\ice  and  for  re- 
freshments as  desired.  As  the  schedule  pemiits, 
meeting  facilities  will  be  made  available  for  other 
professional  groups,  such  as  those  of  specialty 
organizations. 

The  decision  to  acquire  the  Association’s  own 
building  was  prompted  by  inflationar}-  rental  costs, 
especially  in  the  downtown  area,  and  the  growing 
parking  problem.  Owning  its  own  building  is  by 
no  means  a unique  undertaking  for  the  Ohio  State 
Medical  Association.  Many  of  the  state  medical 
associations  own  their  own  buildings.  This  is  also 
true  of  the  Ohio  Academy  of  Family  Physicians, 
and  a number  of  county  medical  societies  in  the 
metropolitan  areas. 
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How  to  Obtain  C'crtain 
Drugs  for  Treatment  of 
Parasitic  Diseases 

riie  following  information  recently  received 
from  the  Center  for  Disease  Control  in  Atlanta, 
Georgia,  was  forwarded  to  The  Journal  by  John 
If.  Ackerman,  M.D.,  deputy  director  of  the  Ohio 
Department  of  Health,  and  is  printed  here  for  the 
information  of  Ohio  physicians. 

The  Parasitic  Disease  Drug  Service  of  the 
Center  for  Disease  Control  has  the  following  drugs 
available  on  an  investigational  basis.  These  drugs 
have  been  approved  by  the  Food  and  Drug  Ad- 
ministration. 

Pentamidine  isethionate:  This  drug  is  effec- 
tive in  the  treatment  of  Pneumocystis  carinii 
pneumonia  and  the  early  stages  of  sleeping  sick- 
ness due  to  Trypanosoma  gambiense  (see  also  Mel 
B and  Suramin).  Pneumocystis  carinii  pneumonia 
is  a serious  infection  of  neonates,  debilitated  in- 
fants, and  children  and  adults  with  altered  im- 
munological responses  (usually  in  association  with 
a malignancy).  African  trypanosomiasis  is  also  a 
potentially  serious  disease  that  may  affect  persons 
who  have  lived  or  traveled  through  endemic  areas 
in  Africa. 

Niclosamide  (Yome.san):  This  drug  is  indi- 
cated for  cestode  infections  due  to  Taenia  sagi- 
nata,  Hymenolepsis  nana,  Diphyllobothrium  la- 
tum, and  Dipylidiurn  caninum  (in  man).  This 
drug  is  relatively  non-toxic  and  can  be  given  to 
ambulatory  patients. 

Sodium  antimony  gluconate  (Pentostam)  is 
a pentavalent  antimony  compound  used  in  the 


treatment  of  visceral  leishmaniasis  (kala  azar), 
cutaneous  leishmaniasis  and  mucocutaneous  leish- 
maniasis (espundia).  These  disea.ses  are  widely 
distributed  throughout  tropical  areas  of  the  world. 
Pentostam  is  the  only  pentavalent  antimony  com- 
pound available  in  the  United  States. 

Bithionol,  N.F.,  is  used  in  the  treatment  of 
disease  caused  by  the  lung  fluke,  Paragonimus 
westermani.  In  the  United  States,  paragonimiasis 
affects  persons  who  have  resided  or  traxeled  in 
Ghina,  South  Korea,  Japan,  Southeast  Asia,  West 
Africa,  or  northwestern  South  America.  The  dis- 
ease is  acquired  through  the  ingestion  of  poorly 
cooked  or  freshly-salted  crustacean  meat  or  juices 
and  is  usually  manifested  by  chronic  lung  disease, 
although  subcutaneous,  cerebral,  and  abdominal 
complications  can  occur. 

In  addition  to  the  investigational  drugs, 
parenteral  chloroquine  and  parenteral  quinine  are 
available.  Both  of  these  drugs  are  licensed  and 
commercially  available  in  the  United  States,  but 
they  have  sometimes  been  difficult  to  obtain 
rapidly.  Although  it  is  preferable  that  they  be 
obtained  through  commercial  channels,  a supply 
of  both  is  stocked  by  the  Parasitic  Disease  Drug 
Service  for  emergency  use.  Parenteral  chloroquine 
is  indicated  in  pernicious  Plasmodium  falciparum 
malaria  in  which  the  strain  is  sensitive  to  chloro- 
quine, and  parenteral  quinine  is  indicated  in 
pernicious  P.  falciparum  malaria  in  which  the 
strain  is  resistant  to  chloroquine.  No  investiga- 
tional protocol  is  necessary  for  these  two  drugs. 

Request  for  a drug  or  drug  information 
should  be  directed  to  the  Parasitic  Disease  Drug 
Service.  Telephone  numbers  in  the  Atlanta  Center 
are:  Days:  404/633-3311,  Ext.  3496;  and  nights, 
w'eekends,  and  holidays:  404/633-2176. 
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KEEPING  UP 


Continuing  Education  Opportunities 
for  Physicians  in  Ohio 


Surgical  Seminars  — Medical  College  of  Ohio 
at  Toledo  and  Northwestern  Ohio  Institute  for 
Continuing  Medical  Education;  one  hour  a day, 
one  day  a week,  for  88  weeks;  dates  on  request. 

Clinical  Days  on  Emergency  Care  — 80  hours 
of  instruction  on  20  separate  days,  September  to 
June;  Medical  College  of  Ohio  at  Toledo,  945  S. 
Detioit  Ave.,  Toledo  43614. 

Introductory  Course  in  Nuclear  Medicine  for 
Physicians  — Nuclear  Medicine  Institute,  6760 
Mayfield  Rd.,  Cleveland  44124;  five-day  courses; 
dates  upon  request. 

March 

Eighth  Annual  Cancer  Symposium  — Akron 
City  Hospital,  525  E.  Market  Street,  Akron 
44309;  March  14-15. 

Ohio  State  University  College  of  Medicine,  Con- 
tinuing Medical  Education  Conferences;  for 
details  contact  OSU  Center  for  Continuing 
Medical  Education,  410  W.  10th  St.,  Colum- 
bus 43210: 

Neurochemistry  — March  12-15,  Center  for 
Tomorrow 

Neurology  Conference  — March  18,  Center 
for  Tomorrow 

Pediatrics  Clinic  Day,  March  21,  at  Chil- 
dren’s Hospital,  Columbus 
Dermatology  and  Allergy  — March  28,  Cen- 
ter for  Tomorrow 

General  Practice  Seminar  — March  31 -April 
1,  Center  for  Tomorrow 

Cleveland  Clinic  Educational  Foundation: 
Advances  In  Urology,  March  14-15 
Hodgkins  Disease,  Leukemia  and  Lymphoma, 
March  21-22 

Treatment  of  Neurological  Diseases,  March 
28-29 

Cincinnati  VA  Hospital  Annual  Seminar  — 

March  15,  at  the  hospital,  3200  Vine  Street,  Cin- 
cinnati 45220. 


Publication  deadlines  require  that  no- 
tices of  postgraduate  courses,  in  order  to 
be  published  in  these  columns,  must  be 
received  in  The  Journal  office  at  least  60 
days  before  the  course  is  scheduled  to  be 
given. 


Low  Renin  Hypertension — Youngstown  Hos- 
pital Association,  South  Unit,  March  15,  8:00 
a.m.;  Dr.  Randall  H.  Travis,  assistant  clinical  pro- 
fessor of  medicine.  Case  Western  Reserve  Uni- 
\ersity. 

Upper  Respiratory  Infections  and  Related 
Diseases — Youngstown  Hospital  Association,  South 
Unit,  March  26,  4:00  p.m.;  Medical  Seminar; 
Drs.  R.  J.  Smith  and  R.  Hoffler. 

Treatment  in  Psychiatry' — Theory  and  Prac- 
tice — ■ at  the  VA  Hospital,  1000  Brecksville  Rd., 
Cleveland  44141;  cosponsored  by  the  Northwest- 
ern Ohio  Institute  for  Continuing  Medical  Edu- 
cation and  the  Medical  College  of  Ohio  at  Toledo; 
49  hours,  March  26-30. 

April 

Ohio  State  LIniversIty  College  of  Medicine,  Con- 
tinuing Medical  Education  Conferences;  for 
details,  contact  OSU  Center  for  Continuing 
Medical  Education,  410  W.  10th  Ave.,  Co- 
lumbus 43210: 

Cancer  Symposium,  April  4 

Lederle  Conference,  .April  8 

Sex  and  Spinal  Cord  Injuries,  April  12-13 

Plastic  Surgery  In  General  Practice,  April  25 

Anesthesia,  .April  27 

Myelomeningocele  Conference,  April  28-29 

Cleveland  Clinic  Educational  Foundation,  9500 
Euclid  Ave.,  Cleveland  44106; 

Current  Topics  in  Clinical  Microbiology, 
April  4-5 

Peripheral  Vascular  Disease,  April  25-26 
Orthopaedic  Surgery,  April  11-12 
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Educational  Opportunities  in  Ohio  — Continued 


Association  of  Physicians  of  the  State  of 
Ohio — Quarterly  meeting,  Cleveland  Psychiatric 
Institute,  April  6;  contact  \drginia  S.  Edwards, 
M.D.,  Secretary,  347  Lexington  Ave.,  Mansfield 
44907. 

The  Ladies  You  Know — Sheraton-Columbus 
Motor  Hotel,  April  8;  jointly  sponsored  by 
Lederle  Laboratories  and  Ohio  Academy  of  Fam- 
ily Physicians  and  Ohio  State  University. 

To  Bypass  or  Not  to  Bypass — Youngstown 
Hospital  Association,  South  Unit,  April  9,  4:00 
p.m.;  Medical  Seminar;  Drs.  J.  L.  Calvin  and  R. 
A.  ^Veiss. 

Chronic  Glomerular  Disease:  Clinical  Patho- 
logical Correlations  and  Indications  for  Treat- 
ment— Youngstown  Hospital  Association,  South 
Unit,  April  19;  8:00  a.m.;  Dr.  Robert  S.  Post, 
associate  professor  of  medicine.  Case  Western  Re- 
serve University. 

Clinical  and  Laboratory  Estimation  of  Re- 
nal Function — Youngstown  Hospital  Association, 
South  Unit,  April  23,  4:00  p.m.;  Medical  Semi- 
nar; Drs.  R.  A.  Bacani  and  Y.  O.  Sheth. 

Genetics  in  Clinical  Practice  — At  the  Mar- 
riott Inn,  2124  S.  Hamilton  .Ave.,  Columbus,  April 
24-25;  sponsored  by  Division  of  Maternal  and 
Child  Health,  Ohio  Department  of  Health,  and 
Dept,  of  Pediatrics,  Children’s  Hospital,  Columbus; 
guest  speakers,  Dr.  Howard  Pearson,  A'ale  Univer- 
sity; Dr.  David  Smith,  Llniversity  of  Washington; 
and  Dr.  Henry  Nadler,  Children’s  Memorial  Hos- 
pital, Chicago.  Contact,  Stella  B.  Kontras,  M.D., 
Children’s  Hospital,  Columbus  43205;  phone  614/ 
253-8841,  ext.  254. 

Family  Relations  Workshop — .April  27-29  at 
Salt  Fork  Lodge,  Cambridge;  sponsored  by  Ohio 
■Academy  of  Family  Physicians. 

May 

University  of  Cincinnati  College  of  Medicine 

(CONMED) — Eden  and  Bethesda  Avenues, 

Cincinnati  45219: 

Velo-Pharyngeal  Insufficiency,  May  3 

General  Surgery,  May  16-17 

Internal  Medicine  — Current  Concepts  of 
Clinical  Problems — Cosponsored  by  the 
American  College  of  Physicians,  May 
21-25 

Cleveland  Clinic  Educational  Foundation,  9500 

Euclid  Ave.,  Cleveland  44106: 

Organization  and  Administration  in  Anesthe- 
siology, May  5-6 

Advances  in  Dermatology,  May  9-10 


Newborn  Conference-  Ohio  State  University 
College  of  Medicine,  May  2-3,  at  the  Center  for 
Tomorrow;  contact  OSU  Center  for  Continuing 
Medical  Education,  410  W.  Tenth  .Ave.,  Colum- 
bus 43210. 

Gynecologic  Endoscopy  - St.  Luke’s  Hos- 
pital, 11311  Shaker  Blvd.,  Cleveland  44104;  May 
2-3;  and  Recent  Advances  in  Reproductive  Physi- 
ology, May  4;  contact  .Amir  PI.  .Ansari,  M.D.,  at 
the  hospital,  phone  216/791-1000,  ext.  360. 

Endoscopy  and  Gastrointestinal  Bleeding — 
Youngstown  Hospital  Association,  South  Unit, 
May  17,  8:00  a.m.;  Dr.  Reed  T.  Keller,  of  Ca.se 
Western  Reserve  University,  guest  lecturer. 

Cleveland  Society  of  Obstetricians  and  Gyne- 
cologists— Educational  forum  at  the  Cleveland 
Clinic;  March  14,  3:00-6:00  p.m.;  topics,  Stress 
Incontinance,  Ultrasonic  Diagnosis,  Placental 
Morphology,  Cytohormonal  Analysis;  speakers. 
Dr.  Peter  Beck,  University  of  Alberta;  Dr.  H.  I. 
Perlmutter  (Ph.D.),  Dr.  S.  .Aladjem,  Dr.  A.  H. 
.Ansari,  and  Dr.  C.  R.  Cowdrey;  6:30  dinner  meet- 
ing at  the  University  Club,  with  Dr.  Beck  speaking 
on  “Surgical  Anatomy  of  Stress  Incontinance  and 
Pelvic  Malignancy.”  Contact  Kathryn  Hoffman, 
M.D.,  806  Rose  Bldg.,  Cleveland  44115. 

Research  in  Esophageal  Repair — Veterans 
.Administration  Center,  4100  W.  Third  Street, 
Dayton  45428;  May  18;  2:30  p.m.;  Dr.  Charles  L. 
Cogbill;  A New  Approach  in  the  Treatment  of 
Esophageal  Perforation,  Dr.  Krishna  V.  S.  Rao; 
A New  Treatment  for  Esophageal  Stricture,  Dr. 
Mahood  Mir. 

Internal  Medicine,  Current  Concepts  of 
Clinical  Problems — Sponsored  by  the  American 
College  of  Physicians  and  the  University  of  Cin- 
cinnati College  of  Medicine;  May  21-25  at  the 
Medical  Center,  Cincinnati. 

Digitalis  and  Injured  Heart — Youngstown 
Hospital  Association,  South  Unit,  May  28,  4:00 
p.m.;  Drs.  W.  H.  Bunn,  Jr.,  and  R.  D.  Arnott. 

Refresher  Course  in  Diagnostic  Roentgenol- 
ogy, 15th  Annual  — Radiology  Dept.,  University 
of  Cincinnati  College  of  Medicine,  under  direction 
of  Benjamin  Felson,  M.D.,  May  29  - June  2;  for 
radiologists  and  radiology  residents;  contact  Dr. 
Harold  B.  Spitz,  Dept,  of  Radiology,  Cincinnati 
General  Hospital,  Cincinnati  45229. 

(Continued  on  Next  Page) 


170  / 7'he  Ohio  State  Medical  Journal 


St.  Elizabeth  Hospital,  Youngstown,  Announces 
Continuing  Education  Courses 


March 

Dept,  of  OB-Gyn  Visiting  Professor  Series: 
Functional  Anatomy  of  the  Pelvis,  Henry 
Perlmutter,  Ph.D.,  March  15;  Chroino- 
soinal  Abnormalities  and  Ciounseling, 
Neil  Macintypre,  Ph.l).,  March  22. 

Dept,  of  Surgery  Grand  Rounds:  Pancreatitis 
and  Pseudocysts,  Robert  Hritzo,  M.D., 
March  15;  Carcinoid  Tumors,  Rashid 
Abdu,  M.D.,  March  22;  Portal  Hyper- 
tension, Felix  Pesa,  M.D.,  March  29. 

Family  Practice:  G.  I.  Bleeding,  Drs.  M. 
\^uksta  and  J.  Gregori,  March  16;  A 
Jaundiced  Baby,  Dr.  K.  Wegner,  March 
23;  ENT  Emergencies,  Dr.  J.  R.  So- 
franec,  March  30. 

Dept,  of  Pediatrics  and  CORE  Conference: 
Examination  of  the  Newborn  and  Well 
Baby  Care,  Kurt  Wegner,  M.D.,  March 
21. 

The  Clinical  Examination:  Ventricular  Ar- 
rhythmias, L.  P.  Caccaino,  M.D.,  March 
14;  Bundle  Branch  Block,  Dr.  Caccaino, 
March  28. 

Dept,  of  Medicine  Hematology  C^onferences: 
Chronic  Myelogenous  Leukemia,  Dr. 
Westerman,  March  19. 

Dept,  of  Medicine  Cirand  Rounds:  Cerebral 
Giantism,  Dr.  Y.  Jung,  March  13;  My- 
asthenia Gravis,  Dr.  Firestone,  March 
20;  CPC,  Drs.  Saadi  and  Taylor,  March 
27. 

Dept,  of  Medicine,  Visiting  Professor  Se- 
ries: Drug  Overdose,  Robert  McDonald, 
M.D.,  March  22;  Acute  Hepatitis  with 
Cirrhosis  of  Liver  in  Nonalcoholic  Pa- 
tient, George  J.  Gabuzda,  M.D.,  March 
29. 

Department  of  Medicine  G.  I.  C'onferences: 
Lactos  Intolerance,  Dr.  Gregori,  March 
13;  Anatomy  and  Physiology  of  Small 
Bowel,  Dr.  Gaylord,  March  20;  Regional 
Enteritis,  Dr.  Gregori,  March  27. 

Dept,  of  Medicine  Endocrinology  Confer- 
ences: Hyponatremia,  Dr.  Jung,  March 
17;  Inappropriate  ADH  Syndrome,  Dr. 
Jung,  March  24;  Thyroid  Adenoma,  Dr. 
Jung,  March  31. 

Tumor  Conferences  (Surgery):  Ca  of  Bile 
Duct  and  Pancreas,  Dr.  George  River, 


March  15;  Ca  of  Thyroid,  Pancreas, 
Stomach,  Dr.  Riber,  Hodgkin’s  Disease, 
Acute  Myeloblastic  Leukemia,  Multiple 
Myeloma,  Scirrous  Carcinoma  of  Breast, 
Dr.  Riber,  March  29. 

Dept,  of  Anesthesia:  Physiology  of  Spinal  and 
Epidural  Anesthesia,  Dr.  Salcedo,  March 
15;  Anatomy  and  Technique  of  Spinal 
and  Epidural  Anesthesia,  Dr.  Salcedo, 
March  22;  The  \’asopressors.  Dr.  Lee, 
March  29. 

April 

Dept,  of  OB-Gyn  \’isiting  Professor  Series: 
C'urrent  Cloncepts  in  OB  Anesthesia, 
Carl  Redderson,  M.D.,  April  5;  Impact 
of  V enereal  Disease  in  OB-Gyn,  Delbert 
Booher,  M.D.,  .\pril  12;  Premalignant 
and  Malignant  Lesions  of  V’ulva  and 
Vagina,  W.  B.  W'entz,  M.D.,  .kpril  19; 
Treatment  of  t terine  Cancer  — Cervix 
and  Corpus,  Dr.  Wentz,  April  26. 

Department  of  Surgery  Grand  Rounds:  Dia- 
betic Gangrene,  Denietrios  J.  Dallis,  M. 
1).,  .Vpril  5;  V enous  Diseases  of  the 
Lower  Extremities,  Robert  Hritzo,  M.D., 
April  12;  Zollinger  - Ellison  Syndrome, 
Rashid  .\bdu,  M.D.,  .\pril  19;  Shock, 
Felix  Pesa,  M.D.,  .Vpril  26. 

Family  Practice:  Most  Common  Endocrine 
Disturbances,  Exclusive  of  Diabetes  and 
Thyroid  Disease,  Dr.  \\.  Cleary,  April 
6;  Management  of  Coronary  Occlusion, 
Dr.  L.  Caccamo,  .\pril  13;  Stroke  and 
Rehabilitation,  Dr.  Gilliland,  .Vpril  20; 
Diuretics  and  Their  L^ses,  Dr.  E.  Kessler, 
.Vpril  27. 

Dept,  of  Pediatrics  and  C'ORE  Conferences: 
Immunization,  Kurt  Wegner,  M.D., 
Vpril  4;  Poisoning  in  Children,  Dr.  Weg- 
ner, .Vpril  18. 

The  Clinical  Examination:  Leads,  L.  P.  Cac- 
canio,  M.D.,  .Vpril  11;  Anatomical  (X- 
Ray)  and  Electrical  (ECG)  Positions  of 
the  Heart,  Dr.  Caccamo,  Vpril  25. 

Dept,  of  Medicine  Hematology  Conferences: 
Pancytopenia  with  a Hypercellular  Mar- 
row of  Undetermined  Etiology,  Dr.  Jen- 
son, .Vpril  9;  Leukemoid  Reaction,  Dr. 
Westerman,  .Vpril  23. 

(Continued  on  Next  Page) 
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St.  Elizabeth  Hospital,  Youngstown  (Contd.) 

Dept,  of  Medicine  Cirand  Rounds:  Liver  Cir- 
rhosis, Dr.  Tiberio,  April  10;  Hypercal- 
cemia, Dr.  Cleaiy,  April  17;  Audit  Con- 
ference, Dr.  Saadi,  April  24. 

Dept,  of  Medicine  \ isiting  Professor  Series: 
W orkup  of  Acute  Arthritis,  Thomas  A. 
Medsger,  M.D.,  April  12;  Rheumatic 
Heart  Disease  with  IVIitral  Valve  Disease, 
James  J.  Leonard,  M.D.,  April  26. 

Dept,  of  Medicine  G.  I.  Conferences:  G.  I. 
Bleeding,  Dr.  Gaylord,  April  17;  Steator- 
rhea, Dr.  Gregori,  April  24. 

Dept,  of  Medicine  Endocrinology  Confer- 
ences: Aldosteronism,  Dr.  Jung,  April  7; 
Turner’s  S>Tidrome,  Dr.  Jung,  April  14; 
Acromegaly,  Dr.  Jung,  April  21;  Grani- 
opharynfioma  with  Hypopituitarism,  Dr. 
Jung,  April  28. 


Tumor  Conference  (Medicine):  Adenocarci- 
noma, George  River,  M.D.,  .April  5; 
Stage  I\'  Serous  Cystadenoma  of  Ovar- 
ies, Osteogenic  Sarcoma  Left  Distal 
Femur,  Ulcerating  Carcinoma  of  Sto- 
mach, Stage  I\’  Breast  Carcinoma,  Dr. 
River,  April  12;  Myeloblastic  Leukemia, 
Cancer  of  Breast,  Colon,  Head  of  Pan- 
creas, Dr.  River,  April  19;  Metastatic  Ca 
(Primary?),  Ca  of  Stomach,  Myelofib- 
rosis, LTinary  Bladder  Ca,  Dr.  Riber, 
April  26. 


Dept,  of  Anesthesia:  The  Endocrines  and  An- 
esthesia, Dr.  Lee,  April  5;  The  Auto- 
nomic Nervous  System,  Dr.  Dziadzka, 
April  12;  Hyperthermia  and  Hypother- 
mia, Dr.  Richards,  April  19;  Obstetrical 
Anesthesia,  Dr.  Malta,  April  26. 
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"The  history  of  science,  and  in 
particular  the  history  of  medicine  ...is... 

the  history  of  man’s  reactions  to  the 
truth,  the  history  of  the  gradual  revelation 
of  truth,  the  history  of  the  gradual 
liberation  of  our  minds  from  darkness 
and  prejudice.” 

—George  Sarton,  from  “The  History 

of  Medicine  Versus  the  History  of  Art” 


Are  there  si^ificant 
differences  inbioavailabil^ 
and  clinical  predictability 
among  drug  products? 


Results  of  a questionnaire  to 
7,000  physicians : 

44.6% 

Agree  there  is  a significant 
difference 

24.9% 

Believe  there  is  no  difference 


30.5% 

Had  no  opinion 


Are  there  significant  differencej 
in  bioavailability  cind  clinica 
predictability  among  drug  products! 


Teacher  of  Medicine 


Alfred  Gilman,  Ph.D. 

Wm.  S.  Lasdon 
Professor  & Chairman 
Department  of 
Pharmacology 
Albert  Einstein 
College  of  Medicine  of 
Yeshiva  University 


I think  that  there  can  be 
a very  great  distinction 
between  generic  drugs  and 
brand  name  drugs.  And  that 
applies  to  products  of  origi- 
nal research  that  have 
outlived  their  patent  pro- 
tection as  well  as  to  drugs 
that  have  long  been  in  the 
public  domain.  Let  me  ex- 
plain why. 


The  Importance 
of  the  Manufacturing 
Environment 
In  terms  of  formulation, 
quality  control,  and  the 
ability  to  reproduce  an  es- 
sentially identical  product, 
batch  after  batch,  I doubt 
that  many  firms  are  prop- 
erly equipped  to  put  out  a 
product  that  is  as  carefully 
controlled  as  the  product 
marketed  by  a pharmaceu- 
tical company  with  sophis- 
ticated research  and  high 
quality  manufacturing  fa- 
cilities. For  example,  when 
a company  comes  out  with 
its  own  preparation  of  a 
drug  that  has  just  lost  its 
patent  protection,  there  is 
no  assurance  that  the  drug 
it  produces  will  be  a thera- 
peutic equivalent.  The  raw 
material  could  be  identical 
and  yet  bioavailability 
might  vary  from  complete 
unavailability  to  that  which 
is  equivalent  to  the  original. 

It  Isn’t  Enough  to  Meet 
USP  and  NF  Standards 
Meeting  USP  and  NF 
standards  is  not  enough  to 
guarantee  therapeutic 
equivalence.  In  certain  in- 
stances, stricter  standards 
must  be  applied.  Right 
now,  the  New  York  Heart 
Association  has  a commit- 
tee that  is  studying  the 
problem  of  digoxin  equiva- 


lency. I am  certain  that 
they  are  going  to  recom- 
mend a bioavailability  as- 
say of  a particular  digoxin. 
Unless  this  is  done,  they 
will  not  recommend  it  for 
purchase  or  use  in  New 
York  City  hospitals.  It  rep- 
resents too  much  of  a haz- 
ard. They  have  gone  so  far 
as  to  recommend  a batch- 
by- batch  certification  of 
bioavailability  even  though 
the  company  has  been  re- 
producing and  marketing  a 
digoxin  product  through 
the  years. 

The  Problem  of  Controlling 
Bioavailability  of  Generics 
The  FDA  does  not  have 
the  manpower  to  inspect 
the  quality  control  capabil- 
ities of  hundreds  of  houses 
specializing  in  generic 
products.  And  I don’t  think 
that  the  average  pharma- 
cist is  knowledgeable  or 
aware  of  the  quality  and 
bioavailability  of  the  infi- 
nite numbers  of  generic 
preparations.  A recom- 
mendation has  been  made 
that  every  time  a generic 
house  (or  for  that  matter  a 
large  pharmaceutical  com- 
pany) markets  an  already 
existing  drug  for  the  first 
time,  a modified  new  drug 
application  should  be  sub- 
mitted. The  manufacturer 
would  have  to  show  that  his 
compound  is  the  therapeu- 
tic equivalent  of  the  stand- 
ard compound  in  use, 
assuming  that  the  standard 
compound  is  one  that  has 
been  available  for  an  ex- 
tended period  — say  15 
years.  This  would  be  one 
indication  that  the  control 
of  bioavailability  is  begin- 
ning to  get  the  attention 
that  it  deserves. 


I 


Clinical  Predictability  Ij 
More  Important  Than  Pri<l 
Although  the  question  I 
price  has  been  greatly  el 
aggerated,  it  is  true  th.j 
patients  can  on  occasicj. 
save  money  on  gener  - 
drugs.  But  you  are  not  g 
ing  to  dare  attempt  to  sa' 
money  if  it  jeopardizes  tl 
patient’s  health.  Let’s  r 
turn  to  the  example  th: 
has  become  very  prominei 
in  recent  years,  that  of  tl 
cardiac  glycosides.  The 
are  probably  the  most  tox 
drugs  we  use  with  respe 
to  the  small  difference  b 
tween  a maximally  effecth 
dose  and  a toxic  dose.  Whe 
you  are  dealing  with  dru| 
of  this  type,  the  first  coi|| 
cern  must  be  clinical  pr  ’ 
dictability.  At  the  risk  ij; 
variations  in  bioavailabf]'- 
ity,  it  would  be  sheer  foil  ^ 
to  try  to  save  the  patiet  - 
what  might  amount  1 
maybe  $10  or  $20  a yea  s 
The  physician  cannot  mat  s 
age  his  patient  unless  he 
sure  that  the  drug  he  ® 
prescribing  has  the  san  'i 
positive  effect  each  tin  ■ 
the  prescription  is  renewe 
This  is  especially  signil  f 
cant  when  the  patient  taki 
the  product,  not  for  montn 
but  for  the  rest  of  his  life.  ■ 
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Une  01  a series 


Maker  of  Medicine 


( C.  J.  Cavallito,  Ph.D. 
Executive  Vice  President 
Ayerst  Laboratories 


iVlthough  equivalence  of 
berent  preparations  of  a 
ig  substance  may  be  de- 
M by  certain  physical, 
Imical  or  biological  char- 
feristics,  identity  is  not 
I ays  assured  even  though 
(se  characteristics  may 
{described  in  compendia 
^as  the  USP.NF  orde- 
red by  other  specific 
t ree  standards.  More- 
t|r,  even  with  equivalent 
ig  substances,  similar 
Ijrmaceutical  products 
be  produced  by  differ- 
manufacturers  such 
these  products  are  bio- 
:ally  or  therapeutically 
ihuivalent. 

I Growing  Awareness 
of  Potential  for 
Nonequivalence 
s experience  increases 
drug  substances  de- 
from  different  sources 
under  different  condi- 
s,  it  should  be  possible 
itablish  specifications  in 
Icient  detail  to  minimize 
|potential  for  their  non- 
ivalence.  However, 
e is  general  agreement 
product  therapeutic 
valence  would  still  not 
ssured  even  if  one  could 


minimize  nonequivalence 
of  drug  components  pro- 
duced by  different  manu- 
facturers. Arguments  re- 
late largely  to  the  extent 
of  product  inequivalences. 
Experience  over  the  past 
six  years  has  uncovered  a 
greater  incidence  of  non- 
equivalence of  products 
prepared  by  different  man- 
ufacturers from  generically 
equivalent  substances  than 
many  had  previously  sur- 
mised. 

Newer  Bioavailability 
Studies  Reveal  Differences 
Bioavailability  may  be 
defined  as  a measure  of  the 
rate  and  amount  of  absorp- 
tion of  a drug  substance 
from  its  administered  dos- 
age form.  For  several  years 
pharmaceutical  scientists 
have  proposed  that  bio- 
availability data  on  pre- 
sumably equivalent  dosage 
forms  provide  the  best 
measure  of  product  equiva- 
lence-short of  adequate 
clinical  trial.  In  their  con- 
tinued search  for  shortcuts 
to  the  evaluation  of  product 
equivalence,  medical  and 
pharmaceutical  scientists 
have  increasingly  relied 
upon  bioavailability  char- 
acteristics as  reflected  by 
blood  levels  of  a drug  after 
its  administration  to  hu- 
man subjects. 

Leading  manufacturers 
now  conduct  comparative 
bioavailability  studies  on 
their  own  product  dosage 
forms  after  production 
process  changes  that  would 
have  been  considered  in- 
consequential a few  years 
ago.  This  isn’t  surprising, 
since  there  are  so  many 
possible  differences  in  pro- 
duction operations  that  the 
opportunities  for  inequiva- 


lent generic  and  brand 
name  products  are  numer- 
ous-even when  the  pro- 
duction process  begins  with 
identical  chemical  sub- 
stances. Moreover,  repu- 
table manufacturers  are 
striving  to  improve  in  vitro 
control  measures,  such  as 
dissolution  characteristics, 
which  are  being  related 
more  meaningfully  to  bio- 
availability reference  data. 

As  a result  of  advances  in 
scientific  instrumentation 
and  analytical  methodology 
which  permit  measure- 
ments of  small  quantities  of 
drug  substances  in  the 
body,  our  abilities  to  detect 
differences  in  bioavailabil- 
ity and  possible  therapeutic 
nonequivalance  have  ap- 
preciably improved. 

Product  Selection 
Based  on  Patient  Response 

Improved  specifications 
and  standards  can  better 
assure  the  equivalence  of 
drug  substances.  Manufac- 
turers, compendia  and  reg- 
ulatory agencies  can  all 
play  a part.  However,  it  is 
the  drug  product,  not  the 
drug  substance,  that  the 
physician,  pharmacist, 
nurse  and  patient-customer 
utilize.  How  can  these  indi- 


viduals make  or  influence 
specific  product  selections 
to  minimize  variations  in 
therapeutic  equivalence  of 
multisource  drugs?  Pa- 
tients’ responses  to  a drug 
product  provide  a basis  of 
experience  to  aid  the  phy- 
sician in  his  selection  of  a 
particular  product.  The 
nurse  and  pharmacist  can 
also  help  detect  patient  re- 
sponses, but  ultimate  re- 
sponsibility must  remain 
with  the  physician. 

Reputation  of 
Manufacturer  as  Basis  for 
Product  Selection 
The  physician,  to  assure 
that  his  patients  receive 
quality  health  care,  must 
rely  upon  the  capabilities 
of  the  reputable  pharma- 
ceutical manufacturer  who 
is  equipped  to  develop,  pre- 
pare and  control  a quality 
product  of  uniform,  reliable 
therapeutic  performance. 
Substitution  with  purport- 
edly equivalent  generic 
products  that  are  only  su- 
perficially evaluated  by  an 
imitator  manufacturer  can 
place  the  health  of  the  pa- 
tient secondary  to  factors 
of  price  or  convenience  for 
the  provider. 


Opinion  ^Dialogue 

What  is  your  opinion,  doctor? 

We  would  welcome  your  comments. 


The  Pharmaceutical  Alanufacturers  Association 
1 155  Fifteenth  Street,  N.W.,  Washington,  D.C.  20005 


MINOCIN'made  the  difference  in  just  eight  days: 


Clinical  Data: 

Patient:  47-year-old  male. 

Diagnosis:  Severe  pyoderma,  left  hand. 
Culture:  Staphylococcus  aureus,  coagulase 
positive  and  sensitive  to  MINOCIN. 
Temperature:  102°  F 
Therapy:  MINOCIN  Minocycline  HCI  Cap- 
sules, 100  mg:  200  mg  stat,  100  mg  every  12 
hours.  Medication  began  9/7/71 . By  fourth 
day,  temperature  was  normal  and  pustular 
lesions  considerably  improved.  Last  dose 
taken  9/14/71 . 

Concomitant  therapy:  None.t 


Semisynthetic 

MltMOaN 

MINOCYCUNEHQ 

Capsules,  1 00  mg;  2 stat,  1 q 1 2 h. 


Indications:  For  the  treatment  of  susceptible  infections; 
e.g.,  E.  coli,  D.  pneumoniae.  For  full  list  of  approved  indica- 
tions consult  labeling. 

Contraindications:  Hypersensitivity  to  any  tetracycline. 
Warnings:  The  use  of  tetracyclines  during  tooth  develop- 
ment (last  half  of  pregnancy,  infancy  and  childhood  to  the 
age  of  8 years)  may  cause  permanent  discoloration  of  the 
teeth  (yellow-gray-brown).  This  is  more  common  during 
long-term  use  but  has  been  observed  following  repeated 
short-term  courses.  Enamel  hypoplasia  has  also  been  re- 
ported. Tetracyclines,  therefore,  should  not  be  used  In  this 
age  group  unless  other  drugs  are  not  likely  to  be  effective 
or  are  contraindicated.  In  renal  impairment,  usual  doses  may 
lead  to  excessive  accumulation  and  liver  toxicity.  Under 
such  conditions,  use  lower  total  doses,  and.  In  prolonged 
therapy,  determine  serum  levels.  Photosensitivity  manifested 
by  an  exaggerated  sunburn  reaction  has  also  been  observed 
In  some  Individuals  taking  tetracyclines.  Advise  patients 
apt  to  be  exposed  to  direct  sunlight  or  ultraviolet  light  that 
such  reaction  can  occur,  and  discontinue  treatment  at  first 
evidence  of  skin  erythema.  Studies  to  date  indicate  that 
photosensitivity  does  not  occur  with  MINOCIN  Minocycline 
HCI.  In  patients  with  significantly  impaired  renal  function, 
the  antianabolic  action  of  tetracycline  may  cause  an  increase 
in  BUN,  leading  to  azotemia,  hyperphosphatemia,  and  aci- 
dosis. CNS  side  effects  (lightheadedness,  dizziness,  vertigo) 
have  been  reported,  may  disappear  during  therapy,  and 
always  disappear  rapidly  when  drug  Is  discontinued.  Caution 
patients  who  experience  these  symptoms  about  driving  vehi- 
cles or  using  hazardous  machinery  while  taking  this  drug. 
Pregnancy:  In  animal  studies,  tetracyclines  cross  the  pla- 
centa, are  found  in  fetal  tissues,  and  can  have  toxic  effects 
on  the  developing  fetus  (often  related  to  retardation  of 
skeletal  development).  Embryotoxicity  has  been  noted  in 
animals  treated  early  In  pregnancy.  Safety  of  use  during 
human  pregnancy  has  not  been  established.  Newborns,  in- 
fants and  children:  All  tetracyclines  form  a stable  calcium 
complex  In  any  bone-forming  tissue.  Prematures,  given  oral 
doses  of  25  mg. /kg.  every  6 hours,  demonstrated  a decrease 


in  fibula  growth  rate,  reversible  when  drug  was  discontinued. 
Tetracyclines  are  present  in  the  milk  of  lactating  women  who 
are  taking  a drug  of  this  class. 

Precautions:  Use  may  result  in  overgrowth  of  nonsusceptible 
organisms,  including  fungi.  If  superinfection  occurs,  institute 
appropriate  therapy.  In  venereal  diseases  when  coexistent 
syphilis  is  suspected,  darkfield  examination  should  be  done 
before  treatment  is  started  and  blood  serology  repeated 
monthly  for  at  least  four  months.  Because  tetracyclines  have 
been  shown  to  depress  plasma  prothrombin  activity,  patients 
on  anticoagulant  therapy  may  require  downward  adjustment 
of  such  dosage.  Test  for  organ  system  dysfunction  (e.g., 
renal,  hepatic  and  hemopoietic)  in  long-term  use.  Treat  all 
Group  A beta  hemolytic  streptococcal  infections  for  at  least 
10  days.  Avoid  giving  tetracycline  in  conjunction  with  peni- 
cillin. 

Adverse  Reaction:  Gl:  (with  both  oral  and  parenteral  use): 
anorexia,  nausea,  vomiting,  diarrhea,  glossitis,  dysphagia, 
enterocolitis,  inflammatory  lesions  (with  monilial  overgrowth) 
in  anogenital  region.  Skin:  maculopapular  and  erythematous 
rashes.  Exfoliative  dermatitis  (uncommon).  Photosensitivity 
is  discussed  above  (“Warnings").  Renal  toxicity:  rise  in  BUN, 
dose-related  (see  "Warnings").  Hypersensitivity  reactions: 
urticaria,  angioneurotic  edema,  anaphylaxis,  anaphylactoid 
purpura,  pericarditis,  exacerbation  of  systemic  lupus  ery- 
thematosus. In  young  infants,  bulging  fontanels  have  been 
reported  following  full  therapeutic  dosage,  disappearing 
rapidly  when  drug  was  discontinued.  Blood:  hemolytic  ane- 
mia, thrombocytopenia,  neutropenia,  eosinophilia.  CNS:  (see 
“Warnings.")  When  given  in  high  doses,  tetracyclines  may 
produce  brown-black  microscopic  discoloration  of  thyroid 
glands;  no  abnormalities  of  thyroid  function  studies  are 
known  to  occur. 

NOTE:  Concomitant  therapy:  Antacids  containing  aluminum, 
calcium,  or  magnesium  impair  absorption;  do  not  give  to 
patients  taking  oral  minocycline.  Studies  to  date  Indicate 
that  absorption  of  MINOCIN  is  not  notably  Influenced  by 
foods  and  dairy  products. 


‘Indicated  In  Inlectlons  due  to  susceptible  organisms.  Culture  and  sensitivity  testing  recommended.  Tetracyllnes  are  not  the  drugs  of 
choice  In  the  treatment  of  any  staphylococcal  infection.  tCase  Report,  Clinical  Investigation  Department,  Lederle  Laboratories. 

LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York  10965  12-20  436-2 


Triaminic* 

phenylpropanolamine  hydrochloride,  pyrilamine  maleate,  pheniramine  maleate 

"the  Sunshine  Tablet” 


Formula:  Each  timed-release  tablet  contains  phenylpropanolamine  hydrochloride,  50  mg.:  pyrilamine  maleate,  25  mg.; 
pheniramine  maleate.  25  mg.  Indications:  Relief  from  such  symptoms  as  nasal  congestion,  profuse  nasal  discharge  and 
postnasal  drip  associated  with  colds,  nasal  allergies,  sinusitis  and  rhinitis.  Precautions:  Patients  shouid  not  drive  a car 
or  operate  dangerous  machinery  if  drowsiness  occurs.  Use  with  caution  in  the  presence  of  hypertension,  hyperthyroidism,  nNI  Y 
cardiovascular  disease,  or  diabetes.  Side  Effects:  Occasional  drowsiness,  blurred  vision,  cardiac  palpitations,  flushing,  UiNLi 
dizziness,  nervousness  or  gastrointestinal  upsets.  Dosage:  Adults-one  tablet  swallowed  whole,  in  morning,  midafternoon 
and  before  retiring.  Availability:  in  bottles  of  100,  250. 

Dorsey  Laboratories,  Lincoln,  Nebraska,  68501 


Not  too  little,  not  too  much... 
but  just  right! 


"Just  right"  amounts  of  llosone  Liquid  250 
can  be  dispensed  easily  from  the  pint  bottle  in  any  quantity 
you  specify  to  meet  your  patients’  precise  needs — 
without  regard  to  package  size. 

Ilo^neXiquid  250 

Erythromycin  Estolate 

(equivalent  to  250  mg.  of  base  per  5-ml.  teaspoonful) 


Additional  inlormation  available 
to  the  profession  on  request. 

Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 
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Abstracts  from  Regional  Meeting  of 
American  College  of  Physicians 


EDITOR’S  NOTE:  Again  this  year  The  Journal  is  pleased  and  proud  to  publish 
abstracts  of  the  papers  read  at  the  Combined  Regional  Meeting  of  the  American 
College  of  Physicians  for  Ohio,  West  Virginia,  and  Western  Pennsylvania,  October 
13-14,  1972  at  the  Heart  of  Town  Motel,  Charleston,  West  Virginia.  The  abstracts  pre- 
sent in  concise  form  a wealth  of  information  reflecting  the  nature  of  current  medical 
research  in  this  part  of  the  country.  We  are  indebted  to  Dr.  John  E.  Jones  and  his 
Program  Committee  for  the  selection  of  the  papers  and  to  them  and  Drs.  Jack  H.  Baur, 
William  H.  Bunn,  Jr.,  and  Donald  W.  Bortz,  Governors  of  the  College  for  West  Vir- 
gina,  Ohio,  and  Western  Pennsylvania,  respectively,  for  permission  to  publish  the  ab- 
stracts. 


* * * 


A Study  of  the  Cause  of  Hypoproteineniia  and 
Hypoalbuiiiineinia  in  Trichinosis 

George  D.  Ludwig,  M.D.,  F.A.C.P.,  and 
Roberto  Franco,  M.D.,  Toledo,  Ohio 

Hypoproteinemia,  especially  hypoalbumine- 
inia,  was  first  reported  as  a complication  of  trichi- 
nosis in  1936.  Despite  14  subsequent  publications 
which  established  a relationship  between  the  sever- 
ity of  hypoalbuinincmia  and  trichinosis,  the  cause 
remains  obscure.  Mild  proteinuria;  inanition 
caused  by  anorexia,  vomiting,  and  diarrhea;  in- 
creased protein  demands  for  muscular  regenera- 
tion; and  defective  albumin  synthesis  due  to  liver 
damage  have  been  implicated.  Our  studies  of  al- 
bumin turnover,  using  Cr®‘-labeled  albumin,  in  a 


severe  case  of  trichinosis  provided  evidence  of 
protein-losing  enteropathy.  Biochemical  evidence 
of  hepatic  damage  along  with  extensive  infiltration 
of  hepatic  cells  with  fat  was  demonstrated. 

A 32-year-old  woman  developed  typical  clini- 
cal signs  and  symptoms  of  trichinosis  with  eosino- 
phil count  of  70  percent.  Diarrhea  began  during 
the  first  week  and  persisted  for  six  weeks.  Trichi- 
nosis was  confirmed  by  a highly  positive  bentonite 
flocculation  test,  countercurrent  electrophoretic 
precipitin  test,  and  a gel  diffusion  test.  Total  pro- 
tein was  3.7  gm  per  100  ml  with  albumin  1.3  to 
1.5  gm  per  100  ml  in  repeated  electrophoreto- 
grams.  Roentgenograms  showed  slight  edematous 
changes  in  the  jejunum,  but  jejunal  biopsy  two 
weeks  later  showed  normal  mucosa  and  villi. 
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Urinary  protein  excretion  was  only  125  ing/24  Itr. 
\ arious  hormonal  binding  proteins  were  also  lo\s', 
including  transferrin,  ceruloplasmin,  and  TBG. 
Suspecting  protein-losing  enteropathy,  we  injected 
30jiC  of  Cr’‘ -labeled  albumin  intra\enously  at  8 
AM  and  obtained  blood  samples  at  15  minutes  and 
each  succeeding  morning  for  ten  days.  Each  24- 
hour  urine  sample  was  collected  separately  and 
feces  were  collected  in  two  successive  96-hour 
pools.  The  Tj/a  of  albumin  disappearance  from 
plasma  was  nine  days  for  the  patient  (normal  13 
to  20  days)  ; the  rate  of  albumin  turnover  13.8 
percent  (normal  6.6  percent)  ; and  the  albumin 
degradation  33  gm  (normal  12  to  15  gm).  These 
kinetic  data  are  characteristic  of  protein-losing 
enteropathy.  Despite  the  extensive  liver  impair- 
ment, albumin  synthesis  must  have  been  sufficient 
to  maintain  an  equilibrium  in  the  plasma  in  the 
face  of  such  increased  losses.  These  studies  offer 
for  the  first  time  a concrete  explanation  for  the 
severe  hypoproteinemia-hypoalbuminemia  that  fre- 
c|uently  accompanies  trichinosis.  Thiabendazole 
(Mintezole®)  evoked  dramatic  clinical  improve- 
ment. 

* * * 

Hirschsprung’s  Disease  Occurring  in  Only 
One  of  Monozygotic  Twins 

R.  Simonsen,  M.D.,  R.  Smith,  M.D.,  and  D.  Lareau, 
M.D.  (Associate),  Warren,  Pennsylvania 

Radiographs  and  postoperative  pathology  re- 
ports prove  aganglionic  megacolon  in  one  of  twin 
boys  whose  twin  brother  has  no  symptoms  and  a 
normal  barium  enema.  Besides  identical  appear- 
ance, blood-typing  report  reduces  chance  of  non- 
monozygocity  to  less  than  one  in  many  millions. 
No  similar  case  has  been  reported  previously.  This 
suggests  that  intra-uterine  environmental  inter- 
ference can  be  a cause  of  neural  defect  rather  than 
only  genetic  inheritance.  .\  brief  review  of  perti- 
nent literature  was  included. 

* * * 

Changes  of  Gastrointestinal  System  as  Sequelae 
of  Diabetes  Mellitus 

C.  Robert  Tittle,  Jr.,  M.D.,  F.A.C.P.,  Toledo,  Ohio 

The  important  effects  of  gastrointestinal  dis- 
ease on  diabetes  mellitus  have  been  fully  described. 
The  present  communication  will  consider  the  ef- 
fects of  diabetes  mellitus  on  the  gastrointestinal 
tract.  First,  we  cannot  exclude  the  acute  abdomi- 
nal pain  and  vomiting  associated  with  diabetic 
keto-acidosis  w'hich  are  well  recognized,  of  short 
duration,  and  reversible  with  proper  treatment. 


The  diabetic  has  characteristic  intra-oral  symp- 
toms helpful  in  diabetic  detection,  and  characteris- 
tic dental  symptoms  include  advanced  periodontal 
disease,  especially  pyorrhea  alveolaris,  and  alv'eolar 
bone  resorption.  Asymptomatic  parotid  gland  en- 
largement is  not  infrequent  in  diabetes.  Recurrent 
effortless  regurgitation  with  associated  dysphagia 
may  represent  autonomic  neuropathy  involving 
the  esophagus.  Gastroparesis  diabeticorum  may 
occur  with  or  without  diabetic  enteropathy.  Dia- 
betic cholecystomegaly  may  occur  with  no  choleli- 
thiasis or  clinical  gallbladder  dysfunction.  Hepatic 
dysfunction  is  relatively  rare  in  diabetes  but  hepa- 
tomegaly may  occur  in  uncontrolled  diabetes, 
hemochromatosis,  lipoatrophic  diabetes,  and  in 
males  with  associated  hepatic  cirrhosis. 

Pancreatic  e.xocrine  disease  is  often  associated 
with  diabetes  in  pancreatitis,  carcinoma,  and 
hemochromatosis.  Diabetic  diarrhea  is  a mani- 
festation of  autonomic  neuropathic  intestinal  hy- 
poactivity  with  resultant  stasis  and  a blindloop 
syndrome  mediated  through  nonspecific  bacterial 
overgrowth.  Constipation  commonly  alternates 
with  diarrhea  owing  to  small  bowel  hypoactivity 
plus  gross  dilatation  of  descending  colon  and 
rectum. 

* * * 

Alkaline  Phosphatase  Isoenzymes  in  Hepatobiliary 
Diseases  and  Thyrotoxicosis 

Stuart  Chen,  M.D.,  F.A.C.P.,  and  William  Anderson, 
M.D.,  Morgantown,  West  Virginia 

Serum  alkaline  phosphatase  isoenzymes  have 
been  shown  to  be  organ  specific,  deriving  from 
the  liver,  bone,  intestine,  and  placenta.  The  pres- 
ent study  was  undertaken  to  investigate  the  iso- 
enzyme distribution  in  patients  with  hepatobiliar)' 
disease  and  thyrotoxicosis.  Canalco  disc  electro- 
phoresis was  performed  on  1,000  consecutive  sera 
with  the  enzyme  values  of  100  mp/ml  or  more  by 
auto-analyzer  technique  (normal:  30  to  85  mp./ 
ml).  25  pi  undiluted  serum  was  employed. 
The  relative  color  intensity  (RCI)  of  isoenzyme 
bands  was  visually  graded  and  was  found  repro- 
ducible. Serum  alkaline  phosphatase  was  satisfac- 
torily separated  into  four  bands;  liver,  bone,  in- 
testine, and  bile.  One  thousand  sera  were  collected 
from  594  patients.  Seventy-seven  cases  had  hepato- 
biliary diseases,  ie,  alcoholism,  23  cases;  chronic 
active  hepatitis,  15  cases;  Laennec’s  and  post- 
necrotic cirrhosis  of  the  liver,  24  cases;  viral  hepa- 
titis, 16  cases;  extrahepatic  obstructive  jaundice, 
10  cases.  Liver  band  was  found  in  all  cases.  In- 
testinal band  was  identified  in  2 of  13  cases  (15 
percent)  of  alcoholism;  4 of  15  cases  (27  percent) 
of  chronic  active  hepatitis;  9 of  24  cases  (38  per- 
cent) of  cirrhosis;  3 of  16  cases  (19  percent)  of 
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viral  hepatitis  but  none  in  extrahepatic  obstruc- 
tive jaundice.  Bile  band  was  identified  in  2 of  13 
cases  (15  percent)  of  alcoholism;  5 of  15  cases 
(33  percent)  of  chronic  active  hepatitis;  4 of  24 
cases  (17  percent)  of  cirrhosis;  5 of  16  cases  (31 
percent)  of  viral  hepatitis;  and  6 of  10  cases  (60 
percent)  of  extrahepatobiliary  obstruction.  Identi- 
fication of  intestine  and  bile  bands  by  serum  elec- 
trophoresis may  be  of  value  in  distinguishing 
between  hepatocellular  and  extrahepatic  biliary 
disease. 

Elevation  of  serum  alkaline  phosphatase 
(SAP)  activity  has  been  frequently  demonstrated 
in  thyrotoxicosis.  The  source  has  been  assumed  to 
be  related  to  impaired  liver  function  or  to  in- 
creased bone  resorption. 

Twelve  consecutive  cases  of  hyperthyroidism 
with  elevated  SAP  were  studied.  All  except  one 
had  Graves’  disease.  The  ages  ranged  from  18  to 
63  years  with  mean  age  of  38  years.  There  were 
nine  women  and  three  men.  Mean  serum  alkaline 
phosphatase  was  174  mp/ml  (normal:  30  to  85 
mp/ml).  Mean  PBI  was  13.0  pg%;  mean  T4I, 
9.7  pg%;  mean  Tg  uptake,  43.3%,  and  mean 
uptake,  68%. 

Both  bone  and  liver  isoenzymes  were  present 
in  all  12  patients  with  thyrotoxicosis,  whereas  the 
former  was  usually  absent  in  the  normal  adults. 
The  RCI  of  bone  band  exceeded  that  of  liver  band 
in  8 out  of  12  patients.  SAP  study  was  repeated 
in  five  patients  after  successful  control  of  thyro- 
toxicosis. Four  patients  were  treated  with  propyl- 
thiouracil (PTU)  and  one  with  After  one  to 
nine  months  of  PTU,  SAP  remained  elevated  in 
four  and  bone  band  unchanged  in  three  of  the 
four.  SAP  rose  significantly  after  therapy  in 
one  patient.  Elevations  of  SAP  in  thyrotoxicosis  is 
related  to  increased  bone  turnover.  Persistent  ele- 
vation of  SAP  after  treatment  probably  indicates 
continued  osteoblastic  hyperactivity. 

* * * 

Catabolism  of  Heme  by  Human 
Spleen  Preparations 

Peter  White,  M.D.,  Paul  R.  Garrett,  M.D.,  and 
Kathleen  L.  Andrews,  Toledo,  Ohio 

Recent  studies  have  established  that  physio- 
logic catabolism  of  hemoglobin  to  bile  pigment  is 
accompanied  by  the  production  of  carbon  monox- 
ide (CO),  which  arises  stoichiometrically  from  the 
porphyrin  ring  of  heme.  Patients  with  hemolytic 
states  or  ineffective  erythropoiesis  have  elevated 
rates  of  endogenous  CO  production,  but  uncer- 
tainties persist  regarding  the  reliability  of  CO 
production  for  clinical  measurement  of  hemoglo- 
bin degradation.  Turnover  of  hepatic  heme  com- 
pounds also  contributes  to  CO  production,  and 


non-CO  pathways  may  mediate  heme  catabolism 
under  some  conditions.  To  clarify  the  biochemical 
pathways  involved  in  heme  catabolism,  therefore, 
we  have  studied  the  in  vitro  conversion  of  hemin- 
^^C  to  i^CO  by  human  reticuloendothelial  tissue. 

Spleens  remov  ed  at  surgery  were  homogenized 
in  sucrose;  cellular  fractions  were  then  prepared 
by  differential  centrifugation  and  incubated  with 
hemin-''^C  at  pH  7.4.  Following  incubation,  the 
^^CO  produced  was  passed  through  a reaction 
train  and  oxidized  by  Hopcalite  to  ^'^COg  for  trap- 
ping and  counting.  In  30-minute  incubations,  sig- 
nificant *^CO  was  generated  by  microsomal  frac- 
tions from  10  to  11  spleens  studied  in  amounts 
corresponding  to  the  catabolism  of  0.5-2. 3 nana- 
moles  hemin/mg  microsomal  protein.  Oxygen  and 
NADPPI  were  required  for  optimal  activity;  inhi- 
bition was  seen  with  high  partial  pressures  of 
unlabeled  carbon  monoxide  in  the  incubation 
flasks  or  with  2-diethylaminoethyl-2,  2 diphenyl- 
valerate  (SKF525A).  Lesser  amounts  of  ^^CO 
were  produced  by  the  mitochondrial  fraction,  but 
the  supernatant  (cell  sap)  fraction  was  devoid  of 
acti\ity.  In  duplicate  incubations,  bilirubin  pro- 
duction (determined  by  absorbance  at  468  nm) 
paralleled  CO  jjroduction.  These  results  are  con- 
sistent with  the  concept  proposed  by  Tenhunen 
that  heme  catabolism  is  mediated  by  a micro- 
somal mixed  function  oxygenase  system.  In  spleens 
from  two  patients  with  hemolytic  disease,  micro- 
somal activity  was  not  increased  abov^e  that  seen 
in  nonnals,  suggesting  the  enz)ane  induction  does 
not  accompany  hemolysis. 

* * * 

Cumulative  Hematologic  Toxicity  to 
l-(2-Chloroethyl)-3-Cyclohexyl-l-Nitrosurea 
(CCNU):  A Case  Report 

Richard  L.  Meyer,  M.D.,  F.A.C.P.,  Cincinnati,  Ohio 

CCNU  is  a lipid  soluble  oncolytic  agent  that 
has  been  shown  to  have  activity  against  human 
gliomas.  The  agent’s  major  toxicity  is  delayed 
bone  marrow  suppression.  Dose  limiting  marrow 
toxicity  occurs  within  four  to  six  weeks.  Cumula- 
tive toxicity  has  not  been  demonstrated. 

This  7-year-old  boy  had  biopsy-proven  astro- 
cytoma of  the  hypothalmus  established  on  March 
5,  1971.  He  received  800  rads  of  ®°Co  to  the 
hypothalmus  before  therapy  was  discontinued 
because  of  increased  intracranial  pressure.  A 
ventricular-peritoneal  shunt  controlled  this  com- 
plication. The  patient  was  given  80  mg  CCNU 
(130  mg/m-)  orally  on  May  3,  June  15,  August 
2,  September  24,  and  November  2,  1971,  as  an 
outpatient.  Prior  to  receiving  chemotherapy,  his 
white  blood  cell  count  was  more  than  5000  per 
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cu  mm;  platelet  count  was  more  than  100,000  per 
cu  mm;  hematocrit  value  was  more  than  30  per- 
cent. 

I'he  patient  was  seen  on  November  16,  1971 
and  was  started  on  “®Co  to  the  hypothalmus 
through  8 cm  X 8 cm  port.  Blood  counts  per- 
formed on  November  18,  1971  disclosed  pancyto- 
penia. Physical  e.xamination  did  not  disclose  any 
adenopathy,  splenomegaly,  or  ecchymosis.  Bone 
marrow  aspirate  demonstrated  depressed  matura- 
tion of  the  marrow  components,  especially  mega- 
kanocytes.  He  had  not  received  any  other  medi- 
cation or  been  exposed  to  marrow  depressants. 
The  patient  has  required  frequent  transfusions 
and  supportive  care  with  no  improvement  in 
peripheral  blood  counts. 

This  case  is  believed  to  demonstrate  cumula- 
ti\  e hematologic  toxicity  to  one  of  the  nitrosureas, 
a group  of  active  chemotherapeutic  agents. 


* -f 


Automated  Blood  Counts  in  the  Diagnosis 
of  Thalassemia  Minor 

Richard  E.  Nensel,  M.D.,  and  George  C.  Hoffman, 
M.D.,  F.A.C.P.,  Cleveland,  Ohio 

Beta  thalas.semia  minor,  the  heterozygous 
form  of  thalassemia  associated  with  reduced  pro- 
duction of  the  ^ globin  chains,  is  generally  con- 
sidered to  result  in  mild  hypochromic  microcytic 
anemia.  The  distinction  from  iron  deficiency  ane- 
mia is  usually  based  on  the  increased  Hb-A2  (or 
less  frequently  Hb-F)  and  normal  serum  iron 
level  present  in  thalassemia  minor.  The  diagnosis  is 
seldom  considered  in  persons  with  normal  hemo- 
globin levels.  \Ve  have  been  surprised  at  the  num- 
ber of  patients  with  beta  thalassemia  minor  whom 
we  have  detected  since  an  automated  cell  counter 
(Coulter  Model  S)  has  been  in  use  for  all  blood 
counts.  Twenty-one  out  of  26  patients  with  beta 
thalassemia  minor  (as  judged  by  an  increased 
Hb-Ao)  had  a blood  hemoglobin  content  greater 
than  12.5  gm  per  100  ml.  The  disorder  was  sus- 
pected because  of  an  erythrocytosis  (RBC  count 
greater  than  6 x 10®/c.mm)  with  microcytic  hypo- 
chromic red  cells.  The  diagnosis  of  beta  thalas- 
semia in  many  other  patients,  in  whom  mild  ane- 
mia was  present,  was  also  facilitated  by  the  finding 
of  mild  erythrocytosis  not  in  association  with  iron 
deficiency. 

-;f  * 


Bone  .Marrow  Involvement  in  Hodgkin’s  Disease 

R.  B.  VV  eiss,  \I.I).  (Associate),  Morgantown,  West 

\’irginia,  and  B.  J.  Kennedy,  M.D.,  F..A.C.P., 
Minneapolis,  Minnesota 

.An  important  jjrocedure  in  the  initial  staging 
and  for  subsequent  evaluation  of  Hodgkin’s  dis- 
ease is  trephine  bone  marrow  biopsy.  Twenty-nine 
patients  with  Hodgkin’s  disease,  seen  from  1960  to 
the  present,  were  found  to  ha\e  bone  marrow  in- 
volvement. Twenty-three  had  Reed-Sternberg  cells 
in  the  marrow'  biopsy,  and  the  remaining  had  the 
otherwise  typical  cellular  infiltration  of  Hodgkin’s 
disease.  Twelve  patients  had  marrow  involvement 
at  the  time  of  diagnosis  of  Hodgkin’s  disease,  and 
1 7 patients  had  it  later  in  the  disease  course.  At 
the  time  of  the  positive  marrow  biopsies,  25  had 
anemia  and  13  had  pancytopenia.  .All  patients  had 
fever  and  many  had  multiple  lymph  node,  liver, 
and  spleen  involvement. 

At  the  time  of  the  original  diagnosis  of 
Hodgkin’s  disease  in  these  patients,  16  of  the 
lymph  node  biopsies  that  could  be  classified  had 
mixed  cellularity  histologic  type.  Twenty-two  pa- 
tients were  staged  as  HI  or  IV  disease  at  the 
onset,  including  the  12  who  were  stage  IV  because 
of  the  positive  marrow.  The  age  at  onset  of  the 
Hodgkin’s  disease  was  over  35  years  in  22  pa- 
tients. 

Median  survival  of  patients  after  discovery  of 
a positive  marrow  was  short.  Twelve  patients  re- 
ceived a four-drug  combination  therapy.  Four 
went  into  complete  remission. 

Those  patients  with  Hodgkin’s  disease,  who 
are  older  than  35  years,  and  who  have  mixed 
cellularity  histologic  type,  fever,  stage  HI  or  lA' 
disease  clinically  and  pancytopenia  are  likely  to 
have  bone  marrow  involvement.  Only  aggressive 
combination  chemotherapy  results  in  complete  re- 
mission. 

Supported  by  Public  Health  Service  training 
grant  CA-05158. 

* * * 

Paternity  Exclusion  Tests 

A Neglected  Tool  in  Family  Counseling 

John  W.  King,  M.D.,  F.A.C.P.,  Cleveland,  Ohio 

In  view  of  our  e\er-changing  standards  of 
■se.xual  morality,  the  family  physician  may  be  faced 
with  medical  and  emotional  problems  stemming 
from  the  departure  of  the  younger  members  of 
the  family  from  the  accepted  sexual  mores  of  the 
older  generation.  When  such  activity  brings  on 
an  unwanted  pregnancy,  it  is  frequently  necessary 
to  determine  the  paternity  of  the  child.  This  is 
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a legal  decision  rendered  by  the  Courts,  but  lab- 
oratory help  is  available  to  help  exclude  the  inno- 
cent man.  A review  of  our  series  of  800  blood 
tests  indicates  that  about  one-third  of  such  ac- 
cused men  are  not  the  father  of  the  child  in  ques- 
tion. The  technics  for  doing  these  tests  are  simple 
ones  and  are  not  beyond  the  capabilities  of  the 
good  clinical  laborator)'. 

The  theoretical  exclusion  rate,  using  five 
blood  group  systems,  is  55  percent.  Our  experience 
with  bastardy  cases  shows  an  actual  exclusion  rate 
of  15  percent.  On  the  other  hand,  the  exclusion 
rate  in  divorce  cases  is  nearly  50  percent,  indi- 
cating that  men  rarely  accuse  a wife  of  infidelity 
unless  there  is  a v'ery  good  reason  to  do  so.  There 
is  a higher  exclusion  rate  for  cases  involving  black 
patients  as  opposed  to  white  patients.  This  is  con- 
trary to  theoretical  expectations,  inasmuch  as  there 
is  a greater  uniformity  of  blood  group  antigens 
among  black  people  than  among  more  mongrelized 
urban  American  whites.  The  difference  can  then 
be  ascribed  to  differences  in  social  habits  or  other 
less  defined  factors. 

The  use  of  the  sickle-cell  gene  and  red-cell 
enzyme  were  discussed  as  possible  additions  to  pa- 
ternity exclusion  practices. 

* * * 

Plasma  Testosterone  Binding  Determination 
in  the  Evaluation  of  Hirsute  Women 

John  E.  Jones,  M.D.,  F.A.C.P.,  Morgantown, 

West  Virginia 

To  assess  possible  abnormalities  of  plasma 
androgen  levels  in  hirsute  women,  the  following 
studies  have  been  done:  immunoas.say  of  plasma 
testosterone  (T)  and  androstenedione  (A)  ; “free 
T”  (FT)  by  equilibrium  dialysis  of  plasma  against 
saline;  “free  testosterone  index”  (FTI)  by  a 
plasma-charcoal  assay;  and  the  plasma  albumin 
binding  ratio  (BR)  of  T by  equilibrium  dialysis 
of  plasma  against  albumin.  Mean  ± s.d.  values 
in  normal  women  were:  T 34 ± 11.5  ng%  (n  = 48)  ; 
A 170  ± 64  (n-28)  ; FT  0.3  ± 0.2  ng%  (n  = 

15)  ; FTI  9.9  ± 5 (n=  15)  ; BR  5.3  ± 1.5  (n  = 

16) .  Mean  values  in  hirsute  women  were:  T 
62  ± 36  ng%  (n  = 62)  ; A 270  ± 114  ng%  (n  = 
52)  ; FT  1.4  ± 1.3  ng%  (n=  17)  ; FTI  25.9  ± 19 
(n  = 49);  BR  2.5  ± 0.8  (n=16).  While  the  two 
groups  were  statistically  different  at  the  0.1  per- 
cent level,  plasma  T was  elevated  in  only  37 
percent,  and  A in  40  percent  of  the  hirsute  women. 
In  contrast,  FT  was  elevated  in  60  percent  of  the 
hirsute  women.  The  correlation  coefficient  be- 
tween % T bound  by  the  FT  and  FTI  methods 
was  0.93  (p<.001).  These  results  demonstrate 
both  reduced  plasma  T binding  and  elevated  FT 
in  the  majority  of  hirsute  women.  The  determina- 


tion of  either  the  FT  or  FTI  more  frequently 
suggests  abnormalities  in  women  with  hirsutism 
than  either  T or  A determinations  alone. 

* •»  * 

Glucose  Arterial- Venous  (AV)  Differences 
Across  Muscle  in  McArdle’s  Disease 

Charles  E.  Turner,  M.D.,  F.A.C.P.,  and 
Christine  Waterhouse,  M.D.,  F.A.C.P., 
Huntington,  West  Virginia 

Studies  of  glucose  arterial-venous  (AV)  dif- 
ferences across  skeletal  muscle  in  patients  with 
AIcArdle’s  disease  (myophosphoryJase  deficiency) 
demonstrated  normal  values  during  mild  exercise 
even  though  no  increase  in  venous  lactate  could 
be  found.  Thus,  substrate  availability  appeared 
not  to  have  exceeded  the  capacity  for  aerobic 
metabolism.  In  contrast,  low  AV  differences  of 
glucose  were  present  with  ischemic  exercise.  These 
data  support  the  thesis  that  phosphorylase  activity 
within  skeletal  muscle  is  essential  to  allow  for 
adequate  glycolysis  with  ischemic  work  and  that 
excess  glucose  and  circulating  insulin  provide  in- 
sufficient intracellular  glucose  for  this  purpose. 
We  interpret  the  diminished  membrane  transport 
of  glucose  under  this  condition  as  secondary  to 
altered  cell  function. 

These  studies  offer  an  explanation  for  the 
inability  of  patients  with  McArdle’s  disease  to 
maintain  sustained  strenuous  exercise  despite  the 
availability  of  adequate  circulating  glucose. 

* * * 

Effect  of  Transfusion  of  Stored  Blood 
on  Oxygen  Delivery  In  Acidosis 

James  P.  Mondzelewski,  M.D.;  Jerry  T.  Guy,  M.D.; 
Philip  A.  Bromberg,  M.D.,  F.A.C.P.;  and  Stanley  P. 

Balcerzak,  M.D.,  F.A.C.P.,  Columbus,  Ohio 

Blood  stored  in  ACD  develops  increased  oxy- 
gen affinity  secondary  to  a progressive  loss  of  red 
cell  2,3  diphosphoglycerate  (DPG) . Our  previous 
work  in  recipients  with  normal  blood  pH  has 
shown  that  transfusion  with  ACD-stored  blood 
impairs  tissue  oxygenation  in  rats  and  does  not 
promptly  improve  it  in  humans.  Because  acidosis 
may  be  present  in  patients  transfused  with  large 
quantities  of  blood  and  since  pH  affects  oxygen 
affinity  and  glycolysis,  oxygen  delivery  was  studied 
in  acidotic,  exchange-transfused  rats.  Experimental 
animals  (group  I)  were  transfused  with  blood 
stored  in  ACD  for  seven  days.  One  control 
group  (II)  was  exchanged  with  fresh  blood  col- 
lected in  ACD;  a second  control  group  (HI)  was 
not  transfused.  DPG  v'alues  for  stored  and  fresh 
donor  blood  were  1.6  ± 0.6  and  21.5  ± 2.3 
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Time  After  Excliange 


Tests 

Group 

Pre-x 

5 Min. 

1 Hr. 

4 Hr. 

9 Hr. 

24  Hr. 

DPG 

1 

19.6  ± 2.7 

3.8  ± 1.8* 

5.0  ± 1 .2* 

7.1  ± 1.1* 

9.1  ± 2.1* 

9.7  ± 3.8* 

(^iinoles/ 

II 

16.4  ± 3.4 

18.4  ± 2.6 

17.0  ± 2.4 

17.3  ± 3.1 

14.7  ± 1.8 

15.5  ± 4.9 

glib)’ 

HI 

18.6  ± 3.2 

16.7  ± 3.1 

17.5  ± 2.5 

14.3  ± 2.1 

11.7  ± 1.0* 

P50 

I 

29.6  ± 1.9 

19.1  ± 0.5* 

19.6  ± 1.1* 

22.6  ± 1.4* 

25.4  ±2.0 

23.1  ± 1.8* 

(mmHg ) 

II 

27.1  ± 4.0 

26.8  ± 3.1 

28.7  ± 3.2 

28.8  ± 1.0 

28.8  ± 3.4 

25.4  ± 1.9 

HI 

31.0  ± 2.2 

29.0  ± 2.2 

30.1  ± 2.9 

27.2  ± 1.4 

24.8  ± 2.9* 

PsbOo 

I 

33.1  ± 4.8 

Pre-x  refers  to 

values  obtained  3.5  hrs. 

23.9  ± 3.8* 

(mmHg) 

II 

32.6  ± 5.4 

after  induction  of  acidosis  but  prior  to 

35.2  ± 8.5 

HI 

31.8  ± 2.2 

actual  or  sham  transfusion. 

36.4  ± 2.9* 

*P<0.05  compared  with  pre-x. 


pmoles/gllB  respectively.  Corresponding  oxy’gen 
affinity  (P50)  values  were  18.1  ± 0.6  and  28.9  ± 
1.6  mmPIg.  Acidosis  was  induced  with  NH4CI  3.5 
hours  prior  to  study  and  pH  was  maintained  be- 
tween 7.08  and  7.26.  Arterial  blood  gases,  pH,  red 
cell  DPG,  P50,  and  hematocrit  levels  were  mea- 
sured serially  in  each  rat.  Tissue  oxygenation  was 
estimated  by  skin  bubble  oxygen  tension  (PSBO2). 
Hematocrit,  blood  gases,  and  pH  values  were  simi- 
lar in  all  groups  throughout  the  study.  Means 
±S.D.  for  DPG,  P50,  and  PsBOa  are  shown  above. 

The  fall  in  PSBO2  for  group  I was  significant. 
In  contrast,  PSBO2  values  for  groups  II  and  HI 
increased  and  were  significant  for  group  HI.  The 
fall  in  PSBO2  for  group  I occurred  in  association 
with  significantly  lower  DPG  and  P50  values, 
which  remained  decreased  throughout  the  study. 
Enhanced  tissue  oxygenation  in  acidosis  (group 
HI)  is  probably  the  result  of  the  Bohr  effect  on 
oxygen  dissociation  in  vivo.  Transfusion  with 
DPG-depleted  blood  counters  this  effect  on  oxygen 
affinity  and  reduces  tissue  oxygenation.  Extrapo- 
lated to  humans,  these  findings  support  the  use  of 
fresh  rather  than  stored  blood  in  acidotic  states. 

* * * 

The  Toxic  Metal  Profile 
Charles  E.  Willis,  M.D.,  Cleveland,  Ohio 

Since  the  advent  of  the  environmentalist,  it 
has  become  more  and  more  apparent  that  toxicity 
to  heavy  metals  is  not  a rare  disease  condition. 
.\cute  poisonings  are  not  as  difficult  to  identify  as 
chronic  heavy  metal  toxicity  with  its  insidious  on- 
set including  vague  neurologic  symptoms.  G.I. 
complaints,  renal  failure,  dermatologic  manifesta- 
tions (alopecia  and  hyperkeratosis),  and  heart 
failure  are  all  manifestations  of  heavy  metal  toxi- 
city, which  can  easily  be  overlooked. 

Becau.se  the  symptoms  are  so  varied  and  mul- 
tiple, the  physician  frequently  is  unable  to  pinpoint 


the  e.xact  toxic  metal  invoked.  ^Ve  have  felt  that 
a screening  procedure  to  rule  out  the  important 
disease-causing  metals  would  be  in  order.  The 
most  common  are  arsenic,  cadmium,  copper,  zinc, 
lead,  mercury,  and  iron.  Others  could  be  added  to 
this  list  if  a history  revealed  exposure.  The  advent 
of  atomic  absorption  equipment  of  adequate  sensi- 
ti\’ity  to  detect  microgram  cjuantities  of  these  ele- 
ments has  greatly  facilitated  the  solution.  It  is 
possible  today  to  screen,  with  automated  chemical 
equipment,  for  many  of  these  highly  toxic  sub- 
stances on  a routine  basis  at  low  cost. 

The  patient  with  multiple  bizarre  complaints, 
as  in  the  anxiety  neurotic,  should  have  both  urine 
and  blood  screened  to  rule  out  chronic  heavy 
metal  poi.soning,  even  though  the  history  fails  to 
reveal  exposure.  This  is  especially  true  in  children 
with  neurologic  problems. 

This  paper  briefly  reviews  the  clinical  symp- 
toms of  heavy  metal  toxicity  with  several  short 
case  reports  to  demonstrate  pertinent  points. 

* * * 

Mechanism  of  Action  of  Antibiotics 
A bonifying  Concept 

Albert  S.  Klainer,  M.D.,  F.A.C.P., 
Morgantown,  West  Virginia 

Scanning  electron  microscope  studies  were  un- 
dertaken to  investigate  surface  interactions  between 
human  phagocytes  and  bacteria  of  clinical  impor- 
tance. Treatment  of  bacteria  with  cell-wall-active 
antibiotics  prior  to  exposure  to  phagocytes  sug- 
gested that : ( 1 ) phagocytes  attached  to  antibiotic- 
treated  microorganisms  more  rapidly  and  in 
greater  numbers  than  to  untreated  ones;  (2)  this 
difference  became  less  apparent  as  the  duration  of 
expo.sure  of  bacteria  to  phagocytes  increased;  and 
(3)  phagocytes  exhibited  a specific  affinity  for 
antibiotic-induced  alterations,  in  many  instances 
attachment  occurring  only  at  these  sites.  These 
studies  suggest  that  an  important  mechanism  of 
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action  of  antibiotics  in  vivo  may  be  to  alter  sur- 
faces of  bacteria  thus  providing  preferential  sites 
for  attachment  by  phagocytes  and  thereby  en- 
hancing the  early  host  response  to  infecting  micro- 
organisms. 

* * * 

Circulating  Anti-Nuclear  and  Rheumatoid 
Factors  in  Selected  United  States 
Coal  Miners 

H.  L.  Eckert,  M.D.,  F.A.C.P.;  N.  Hahon,  M.D.;  M.  L. 
Lippmann,  M.D.  (Associate);  and  W.  K.  C.  Morgan, 
M.D.,  Morgantown,  West  Virginia 

Serum  specimens  (sera)  from  156  under- 
ground coal  miners  were  examined  for  rheumatoid 
factor  (RF)  and  anti-nuclear  antibody  (ANA). 
In  addition,  sera  from  51  underground  and  sur- 
face miners  with  normal  radiographs  served  as 
controls.  A relationship  between  humoral  auto- 
immune activity  and  the  radiographic  type  of  nod- 
ular opacity  was  sought.  Sera  were  categorized 
according  to  the  appearance  of  the  miner’s  chest 
radiograph,  namely,  ( 1 ) complicated  pneumoconi- 
osis (progressive  massive  fibrosis  (PMF);  (2) 
simple  pneumoconiosis;  (3)  normal;  and  (4)  fea- 
tures suggestive  of  rheumatoid  pneumoconiosis 
(Caplan’s  syndrome).  Group  4 was  divided  into 
three  sub-groups  (4a,  b,  and  c)  viz,  those  with 
classical  factors  of  Caplan’s  syndrome ; those  whose 
appearances  were  suggestive  of  this  syndrome;  and 
those  in  whom  this  syndrome  was  a possibility. 
Among  the  sera  from  group  4,  only  9 percent 
showed  the  presence  of  rheumatoid  factor  (Singer 
and  Plotz;  titer  > 1:160),  a rate  which  did  not 
differ  significantly  from  those  with  either  simple 
or  complicated  pneumoconiosis.  None  of  the  sera 
from  the  miners  with  normal  chest  films  (30  un- 
derground and  21  surface)  showed  RF  or  ANA. 
Age,  years  spent  underground,  and  the  geographic 
location  of  the  mine  did  not  appear  to  be  related 
to  the  presence  of  RF.  In  contrast,  ANA  (titer  > 
1:10)  was  present  significantly  more  often  in  the 
sera  of  anthracite  (55  percent)  as  opposed  to  bi- 
tuminous miners  (21  percent).  In  the  case  of 
anthracite  miners  with  PMF,  the  figure  was  even 
higher  (74  percent).  The  geographic  region  in 
which  the  bituminous  mine  is  located  appeared  to 
influence  the  number  of  patients  whose  sera 
were  positive  for  ANA.  Thus,  the  sera  of  selected 
Central  Pennsylvania  miners  were  four  times  more 
likely  to  have  ANA  present  than  the  sera  of  miners 
from  Western  Pennsylvania  and  West  \4rginia. 
Age  and  work  history  appeared  to  have  no  effect. 

This  study  suggests  that  auto-immune  activity 
may  be  related  to  the  geographic  location  of  the 
mine.  There  also  seems  to  be  a relationship  be- 
tween auto-immune  activity  and  the  prevalence  of 


CWP,  viz,  those  regions  with  highest  prevalence 
of  C\VP  show  the  greatest  number  of  miners  with 
ANA  in  their  sera.  With  the  exception  of  sera 
drawn  from  subjects  whose  chest  radiograph  had 
features  which  were  strongly  suggestive  of  Caplan’s 
syndrome,  the  type  of  nodular  opacity  (p,  q,  and 
r ) appears  to  be  unrelated  to  humoral  auto- 
immune activity. 

* 4f  * 

Dissecting  Aneurysm  Associated  with  Severe 
Ischemia  of  the  Leg 

J.  Kramer,  M.D.,  F.A.C.P.,  J.  R.  Young,  M.D.,  and 
A.  W.  Humphries,  M.D.,  Cleveland,  Ohio 

Early  diagnosis  and  treatment  of  a dissecting 
aneurysm  increases  the  survival  rate.  Because  of  its 
relative  infrequency,  even  a classical  presentation 
of  dissecting  aneurysm  can  be  overlooked  if  the 
physician’s  index  of  suspicion  is  low.  When  acute 
ischemia  of  a leg  is  a prominent  part  of  the  clinical 
picture  accompanying  dissection,  the  patient  is 
often  wrongly  diagnosed  as  having  a myocardial 
infarction  with  subsequent  thrombotic  or  embolic 
occlusion  of  his  leg. 

Fourteen  of  53  patients  with  dissecting  aneu- 
rysms seen  at  the  Cleveland  Clinic  from  1955  to 
1972  presented  with  acute  occlusion  of  the  iliac  or 
femoral  arter)-.  The  ischemic  leg  often  dominated 
the  clinical  picture  and  obscured  the  correct  diag- 
nosis. The  mechanism  of  occlusion  appeared  to  be 
external  compression  of  the  arterial  lumen  by  the 
dissection,  followed  at  times  by  secondary  throm- 
bosis. 

The  presence  of  an  ischemic  leg  is  not  neces- 
sarily an  indication  for  surgical  repair  of  the  dis- 
section itself.  Surgery’  was  planned  for  ten  of  these 
14  patients:  six  died  before  surgery',  two  during 
surgery,  one  shortly  after,  and  one  patient  is  doing 
well  four  years  postoperativ’ely.  Of  four  patients 
treated  with  a medical  regimen,  all  survived  with 
viable  limbs. 

* * * 

Systolic  Tinte  Intervals  in  Clinical  and 
Investigative  Medicine 

Paul  M.  Kohn,  M.D.,  Cleveland,  Ohio 

The  purpose  of  the  presentation  is  to  review 
briefly  the  methods  and  principles  involved  in 
assessing  left  ventricular  function  by  means  of  a 
noninvasive  technic  using  externally  determined 
systolic  time  intervals  (STI)  and  to  demonstrate 
the  practical  value  of  this  procedure  in  patient 
care  as  well  as  in  clinical  investigation.  Significant 
correlation  of  the  STI  with  cardiac  output  deter- 
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mined  by  externally  monitoring  the  radioactivity 
over  the  piecordium  after  the  bolus  injection  of 

human  serum  albumen  was  obtained  in  a 
group  of  12  patients. 

Clinically,  determination  of  STI  has  proved 
useful  in  identif)  ing  symptomatic  patients,  particu- 
larly those  with  coronary  artery  disease  or  cardio- 
myopathy \vho  had  a significant  degree  of  impair- 
ment of  left  ventricular  function  which  was  not 
apjtarent  on  routine  physical  examination  and 
chest  x-ray. 

Determination  of  systolic  time  intervals  was 
also  very  \ aluable  in  following  patients  with  acute 
myocardial  infarction,  providing  a guide  for  ini- 
tiating digitalis  therapy  in  individuals  not  in  ob- 
vious pump  failure,  as  well  as  for  selecting  those 
from  whom  digitalis  subsecjuently  could  be  with- 
drawn or  those  who  would  require  maintenance 
therapy  on  a long-term  basis.  The  beneficial  effects 
of  routine  slow  digitalization  on  myocardial  con- 
tractility was  demonstrated  in  a series  of  patients 
with  impaired  left  ventricular  function  in  whom 
the  pre-ejection  period  and  external  isovolumic 
contraction  time  became  significantly  shortened 
and  the  left  ventricular  ejection  time  appropriately 
lengthened  following  long-term  use  of  digitalis. 

Clinical  research  employing  STI  included  an 
investigation  into  the  effect  of  thyroid  hormone 
excess  on  myocardial  contractility  on  ten  patients 
with  documented  hyperthyroidism.  STI  were 
determined  before  and  after  radioactive  iodine 
therapy  and  significant  shortening  of  the  various 
components  of  ventricular  systole  was  found  to 
characterize  the  hyperthyroid  patients.  After  RAI 
therajjy  had  produced  an  euthyroid  or  hypothyroid 
state,  reassessment  revealed  lengthening  of  the  PEP 
and  EICT  to  normal  or  abnormally  increased 
intervals. 

A study  of  left  ventricular  function  in  patients 
with  end-stage  renal  disease  who  were  either  on 
dialysis  or  had  kidney  transplants  demonstrated 
marked  impairment  in  all  cases.  The  transplanta- 
tion group  manifested  less  severe  involvement, 
suggesting  the  possibility  of  a renal  toxin  which 
presumably  depresses  myocardial  contractility. 

* * * 

Cardiac  Venous  Blood  Flow  Response  to 

Atrial  Pacing  in  Normal  Patients  and 
Those  with  Coronary  Artery  Disease 

Robert  C.  Bahler,  M.D.,  F.A.C.P.,  Cathel  A.  MacLeod, 
M.B.,  F.R.A.C.P.,  and  Berian  Davies,  M.D.,  M.R.C.P., 
Cleveland,  Ohio 

Ability  to  increase  great  cardiac  venous  blood 
flow  (GCVBF)  w'as  quantitated  in  six  normal  and 
28  angina  pectoris  subjects  who  underwent  diag- 
nostic coronary  angiography.  GCVBF  was  mea- 


sured by  the  thermodilution  method  of  Ganz,  at 
rest  and  during  the  atrial  jiacing  test.  Pacing  was 
started  at  100  beats  per  minute  and  increased  10 
beats  every  two  minutes  until  angina  pectoris,  a 
heart  rate  of  150  beats  per  minute,  or  second  de- 
gree A-V  block  appeared.  Hemodynamic  observa- 
tions were  obtained  at  every  other  rate  increment 
and  with  the  onset  of  angina  pectoris.  A compari- 
■son  of  the  hemodynamic  jtarameters  at  rest  and 
at  the  maximum-paced  heart  rate  revealed  that  in 
23  patients  who  developed  angina  during  pacing 
(group  I),  the  systolic  pressure-heart  rate  product 
(SPxHR)  increased  61  ± 4.2  SEM  percent,  ten- 
sion-time index  (TTI)  increased  36  ± 3.4  percent, 
and  GCVBF  rose  50-6  7.1  percent.  In  five  pa- 
tients who  did  not  develop  angina  with  pacing 
(group  II),  SP  X HR  increased  84  ± 13.0  percent, 
TTI  33  ± 10.0  percent,  and  GCVBF  83  ± 14.0 
percent.  In  normal  subjects  (group  HI),  the  SP 
X HR  increased  76  ± 13.9  percent,  TTI  36  ± 5.3 
percent,  and  GCVBF  102  ± 9.9  percent.  The 
maximum-paced  heart  rate  was  119  ± 3 in  group 
I versus  148  ± 2 in  group  II,  and  134  ± 4 in 
group  HI.  A significant  increase  in  systolic  pres- 
sure during  pacing  occurred  only  in  group  I. 
There  was  a significantly  lesser  rise  in  GCVBF  in 
group  I compared  to  group  HI  (p  = .001),  despite 
similar  increases  in  both  TTI  and  SP  x HR.  The 
greatest  limitations  in  ability  to  increase  GCVBF 
were  evident  in  patients  with  severe  extensive  coro- 
nary disease,  yet  the  overall  correlation  of  the 
visualized  extent  of  disease  and  the  degree  of 
GCVBF  limitation  was  not  significant  (r=  .3, 
p=  .15).  However,  there  was  significant  positive 
correlation  (r=  .62,  p=  .01)  between  a patient’s 
ability  to  increase  GCVBF  and  his  physical  work 
capacity,  as  assessed  by  a multistage  progressive 
bicycle  ergometer  test. 

Measurement  of  GCVBF,  during  the  stress  of 
atrial  pacing,  has  provided  a simple  approach  to 
the  quantitation  of  regional  coronary  blood  flow. 

* * * 

A Study  of  the  Immunologic  Aspects 
of  Chronic  Berylliosis 

H.  S.  VanOrdstrand,  M.D.,  F.A.C.P.;  S.  Deodhar,  M.D.; 
Otto  P.  Preuss,  M.D.;  and  Joseph  M.  De  Nardi,  M.D., 
Cleveland,  Ohio 

The  pathogenesis  of  lung  disease  in  chronic 
berylliosis  is  poorly  understood,  however,  immuno- 
logic mechanisms  have  been  suggested  to  play  an 
important  role  in  this  disease.  The  previous  im- 
munologic evidence  has  been  largely  indirect,  from 
studies  on  skin  tests  with  beryllium  salts.  We  have 
investigated  the  role  of  cellular  immune  mecha- 
nisms in  this  disease  by  studying  the  blast  trans- 
formation of  lymphocytes  of  these  patients  (35)  in 
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the  presence  of  beryllium  sulfate  (BeS04)  in 
tissue  culture.  The  control  groups  included  beryl- 
lium industry  workers  without  disease  (30),  nor- 
mal, healthy  individuals  (22),  and  patients  with 
other  lung  diseases  (12) . The  degree  of  blast  trans- 
formation was  graded  ( 1 -f-  to  4 + ) on  the  basis 
of  morphologic  counting  of  blast  cells  and  in  some 
cases  also  by  the  uptake  of  tritiated  thymidine. 
Circulating  serum  immunoglobulin  levels  were  also 
measured.  Of  the  35  patients  with  chronic  ber)’l- 
liosis,  18  demonstrated  a blast  transformation  of 
4-1-,  three  showed  3-f,  four  showed  1 + , and  ten 
were  negative.  There  was  also  a good  correlation 
between  the  severity  of  the  clinical  disease  and  the 
degree  of  blast  transfonnation.  The  incidence  of 
positive  results  in  the  control  groups  was  extremely 
low.  Serum  IgA  level  was  significantly  elevated  in 
17  patients  with  berylliosis.  At  the  time  of  testing, 
all  patients  with  berylliosis  were  being  treated  with 
\arying  doses  of  prednisone,  and  since  steroids 
usually  inhibit  the  blast  transformation  response, 
our  finding  of  a positive  reaction  in  71  percent  of 
the  patients  (25  out  of  35)  lends  strong  evidence 
for  the  role  of  cellular-immune  mechanisms  in 
this  disease. 


* * * 


Mechanism  of  Airflow  Obstruction 
in  Coal  Miners 

N.  LeRoy  Lapp,  M.D.,  F.A.C.P.,  and  Anthony  .Seaton, 
M.D.,  Morgantown,  West  Virginia 

Twenty-five  working,  bituminous  coal  miners 
with  radiographic  evidence  of  category  2/1  or 
greater  simple  pneumoconiosis  and  six  non-miner 
controls  underwent  studies  of  lung  mechanics.  No 
appreciable  differences  existed  between  the  miners 
and  controls  with  regard  to  age,  height,  total  lung 
capacity,  residual  volume,  or  airway  resistance. 
Miners  had  a slightly  lower  FEVi/FVC  ratio 
than  the  controls  (mean  values  76  percent  vs  81 
percent) . Analysis  of  pressure,  flow,  and  volume 
relationships  demonstrated  that  miners  as  a group 
achieved  lower  maximal  expiratory'  flows  than  the 
controls  at  comparable  lung  volumes  and  pressures. 
Two  mechanisms  appeared  to  account  for  these 
findings.  Seventeen  of  the  miners  demonstrated 
reduction  of  dynamic  compliance  at  faster  respira- 
tory rates,  a phenomenon  that  may  indicate 
obstruction  in  small  peripheral  airways.  In  the 
remaining  eight  miners,  reduction  of  maximal  ex- 
piratory flow  appeared  to  result  from  a loss  of 
lung  recoil  pressure.  The  latter  appeared  to  be  a 
consequence  of  focal  emphysema,  while  the  fall  in 
dynamic  compliance  at  faster  respiratory  rates  in 


the  miners  with  normal  lung  recoil  pressures  is 
probably  a result  of  bronchiolitis. 

* * * 


L ric  Acid  Nephrolithiasis  in  Familial 
Fanconi  Syndrome 

Roberto  Franco,  M.D.,  and  George  D.  Ludwig,  M.D., 
F.A.C.P.,  Toledo,  Ohio 

Fanconi  syndrome,  characterized  by  glyco- 
suria, phosphaturia,  aminoaciduria,  and  uricosuria, 
and  often  hypoj^hosphatemia  and  hypouricemia  is 
due  to  a proximal  renal  tubular  defect.  In  addition 
to  a genetic  form,  many  acquired  cases  may  result 
from  heavy  metals  (lead,  cadmium,  copper  in  Wil- 
son’s Disease)  and  from  amphotericin  B,  outdated 
tetracycline,  and  occasionally  paraproteinemias.  In 
the  complete  form,  renal  tubular  acidosis  with  aci- 
demia and  persistent  alkaline  urine  is  usually  pres- 
ent. Nephrocalcinosis  and  nephrolithiasis  may  oc- 
cur with  calcium  phosphate  or  oxalate  being  the 
chief  constituents,  owing  to  a defect  in  urinary 
acidification  with  resultant  persistent  alkaline 
urine.  Despite  excessive  uricosuria,  uric  acid  cal- 
culi have  not  been  described. 

We  report  here  a patient  who  had  recurrent 
radiolucent  renal  calculi,  beginning  at  17  years  of 
age.  At  age  48,  he  developed  renal  colic  with  non- 
opaque calculus  and  was  found  to  have  hypouri- 
cemia (1  to  2 mg  per  100  ml).  In  the  subsequent 
two  years,  two  more  episodes  of  renal  calculi  ac- 
companied by  serum  uric  acid  of  1 to  2 mg  per 
100  ml  occurred.  Xanthinuria  was  excluded.  He 
excreted  large  amounts  of  uric  acid  (highest  value 
1600  mg/24  hr).  Serum  uric  acid  was  persistently 
low,  var^’ing  between  0.9  and  1.3  mg  per  100  ml. 
Uric  acid  clearance  was  extremely  high  (35-46 
ml/min).  Creatinine  clearance  was  normal  in  re- 
peated measurements  (108-125  ml/min).  Serum 
and  urine  oxypurines  (xanthine  and  hypoxan- 
thine)  were  not  increased.  Hypophosphatemia, 
increased  phosphate  clearance,  and  glycosuria  were 
consistently  present.  Urinary  alpha-amino  nitro- 
gen was  slightly  increased  and  chromatography 
showed  a slight  increase  in  number  and  in  con- 
centration of  amino  acids.  There  was  no  evidence 
of  a defect  in  urinary  acidification.  Contrariwise, 
urine  was  persistently  acid,  varying  between  pH 
5.0  to  5.5  with  a simultaneous  arterial  pH  of  7.34. 

A brother  of  the  propositus  developed  renal 
colic  at  age  51  and  had  a second  calculus  removed 
at  age  53.  He  and  another  asymptomatic  brother, 
age  62,  were  also  found  to  have  hypouricemia  0.8 
to  1.0  mg  per  100  ml,  glycosuria  in  the  presence 
of  normal  plasma  glucose,  and  phosphaturia.  This 
is  the  first  report  of  uric  acid  calculi  in  the  Fan- 
coni syndrome,  the  probable  cause  being  persistent 
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acid  urine  accompaning  extremely  high  excretion 
of  uric  acid. 

* * 46- 

Progress  Report  of  an  Office  Practice 
Audit  Process  in  W est  \drginia 

Daniel  Hamaty,  M.D.,  F.A.C.P.,  and  William  Ternent, 
Ph.D.,  Charleston,  West  \’irginia 

For  the  practicing  physician,  postgraduate 
medical  education  means  a continuous  readjust- 
ment of  behavior  on  the  part  of  that  physician  as 
lie  applies  problem  solving  and  treatment  skills  to 
those  committed  to  his  charge.  The  medical  audit 
is  a time-honored  process  used  in  the  retrospective 
analysis  of  practice.  To  date,  however,  it  has  been 
restricted  to  the  hospital.  More  recently,  the 
American  Society  of  Internal  Medicine  has  recog- 
nized the  need  to  evaluate  office  practice  for  the 
purposes  of  education.  In  West  Virginia  a similar 
activity  has  been  operating  for  the  past  year  and 
a half  under  the  auspices  of  the  West  Virginia 
State  Medical  Association  and  the  Regional  Medi- 
cal Program.  In  this  experiment,  55  physicians 
were  asked  to  participate,  36  of  whom  have  ac- 
cepted. There  has  been  100  percent  acceptance 
by  those  physicians  age  44  years  and  under,  and  70 
percent  acceptance  by  those  age  64  years  and 
under.  The  acceptance  by  West  \4rginia  internists 
has  been  seven  of  13  requested.  In  contrast,  six  of 


the  six  surgeons  and  six  of  the  seven  obstetrics  and 
gynecology  specialists  are  participating.  In  the 
other  nonsurgical  specialties,  nine  of  the  16  general 
practitioners  and  two  of  three  pediatricians  have 
agreed  to  participate. 

The  most  distinguishing  features  of  the  West 
\'irginia  self-audit  service  are  that  it  is  voluntary 
and  that  it  functions  in  the  framework  of  subjects 
and  criteria  selected  by  the  physician  himself, 
rather  than  asking  him  to  adopt  ones  developed  by 
others.  Furthermore,  the  participating  physician 
submits  his  criteria  as  well  as  the  results  of  the 
chart  audits  to  two  peers  of  his  choice.  In  the 
field  of  internal  medicine,  diabetes,  hypertension, 
and  coronary  heart  disease  have  been  popular 
subjects  chosen.  The  results  of  the  audit  of  these 
diseases  by  the  individuals  have  been,  on  the  whole, 
ver\-  good,  indicating  a high  level  of  cjuality  prac- 
tice by  the  participants. 

Several  unexpected  modifications  of  the  stan- 
dard approach  to  the  audit  process  as  it  applies  to 
the  office  audits  were  learned.  Attitudes  and  be- 
havior trends  are  of  interest  and  will  be  presented. 
The  potential  for  continual  education,  recertifica- 
tion, as  well  as  improvement  of  the  actual  day-to- 
day  management  of  office  practice  are  broad  in 
the  application  of  this  process. 

Other  issues  in  reference  to  the  peer  review 
process  and  its  relation  to  the  teaching  centers,  as 
well  as  the  development  of  the  medical  records 
technician  or  the  health  care  accountant,  were 
discussed. 


E.N.T.  Case  of  the  Month 

.Andrew  W’.  Miglets,  Jr.,  M.D.* 


A 7-year-old  boy  is  brought  to  your  office 
because  of  persistent  hoarseness  of  two  years’ 
duration. 

Flis  pharynx  is  not  congested.  He  has  a husky, 


*Dr.  Miglets,  Columbus,  is  Assistant  Professor  of 
Otolaryngology,  The  Ohio  State  University  Col- 
lege of  Medicine. 
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low-pitched  voice.  His  family  history  is  significant 
in  that  he  has  four  siblings  and  he  frequently 
shouts  and  screams  at  them. 

What  is  his  most  likely  diagnosis  and  how  can 
it  be  made? 

(See  p.  214  of  this  issue  for  further  informa- 
tion and  discussion.) 
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Technics,  Problems,  and  Gains 
In  Interviewing  Next  of  Kin 

An  Environmental  Study 

Ann  E.  PE  Groot^  M.G.P.,  and  Ralph  E.  Yodaiken,  M.D. 


The  Authors 

• Ms.  de  Groot,  Cincinnati,  formerly  Research 
Associate  in  Pathology,  I'niversity  of  Cincinnati 
Medical  Center,  is  Planner  for  the  Cincinnati 
Planning  C'ommission. 

• Dr.  Yodaiken,  formerly  at  I'niversity  of  Cin- 
cinnati Medical  Center,  is  Professor  of  Pathology, 
Emory  I'niversity;  and  a member  of  the  Staff, 
Veterans  Administration  Hospital  at  Atlanta,  Ga. 


INTERVIEWING  NEXT  OF  KIN  of  patients 
undergoing  autopsy  in  an  environmental  study 
was  found  to  be  an  important  supplement  to  infor- 
mation sujtplied  on  hospital  charts  and  made 
autopsy  findings  more  meaningful.  Hospital  chart 
information  is  often  incomplete  and  may  be  biased. 
Associations  may  be  missed  because  of  the  manner 
in  which  information  is  obtained.  Often  relatives 
are  in  a better  position  to  see  the  total  picture  of 
the  patient’s  illness  and  provide  additional  relevant 
information  that  may  increase  our  understanding 
of  the  pathogenesis  of  disease.  Long-term  environ- 
mental exposures,  ones  which  do  not  necessarily 
lead  to  acute  clinical  disease,  usually  play  a minor 
part  in  a medical  history.  Yet  such  exposures  in 
the  home,  at  work,  or  in  the  general  geographic 
environment  may  contribute  significantly  to  the 
contracted  disease. 

Previous  Research  Using 
Next-of-Kin  Interviews 

Interviewing  next  of  kin  is  rarely  chosen  when 
additional  information  is  required  on  a deceased 
patient.  Other  investigators  have  found  that  ob- 
taining detailed  information  from  next  of  kin  is 
difficult.  Cases  concerning  death  caused  by,  or 
complicated  by  alcoholism,  drug  abuse,  or  homi- 
cide have  to  be  avoided  because  of  the  difficulty 
in  assessing  the  accuracy  of  the  information. 
Sources  of  information  should  be  restricted  to  the 


This  study  was  carried  out  in  the  Department  of 
Patliology,  Cincinnati  General  Hospital  and  was 
supported  by  US  Department  of  Health,  Educa- 
tion, and  Welfare  contract  CPE-R-70-0041  ob- 
tained through  the  Bureau  of  Occupational  Safety 
and  Health. 
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spouse  or  any  other  close  relative  or  friend  who 
has  lived  with  the  deceased  for  a known  period  of 
time  prior  to  death.  Beadenkopf  and  Marks*  sug- 
gested that  six  months  should  be  allowed  to  elapse 
between  the  death  of  the  patient  and  the  initial 
contact  of  next  of  kin.  They  attributed  their  low 
refusal  rate  (2  percent)  to  the  long  waiting  pe- 
riod. However,  according  to  oral  communications 
from  Lewis  EL  Kuller,  M.D.,  in  January  1972, 
and  Elisabeth  Kiibler-Ross,  in  December  1971, 
they  used  shorter  time  intervals.  In  each  of  these 
as  well  as  in  our  study,  no  difficulty  was  encoun- 
tered in  obtaining  the  cooperation  of  the  next  of 
kin.  On  the  contrary',  there  are  strong  indicators 
that  such  contacts  are  frecjuently  needed  for  psy- 
chological reasons  and  that  such  interviews  should 
be  conducted  by  sensitive  (but  not  necessarily  psy- 
chiatrically  trained)  hospital  personnel  as  a service 
to  the  survivors  themselves.^  This  conceptualiza- 
tion is  reinforced  by  an  examination  of  the  psy- 
chology of  the  mourning  process,^'"*  the  death 
denial  in  each  of  us,^-**  and  recognition  of  the 
concept  put  forward  by  Kubler-Ross  that  such 
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inteniews  are  actually  helpful  and  needed  by  the 
survi\ors. 

Materials  and  Methods 

The  primary  object  of  this  study  was  to  sup- 
ply the  Federal  Bureau  of  Occupational  Safety 
and  Health  (BOSII)  with  100  lungs  which  could 
be  used  as  controls  against  the  lungs  of  miners 
with  “black  lung  disease.”  Second,  it  was  to  serve 
as  a pilot  study  on  information  linking  lung  condi- 
tions at  death  with  environmental  conditions 
(which  included  the  diet)  during  life.* 

1.  Subjects  in  the  Study.  — The  lung  samples 
used  came  from  autopsies  performed  at  Cincinnati 
General  Hospital,  Cincinnati,  Ohio  (pathology  de- 
partment) , and  the  subjects  were  determined  by 
the  needs  of  the  study. 

2.  Procedures  Followed.  — Once  a case  quali- 
fied for  inclusion  in  the  study,  complete  informa- 
tion was  extracted  from  the  hospital  chart, 
summarized,  and  carefully  reviewed  before  the  in- 
terview with  next  of  kin,  which  took  place  four 
to  five  weeks  after  the  death  occurred.  Within  a 
few  days  of  the  death  of  the  patient,  the  attending 
physician  (if  one  was  named  in  the  chart)  was 
contacted  and  his  cooperation  sought. 

3.  The  Initial  Contact  and  the  Interview.  — 
Wherever  possible,  initial  contact  with  next  of  kin 
was  made  by  telephone.  When  phone  numbers 
were  unlisted  or  not  in  service,  visits  were  made 
to  the  home;  if  no  one  was  at  home,  a certified 
letter  was  sent  to  the  address.  During  the  initial 
contact  the  purpose  of  the  study  was  explained  in 
simple  and  brief  terms.  The  looseness  of  this 
original  contact  was  considered  essential  to  estab- 
lishing a workable  rapport  between  the  interviewer 
and  the  respondent.  It  was  preferred  that  the  in- 
terview be  conducted  in  the  respondent’s  home 
(or  at  place  of  work)  since  this  provided  person- 
to-person  contact.  A telephone  interview  was  only 
taken  when  the  respondent  appeared  to  avoid 
setting  a time  or  place  or  personally  suggested  the 
use  of  the  telephone.  All  hospital  telephone  opera- 
tors were  informed  of  the  project  and  this  turned 
out  to  be  a wise  precaution,  since  some  potential 
respondents  telephoned  the  hospital  to  validate 
the  interviewer’s  identity  and  research  goals. 

4.  The  Interview.  — With  few  exceptions 
(see  Results),  the  interviewer  kept  her  own  identi- 
ty and  did  not  use  any  specific  form  of  dress,  such 
as  a white  coat,  to  draw  attention  to  her  associa- 
tion with  the  hospital.  Although  a standard  ques- 


*The BOSH  will  publish  papers  concerning  the 
findings  on  miners  and  the  methods  of  homog- 
enizing, freeze  drying,  and  analyzing  lung  tissue 
for  trace  metals.  The  pathological  details  of  this 
study  will  be  published  separately  and  at  a later 
date. 


tionnaire  was  used  in  each  case,  the  interview  was 
as  unstructured  and  informal  as  possible. 

Results 

Significantly  the  physician  who  had  been  in 
attendance  had  specific  and  important  guidance 
to  offer  regarding  the  interview.  In  one  case  only, 
the  physician  chose  to  fill  out  the  questionnaire 
himself.  In  addition  to  the  importance  of  this 
guidance,  it  was  found  that  when  making  the 
initial  telephone  contact,  the  next  of  kin  were 
reassured  on  hearing  that  their  doctor  had  been 
contacted.  Frequently,  the  caller  was  immediately 
questioned  about  items  which  had  been  left  at  the 
hospital  or  asked  how  to  deal  with  complicated 
medical  payment  forms,  or  when  and  how  to  ob- 
tain autopsy  information  and/or  death  certificates. 
Where  possible  this  information  was  supplied.  In 
every  instance,  the  assistance  was  appreciated  and 
it  opened  the  door  to  what  otherwise  may  have 
been  a strained  conversation.  The  mode  of  initial 
contact  is  given  in  Table  1. 

The  level  of  anxiety  expressed  over  the  tele- 
phone regarding  the  setting  of  a time  and  place 

Table  1.  Nature  of  Initial  Contact  with  Respondent 

Respondents  Respondents  Respondents 
With  With  Unlisted  Without 
Telephones  Telephones  Telephones  Total 
Method  of  Contact  (%)  (%)  (%)  (%) 


Respondent’s  phone 

91 

— 

— 

91 

Via  operator  if 
telephone  unlisted 

3 

_ 

3 

Relative  or  friend’s 
telephone 





1 

1 

Visit  to  respondent 

— 

2 

1 

3 

Mail 

1 

1 

— 

2 

Total  % of  100  cases 

92 

6 

2 

100 

in  three  specific  instances  appeared  quite  clearly 
to  be  the  beginning  of  a refusal  for  the  interview. 
In  these  instances,  the  suggestion  to  conduct  the 
interview  by  telephone  right  then  seemed  to  release 
the  respondent  from  whatever  anxieties  were  at 
work  and  the  questions  were  answered.  Conse- 
quently, no  potential  interviews  were  lost.  The  re- 
fusal rate  was  zero  (Table  2).  It  was  found  that 

Table  2.  Nature  of  Contact  with 
Respondent  During  Interview 

Number 


Person-to-person,  respondent’s  home 

63 

Person-to-person,  elsewhere 

8 

Via  telephone. 

Respondent’s  choice 

23 

Interviewer’s  choice 

3 

Mail 

3 

Total 

100 
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the  six  respondents  who  expressed  a reluctance  to 
be  intervdewed  later  called  the  hospital  to  check 
our  identity  and  only  then  approved  the  interview. 

During  both  the  initial  contact  and  the  sub- 
sequent interview,  the  respondents  were  receptive 
in  all  but  eight  cases.  Many  interviews  ended  in 
looking  through  family  picture  albums  and  others 
through  family  Bible  inscriptions.  One  concluded 
with  the  proud  showing  of  a carefully  nursed  and 
surprisingly  active  107-year-old  grandmother  who 
was  awakened  in  her  chair  at  the  back  of  the 
room  to  shake  the  interviewer’s  hand.  Another 
ended  with  the  reading  of  a phrenological  analysis 
which  had  been  done  on  the  patient  under  in- 
vestigation at  the  age  of  1 year  and  involved  pre- 
dictions of  state  of  health. 

Some  interviews  were  difficult.  One  was  al- 
most denied  when  it  was  discovered  that  the  rea- 
son for  noncooperation  was  a recent  publication 
by  the  Black  Muslims  attacking  all  health  profes- 
sionals as  being  racist  for  not  carrying  out  enough 
research  in  the  area  of  sickle  cell  anemia.  When 
the  name  and  telephone  number  of  a local  group 
organized  to  improve  the  situation  was  given,  an 
enthusiastic  interview  was  immediately  granted. 
Interviews  with  persons  seemingly  still  deep  in  the 
early  phases  of  the  mourning  process  (six),  with 
others  who  were  unable  to  stay  with  a single  train 
of  thought  (three),  one  of  whom  was  thought  to 
be  on  a hard  drug  at  the  time  of  the  interview,  and 
with  persons  who  did  not  know  the  patient  well 
(three)  were  difficult  in  obvious  ways.  In  such 
cases,  second  interviews  concerning  the  same  pa- 
tient were  successfully  carried  out  with  other  next 
of  kin,  neighbors,  or  friends  (Table  3). 

Medical  Information  Given 
to  Respondents 

Most  conversations  with  respondents  eventu- 
ally found  their  way  to  questions  regarding  the 
nature  of  the  patient’s  illness.  The  Cincinnati  Gen- 
eral Hospital  has  a system  through  which  next  of 
kin  may  obtain  free  official  reports  of  autopsy 
findings  written  in  layman’s  terms.  When  neces- 
sary, the  respondent  was  directed  to  the  relevant 
telephone  number.  Similarly,  when  medical  or 
medically  related  questions  were  raised  the  re- 
spondent was  directed  to  a physician  or  clinic 
doctor.  It  was  found  that,  in  these  situations,  it 


Table  3.  Relationship  of  Respondent  to  Patient 


Number 

Spouse 

27 

Immediate  family  other  than  spouse 
(parent,  sibling,  offspring) 

49 

Relative  other  than  immediate  family 

19 

Friend,  neighbor 

5 

Total 

100 

was  useful  for  the  interviewer  to  be  nonmedical. 
In  fact,  initially  a white  coat,  which  was  worn  in 
an  attempt  to  accentuate  the  tie  with  the  hospital 
complex,  was  quickly  discarded  when  it  was  found 
that  this  dress  interfered  with  the  development  of 
the  type  of  rapport  sought.  In  some  instances,  the 
interviewer  (de  Groot)  was  accompanied  by  the 
physician  (Yodaiken)  but,  in  each  case,  these  in- 
terviews too  quickly  moved  to  specific  medical 
questions  so  that  the  physician’s  attendance  was 
discontinued.  \Vithout  the  doctor,  the  questions 
took  on  a relaxed  tone. 

Verification  of  Probable  Accuracy 
of  Information 

In  order  to  rate  the  likelihood  of  obtaining 
trustworthy  answers,  two  different  rating  scales 
were  applied  to  each  interview. 

First,  the  closeness  of  the  respondent  to  the 
patient  was  rated  bv  the  use  of  the  letters  “A”, 
“B”,  and  “C”. 

“A”  referred  to  a respondent  who  had  Iwed 
with  the  patient  during  the  last  year  of  the  pa- 
tient’s life  and  was  very  familiar  with  his  or  her 
personal  habits,  behavior,  residences,  and  jobs. 
This  could  be  a spouse,  family  member,  or  a room- 
mate. A spouse  who  had  left  the  patient’s  home 
not  more  than  a year  previously  was  also  con- 
sidered an  “A”  respondent.  There  were  57  “A” 
respondents  in  this  study  (Table  4). 

“B”  referred  to  a respondent  who  had  lived 
with  the  patient  for  varying  amounts  of  time;  for 
example,  a niece  who  had  lived  in  the  household 
during  different  but  prolonged  periods  of  her  life 
but  who  was  not  necessarily  an  integral  part  of 
the  household.  A cousin  raised  with  the  patient, 
who  had  helped  to  care  for  him  or  her  by  bringing 
food  daily  during  late  years,  was  also  considered 
a “B”  (Table  4). 

“C”  referred  to  a respondent  who  had  not 
lived  with  the  patient  long  enough  to  fall  into 
either  of  the  above  categories  but  who  had  known 
him  or  her  intimately,  eg,  a more  distant  relative, 
a close  friend,  or  a neighbor  (Table  4) . 

After  the  interview  had  been  completed,  the 
interview  rapport  was  rated  on  a scale  from  one 
to  five.  Number  1 signified  a friendly,  relaxed 
interview  and  number  5 an  unfriendly,  hostile  in- 
tervaew.  There  were  80  of  the  1-type  interviews 
and  only  one  5-type  interview  (Table  5). 

With  these  guidelines,  the  discrepancies  be- 
tween the  information  obtained  from  the  hospital 
chart  and  that  from  the  interview  was  carefully 
noted  (Table  6). 

Finally,  the  autopsy  reports  also  were  re- 
viewed and  compared  to  the  medical  histories  and 
diagnoses.  A list  of  items  obtained  by  interview 
and  not  appearing  on  the  hospital  chart  or  autopsy 
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Table  4.  Respondent  Type,  Familiarity  with 
Patient  Behavior  and  Healtii 


Respondent  Type  Number 

A 57 

B 34 

C 9 

Total  100 


A Lived  with  patient 
B Lived  with  patient  intermittently 
C Intimate  relative  or  friend 


protocol  is  given  in  Table  7.  This  table  indicates 
that  a high  percentage  of  information  not  present 
in  hospital  records  can  be  obtained  successfully 
from  next  of  kin. 

Discussion 

It  should  be  recognized  that  the  patients  used 
in  this  study  do  not  comprise  a statistical  random 
sample  of  any  uni\erse  to  which  findings  can  be 
validly  generalized.  This  fact  applies  to  this  cir- 
cumstance not  only  because  of  the  manner  in 
which  the  patients  included  were  chosen  from 
among  the  larger  group  of  autopsied  patients,  but 
also  because  of  the  fact  that  those  patients  gen- 
erally do  not  comprise  a representative  sample  of 
the  universe  of  diseases  (neither  in  incidence  or 
prevalence),  of  demographic  profiles  of  types  of 
persons,  or  of  a combination  thereof. Neverthe- 
less, considerable  gains  were  made  from  the  inter- 
views. 

Summary  of  Gains:  The  accuracy  of  informa- 
tion obtained  by  interviewing  itself  is  a topic  of 
many  publications. Quite  apart  from  the  in- 
evitable contradictions  or  apparent  contradiction 
between  some  answers  obtained  by  interview  and 
the  hospital  charts  (and  not  belittling  the  problem 
of  assessing  the  information’s  validity  for  use  in 
this  or  any  study  of  man) , it  is  important  to 
recognize  the  overriding  value  of  the  new  informa- 
tion. The  typical  medical  history  does  not  include 


Iable  5.  Tone  of  Interview  re  Cooperation,  Friendliness 


Tone  of  Interview  Number 

1 80 

- 12 

3 4 

4 3 

5 1 

Total  100 


1 Friendly  and  relaxed 

2 Formal  but  cooperative 

3 Guarded 

4 Reluctant 
.5  Hostile 


many  items  likely  to  have  played  a significant  role 
in  the  health  of  the  patient.  These  have  been 
broken  down  into  the  general  categories  of  home 
environment,  general  environment,  work  environ- 
ment and  patient’s  and  family’s  medical  histories. 
It  was  found,  for  example,  that  almost  all  house- 
holds use  iron  skillets  for  frying  and  this  is  a 
potential  source  of  iron  in  the  diet  (Table  7). 

It  is  not  possible  to  correlate  the  extent  of 
the  pollution  of  the  environment  to  the  particulate 
and  metal  content  of  the  patients’  lungs  owing  to 
a dearth  of  pollution-monitoring  systems  in  the 
metropolitan  Cincinnati  area,  but  it  is  hoped  that 
estimations  ultimately  will  be  made.  The  relation- 
ship between  the  environment  and  the  content  of 
the  lung  tissue  can  only  be  assessed  if  such  factors 
as  the  amount  of  time  spent  walking,  bus  riding, 
and  the  habit  of  leaving  house  windows  open  is 
known.  The  interviews  also  expose  hidden  pollu- 
tion factors  such  as  sprays,  dust  from  carpentry, 
and  paint.  With  this  baseline  information,  it  will 
be  possible  to  correlate  pollution  hazards  with 
tissue  absorption  levels  in  future  studies. 

An  indication  of  exposures  to  fumes,  vapors, 
and  particulate  matter  at  w'ork  was  also  ascer- 
tained by  determining  the  job  histor}'.  Work  in 
perfumeries,  foundries,  carton-making  production 


Table  6.  Incidence  of  Additional  Information  or  Discrepancies  Between  Interview  Information  and  Hospital  Chart 


A 

Source  of 
(57) 

Information 

Listed  by  Respondent  Type 
B (34)  C (9) 

Total 

(100) 

Total 

Information  Type 

Cases 

% 

Cases 

% 

Cases 

% 

Cases 

Interviews 

Alcohol  consumption 

34 

59.6 

21 

61.8 

7 

77.8 

62 

62 

4'obacco  use 

35 

61.4 

27 

79.4 

7 

77.8 

69 

69 

Patient’s  medical 

history 

14 

24.6 

12 

35.3 

2 

22.2 

28 

28 

Family’s  medical 

history 

36 

63.2 

25 

73.6 

6 

66.7 

67 

67 

\ Lived  with  patient 
B Lived  with  patient  intermittently 

C Intimate  relative  or  friend 


'Fhese  represent  only  a sample  of  information  types  which  could  be  included.  Some  others  are  given  in  Table  7. 
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Table  7.  Information  Obtained  by  Interview  Which  Did  Not  Appear  in  Hospital  Charts  or  Autopsy  Protocols 


„ „ Information 

Successfully  Not  Present  on 

Obtained  by  Hospital  Charts  or 

Interview  for  Autopsy  Protocols  of 

100  Cases  100  Cases 

Type  (%)  (%) 


Home  environment  exposures: 

Heat  source  (coal,  oil,  gas,  etc.) 

63 

63 

Ventilation  practices  & devices 

74 

74 

Humidity  adaptations 

79 

79 

Cooking  utensils  used 

72 

72 

Work  environment  exposures: 

Complete  work  history 

86 

82 

Partial  work  history 

14 

14 

Other  environmental  exposures: 
Hobbies  (carpentry,  gardening. 

sports,  painting,  etc.) 

69 

68 

Residences 

Complete  history 

84 

84 

Partial  history 

15 

15 

Patient’s  medical  history 

85 

28 

Family’s  medical  history 

83 

67 

These  represent  only  sample  of  information  types  which  could  be  included.  Some  others  given  in  'fable  6.  “Medical 
histories”  are  in  both  tables  for  comparison. 


lines,  rag  businesses,  construction,  demolition,  bak- 
eries, etc,  each  has  a special  type  of  exposure  prob- 
lem. Each  one  of  these  may  be  related  to  the  ulti- 
mate lung  pathology  and  this  information  is  ex- 
pected to  be  the  most  important  pay-off  of  the 
interviews. 

The  interviews  with  next  of  kin  also  uncov- 
ered the  family’s  medical  history  in  great  detail. 
Such  information  was  often  more  extensive  than 
that  supplied  by  the  patient  in  the  hospital.  Few 
people  are  fully  aware  of  relatives’  illnessess  or 
causes  of  death.  Familial-heredity  questions  asked 
of  the  distressed  patient  in  the  hospital  are  often 
incomplete.  During  the  inteniews,  however,  re- 
spondents who  could  only  recall  vague  impres- 
sions of  family  diseases  made  phone  calls  to  other 
relatives  and,  in  this  way,  a considerable  amount 
of  information  was  accrued  in  67  percent  of  the 
interviews. 

Information  concerning  the  patient’s  personal 
lifetime  medical  histor)'  was  expanded  in  28  per- 
cent of  the  cases. 

As  a result  of  the  study,  we  feel  that  we  are 
in  a position  to  outline  certain  guidelines  for  future 
interviews  and,  since  such  guidelines  are  difficult 
to  obtain  from  the  literature,  we  conclude  by 
making  a few  suggestions: 

1.  The  initial  contact  with  next  of  kin  should 
be  made  within  three  to  four  weeks  after  the 
death  of  the  patient,  and  the  interview  itself 
should  take  place  appro.ximately  one  month  after 
death  of  the  patient. 

2.  The  interviewer  must  be  familiar  with  the 
disease  and  cause  of  death  of  the  patient.  A prior 
review  of  the  hospital  chart  is  essential  to  the 


interview,  but  at  the  same  time,  regardless  of  the 
interviewer’s  status,  no  medical  information  should 
be  supplied  during  the  interview. 

3.  The  interviewer  must  be  rela.xed  both  dur- 
ing the  original  telephone  contact  and  during  the 
interview.  While  a structured  questionnaire  should 
be  used  as  the  basis  for  discussion  in  all  cases  in 
order  to  assure  that  the  information  obtained  in 
each  case  is  similar,  the  questions  should  not  be 
formally  read  from  a question  paper.  It  is  helpful 
if  the  inteniewer  adopts  an  informal  approach 
while  continuing  to  follow  a standard  question- 
naire format  for  each  interview.  The  interviewer 
should  be  familiar  with  and  sensitive  to  the 
stresses  of  mourning. 

4.  The  interviewer  should  not  be  a physician, 
nor  should  he  or  she  be  formally  dressed  to  indi- 
cate any  association  with  the  hospital  complex. 

5.  Hospital  authorities  and  telephone  opera- 
tors in  particular  should  be  aware  of  the  investi- 
gation. 

6.  It  is  essential  that  the  interviewer  be 
equipped  with  knowledge  of  hospital  procedures 
— - places  where  lost  items  are  kept,  social  agencies 
such  as  insurance  companies,  compensation  boards, 
and  health  agencies.  He  or  she  should  also  be  well 
aware  of  current  racial  issues  (blood  bank  prob- 
lems) . 

With  these  guidelines,  a sensitive  interviewer 
can  obtain  valuable  information  from  next  of  kin 
and  our  zero-percent  refusal  rate  is  gratifying.  It 
is  also  gratifying  to  note  that  it  is  possible  to  add 
to  hospital  charts  a considerable  amount  of  infor- 
mation that  is  normally  concealed  because  of  the 
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nature  of  the  relationship  between  the  hospital  pa- 
tient under  stress  and  his  or  her  physician. 

Summary 

Interxiews  were  conducted  with  the  relatives 
or  close  friends  of  100  patients  upon  whom  autop- 
sy had  been  done  and  whose  lungs  were  acquired 
for  an  environmental  study.  The  interviews  were 
carried  out  approximately  one  month  after  the 
death  of  the  patient.  In  nearly  all  cases  the  re- 
spondents were  receptive,  and  consequently  it  was 
possible  to  add  a considerable  amount  of  informa- 
tion, particularly  relating  to  the  environment, 
work  conditions,  places  of  residence,  and  family 
medical  history.  The  respondents  were  graded 
according  to  their  relationship  to  the  patient  and 
according  to  their  response  to  the  interview.  In 
conclusion,  guidelines  are  suggested  for  similar 
studies  involving  contacts  with  next  of  kin  and 
close  friends. 
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A yllGRATION  OF  PHYSICIANS.  — ■ The  physician  supply  in  the  United 
States  now  includes  over  63,000  foreign  medical  graduates.  They  com- 
prise one  fifth  of  the  active  physicians,  about  one  third  of  hospital  interns  and 
residents,  and  a similar  proportion  of  newly  licensed  physicians. 

In  the  past  ten  years  the  number  of  foreign  medical  graduates  entering 
the  country  has  increased  at  a faster  rate  than  domestic  production.  Develop- 
ing countries,  particularly  in  the  Far  East,  have  become  the  principal  sources 
of  supply.  Many  exchange  visitor  physicians  may  now  remain  permanently  in 
the  United  States. 

Basic  training  received  in  many  countries  is  not  equivalent  to  that  acquired 
in  American  schools,  nor  is  the  graduate  training  offered  in  this  country  appro- 
priate to  the  needs  of  the  majority  of  foreign  medical  graduates.  Although 
“push  factors”  condition  many  foreign  graduates  to  leave  their  own  countries, 
sound  policy  dictates  that  we  discontinue  the  active  recruitment  of  such  physi- 
cians to  meet  domestic  needs,  particularly  for  hospital  services.  — Thomas  D. 
Dublin,  M.D.,  Dr.P.H.  Bethesda,  Md.:  The  New  England  Journal  of  Medi- 
cine, 286:870-877,  April  20,  1972. 
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A VARIETY  OF  CONDITIONS  may  simu- 
^ late  carcinoma  of  the  colon.  Among  the  ex- 
trinsic causes  are  inflammatory  diseases  and 
adhesions  around  the  wall  of  the  large  intestine. 
These  may  result  in  constriction  and,  on  barium 
enema  examination,  may  give  the  appearance  of 
intramural  and  intraluminal  masses  resembling 
colonic  tumors.  h2  Awareness  of  this  is  important 
to  avoid  unnecessary  surgery.  We  recently  encoun- 
tered a patient  with  colonic  obstruction  which  ap- 
peared identical  to  annular  carcinoma  on  barium 
enema  examination.  Surgery  was  performed  and 
the  lesion  was  found  to  be  a localized  abscess  with 
adhesions  causing  constriction. 

Case  Report 

A 46-year-old  white  man  was  admitted  to 
the  Veterans  Administration  Hospital,  Dayton, 
Ohio,  on  November  29,  1971,  with  a history  of 
colicky  and  cramping  abdominal  pain  on  and 
off  for  one  month.  The  pain  became  more  severe 
and  was  associated  with  diarrhea  five  to  six  times 
a day  and  emesis  for  about  a week  prior  to  ad- 
mission. The  patient  lost  about  eight  pounds  dur- 
ing the  month  preceding  admission.  He  had  had 
a partial  gastrectomy  for  gastric  ulcer  in  1959,  a 
laminectomy  for  herniated  disc  in  1967,  and  hem- 
orrhoidectomy in  1969. 

On  admission,  he  appeared  in  no  acute  dis- 
tress. Pulse  rate  was  96  beats  per  minute,  blood 
pressure  118/84  mm  Hg,  and  temperature  37  C 
(98.6  F).  The  abdomen  was  distended  but  soft 
with  no  tenderness.  Bowel  sounds  were  hyperac- 
tive. Rectal  examination  showed  no  abnormali- 
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ties.  Laboratory  studies  were  within  normal  limits 
except  for  leukocytosis  of  13,000  per  cu  mm  with 
normal  differential. 

Initial  plain  films  of  the  abdomen  showed 
dilation  of  the  small  bowel  and  transverse  colon 
with  minimal  gas  in  the  left  side  of  the  colon. 
Multiple  air-fluid  levels  were  seen  on  the  erect 
and  decubitus  views.  Emergency  barium  enema 
examination  disclosed  a concentric,  narrowed  seg- 
ment in  the  splenic  flexure  with  marked  narrowing 
of  the  lumen  and  some  shelving  of  the  margins, 
giving  the  appearance  of  a napkin-ring  ty'pe  of 
defect  (Fig.  1).  A pressure  spot  film  (Fig.  2) 
showed  the  same  findings.  The  colon  proximal  to 
the  narrowed  segment  was  dilated.  The  lesion  was 
again  seen  on  the  postevacuation  film  (Fig.  3). 
The  mucosal  pattern  was  not  satisfactorily  dem- 
onstrated. The  findings  were  consistent  with  an 
annular  carcinoma  of  the  splenic  flexure. 

Surgery  was  perfomied  on  the  same  day. 
Moderate  adhesions  were  encountered  over  the 
transverse  colon  and  the  splenic  flexure.  Findings 
during  operation  revealed  a firm  constricted  area 
and  a small  pocket  of  pus  at  the  splenic  flexure 
which  was  thought  to  be  a tumor.  Resection  of 
the  splenic  flexure  and  end-to-end  anastomosis 
were  accomplished.  A growth  of  alpha-enterococci 
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was  found  on  pus  culture.  The  postoperative  course 
was  good  excejJt  for  a minor  complication  of 
incisional  wound  infection. 

Pathologic  e.xamination  of  the  resected  colon 
showed  irregular  serosal  thickening  with  inward 
contracture  resulting  in  narrowing  of  the  lumen. 
The  mucosal  surface  presented  normal  rugae  with 
no  evidence  of  tumor  mass  or  ulceration.  Micro- 
scopic examination  showed  focal,  mild  polymor- 
phonuclear leukocytic  infiltration  and  marked  fib- 
rous thickening  of  the  serosa.  The  mucosa  showed 
no  atypical  change. 

Discussion 

Inflammatory  processes  and  adhesions  are 
among  the  numerous  causes  of  deformities  of  the 
colon. ^ Intestinal  obstruction  due  to  adhesions  and 
fibrous  bands  are  known  to  be  common.  The 
radiographic  appearance  usually  shows  a short 
area  of  constriction  with  a smooth  and  tapered 
edge.  A napkin-ring  defect  may  be  found  in  endo- 
metriosis and  is  sometimes  difficult  to  distinguish 
from  that  due  to  carcinoma.'*  Spasm  of  the  colon 
may  produce  obstruction  and  many  of  these  areas 
simulate  malignancy.^  A satisfactory  demonstration 
of  intact  mucosa  is  the  most  important  clue  to 
differentiate  these  from  carcinoma. 

In  this  reported  case,  the  development  of  the 
adhesion  was  probably  partly  due  to  the  previous 
abdominal  surgery  and  partly  from  the  inflam- 
matory process,  but  the  pathogenesis  of  the  sup- 


Fig.  1.  Splenic  flexure  filled  with  contrast  mate- 
rial. 


purative  inflammation  resulting  in  a small  abscess 
formation  is  not  entirely  clear.  In  one  study,  frank 
suppurative  inflammation  with  abscess  formation 
and  even  generalized  peritonitis  resulting  either 
from  primary  inflammatory  disease  or  torsion  of 
the  appendices  epiploicae  accounted  for  18.6  per- 


Fig.  2.  Spot  film  of  pseudotumor. 
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Fig.  3.  Postevacuation  film  of  splenic  flexure  re- 
gion. 


weight  loss,  as  well  as  the  laboratory  studies  were 
of  little  help  in  the  differential  diagnosis. 

The  napkin-ring  defect  seen  on  the  barium 
enema  examination  is  not  specific  for  annular  car- 
cinoma. The  visualization  of  the  intact  mucosal 
folds  is  the  most  important  and  probably  the  only 
roentgen  sign  to  rule  out  carcinoma.  In  many 
cases,  demonstration  of  the  mucosa  at  the  nar- 
rowed segment  is  not  adequate  to  indicate  whether 
it  is  intact  or  destroyed.  Therefore,  for  proper 
surgical  management  in  such  a case,  benign  in- 
flammatory disease  should  always  be  included  in 
the  differential  diagnosis. 

Summary 

A case  is  presented  which  showed  on  barium 
enema  examination  a napkin-ring  defect  of  the 
splenic  flexure,  identical  to  annular  carcinoma  of 
the  colon.  However,  it  was  surgically  proven  to  be 
a localized  abscess  with  fibrosis  and  adhesions.  The 
pathogenesis  of  acute  suppuration  with  abscess  for- 
mation is  discussed.  Pericolonic  inflammation  and 
adhesion  should  be  included  in  the  differential 
diagnosis  of  napkin-ring  type  defects. 


cent.  The  appendices  epiploicae  are  situated  along 
the  entire  colon  from  the  cecum  to  the  upper  part 
of  the  rectum,  and  occasionally  on  the  vermiform 
appendix.  Torsion  or  vascular  thrombosis  causing 
an  infarction  of  the  appendices  epiploicae  may  lead 
to  stenosis  of  the  bowel  from  constricting  fibrosis. 
Interference  with  circulation  may  be  acute  or 
chronic,  which  may  be  followed  by  hemorrhage 
into  the  fatty  tissue.*'  Secondary  infection  by  bac- 
terial invasion  from  the  bowel  may  result  in  acute 
inflammation  and  suppuration. 

The  clinical  findings  in  this  patient  of  ab- 
dominal pain,  emesis,  change  of  bowel  habits,  and 
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pHENOBARBITAL  IN  CHOLESTASIS.  — In  two  children  with  intra- 
hepatic  cholestasis  treated  with  phenobarbital  (10  mg  per  kilogram  of  body- 
weight  per  day)  for  four  days,  serum  bile  salt  concentration  decreased  from 
100  to  400  to  1 to  10  pg  per  milliliter,  and  pruritus  disappeared.  The  serum 
bilirubin  concentrations  were  reduced  to  20  to  50  percent  of  pretreatment 
values,  and  the  *^H-Rose  Bengal  fecal  excretion  increased  during  treatment. 
In  contrast,  phenobarbital  had  no  effect  on  serum  bile  salts,  bilirubin,  ^^H-Rose 
Bengal  excretion  and  pruritus  in  a child  with  extrahepatic  biliary  obstruction. 
Decreased  serum  bile  salt  concentrations  and  concomitantly  increased  fecal 
e.xcretion  of  Rose  Bengal  in  phenobarbital-treated  patients  suggest  that  the 
barbiturate  stimulates  bile  secretion  and  biliary  excretion  of  bile  salts.  It  may 
be  helpful  in  the  management  of  young  patients  with  intrahepatic  cholestasis. 
— Adolf  Stiehl,  M.D.;  M.  Michael  Thaler,  M.D.;  and  William  H.  Admirand, 
M.D.,  San  Francisco:  The  New  England  Journal  of  Medicine,  286:858-861, 
April  20,  1972. 
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MATERNAL  HEALTH  IN  OHIO 


Maternal  Mortality  Report 
for  Ohio  - 1970 


By  THE  OSMA  Committee  on  Maternal  Health 


/^NCE  AGAIN  the  Committee  on  Maternal 
Health  is  proud  to  present  this,  its  SIX- 
TEENTH Annual  Report  for  the  year  1970. 
Periodically,  this  is  compiled  and  published  in 
compliance  with  a House  of  Delegates  directive 
creating  the  Committee,  establishing  its  functions 
and  activities,  and  subsequent  follow-up  action  by 
the  OSMA  Council,  January  16,  1954.^ 

Divided  into  five  sections,  the  first  division 
outlines  activities  of  your  Committee  since  its  last 
report  to  the  Council  on  February  13,  1972.^ 

In  the  second  part,  several  Committee  proj- 
ects are  described  representing  developments  to 
fulfill  its  assigned  functions,  while  the  third  por- 
tion contains  a detailed  statistical  summary  gleaned 
from  the  Ohio  Study  during  the  year  1970.  Cover- 
ing maternal  deaths  in  all  88  counties,  the  data 
includes  not  only  hospitalized  patients,  but  also 
those  who  “died  at  home.”  Part  four  summarizes 
and  discusses  the  data,  and  finally,  recommenda- 
tions from  your  Committee  are  submitted  based 
upon  its  experiences  with  “Maternal  Health  in 
Ohio.” 

Activities 

Twenty-one  members  comprise  the  Commit- 
tee on  Maternal  Health.  Geographically,  they  rep- 
resent the  Association’s  11  Councilor  Districts; 
professionally,  they  exhibit  talent  from  the  family 
physician  as  well  as  the  specialties,  eg,  obstetrics 
and  gynecology,  anesthesiology,  jjathology,  and 
internal  medicine. 

Two  meetings  of  the  Committee  were  held 
during  1972;  a most  successful  two-day  meeting  in 
Granville,  Ohio,  January  15-16,  1972,  and  the 
56th  meeting  was  held  June  25,  1972  in  Golumbus. 
.\s  this  document  goes  to  press,  plans  are  com- 


*.\  continuous  statewide  Maternal  Mortality  Study 
is  being  conducted  by  the  Committee  on  Maternal 
Health  of  the  Ohio  State  Medical  Association  in 
cooperation  with  the  Ohio  Department  of  Health 
and  representatives  of  the  various  County  Medical 
Societies.  Summaries  of  some  of  the  cases  studied 
by  the  Committee,  based  on  anonymous  data  sub- 
mitted, are  published  here  from  time  to  time, 
interspersed  with  statistical  summaries. 


pleted  for  the  57th  meeting  to  be  held  in  Granville, 
January  20-21,  1973. 

During  1972,  the  Committee  received  and 
classified  38  cases  for  the  Ohio  Maternal  Mor- 
tality Study,  bringing  the  total  on  file  to  1500.  In 
evaluating  responsibility  and  avoidability  in  each 
case,  the  base  line  of  “ideal  care”  was  established 
in  “Guiding  Principles.”^ 

Serving  on  the  Advisory  Gouncil  to  tlie  Re- 
visions Committee  (O.D.H.)  for  rules  governing 
licensure  of  Ohio  maternity  hospitals,  were  three 
members  of  your  committee,  eg,  Drs.  Brandeberry, 
Ramsayer,  and  Ruppersberg;  the  revision  docu- 
ment was  completed  in  December.  Likewise,  two 
members  of  the  Committee  (Ramsayer  and  Rup- 
persberg) continue  to  serve  on  the  State  Medical 
Board;  four  registered-nurse  midwives  were  newly 
licensed,  after  the  examinations  in  December  1972. 

The  Chairman  had  the  pleasure  of  visiting 
hospitals  and  medical  seminars  in  Sweden,  Fin- 
land, and  Denmark  during  a two-week  (OSMA) 
adventure  in  Scandinavia  in  July  1972.  In  No- 
vember, the  Chairman  presented  a paper  titled 
“Maternal  Deaths  Among  Ohio  Teenagers,”  at  the 
Congress  of  the  Pan  Pacific  Medical  Association, 
Miami,  Florida. 

Projects 

The  Committee  continues  to  publish  reports 
and  articles  in  The  Journal  on  a quarterly  basis. 
Data  and  educational  material  from  the  Ohio 
Study  is  disseminated  through  this  medium 
periodically.'^ 

Brief  reviews  of  material  in  this  column  also 
appear  occasionally  in  a relatively  new,  annual 
publication,  Searle  Survey  of  Obstetrics  and  Gyne- 
cology. 

Beginning  with  the  56th  meeting  and  con- 
tinuing with  extensive  correspondence,  members  of 
the  Committee  worked  to  revise  “Guiding  Prin- 
ciples for  Obstetric  Gare.”^  This  document  was 
reprinted  as  the  fourth  revision,  after  approval  by 
the  Council,  but  it  was  not  published  in  The 
Journal,  due  to  a reservation  of  space  therein  for 
new  scientific  articles. 

In  order  to  provide  voluminous,  accurate  sta- 
tistics for  information  and  education  schedules 
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maintained  by  the  Committee,  various  data  proc- 
essing projects  are  programmed  and  completed 
(Table  1).  Plans  are  being  developed  to  adapt  the 
IBM  system  for  the  computer,  in  order  to  facilitate 
data  processing,  all  of  this  through  coordination 
with  the  statistical  division  of  Ohio  Medical  In- 
demnity Inc. 

The  Committee’s  award-winning  exhibit 
(“Fatal  OB  Emergencies”)  displayed  during  the 
1972  OSMA  Annual  Meeting  (Cincinnati)  drew 
an  enormous  amount  of  interest  and  attention 
from  both  medical  and  paramedical  observers. 
Plans  for  the  Committee’s  1973  exhibit  will  be  an- 
nounced after  the  57th  meeting. 

As  in  the  past,  the  Committee  and  its  various 
members  continue  close  liaison  with  the  well- 
established  county  maternal  mortality  studies.  Six 
of  these  operate  on  an  annual  basis,  in  Cleveland, 
Columbus,  Cincinnati,  Dayton,  Toledo,  and  Ak- 
ron. Although  coordinated  with  the  State  Study, 
these  are  supported  by  their  respective  obstetric- 
gynecologic  societies,  in  cooperation  with  their 
county  medical  societies. 

Statistics  from  the  Ohio  Maternal  Mortality 
Study  are  published  herewith.  Terminology  and 
nomenclature  used  in  the  study  have  been  em- 
ployed since  their  adoption  in  1954.  They  follow 
closely  those  prescribed  in  The  International  Clas- 
sification, and  definitions  recommended  by  the 
AMA  and  ACOG. 

Ohio  Maternal  Mortality  Study 
Statistics  for  1970 


Total  Live  Births  in  Ohio,  1970  199,781 

Total  Cases  in  files,  16  years, 

1955-1970  = 1500 

Total  Cases  Studied  (1970)  57 

Cases  not  studied  due  to  lack 

of  information  2 

Undetermined 0 

Maternal  Deaths  (Classified)  45 

Non-white  13 

White  32 

Age: 

Teens  (none  below  15)  6 

20’s  19 

30’s  17 

40’s  3 

Parity: 

Primigravidae  6 

Multiparae  34 

Unknown  5 

Place  of  Death: 

Hospital  37 

Home  7 

Other  1 

Type  of  Delivery: 

Not  recorded  0 

Operative  21 

Nonoperative  (spontaneous)  9 

Not  delivered  15 

Route  of  Delivery: 

Not  recorded  1 

Vaginal  22 

Cesarean  7 

(antemorten)  6 

*(  postmortem)  1 

Laparotomy  (ectopic  preg.)  0 

*Not  delivered  15 


Case  Classification  (when  death  occurred): 

Not  known  0 

Group  I (fr.  concept,  to  20th  wk.)  4 
Group  II  (fr.  20th  wk.  to  28th  wk.)  2 
Group  HI  (fr.  28th  wk.  through  term  1 1 
Group  IV  (postabortal,  postpartum)  28 


Autopsies 33 

(includes  12  coroners’  cases) 

Prenatal  care  (apparent  from  data  sheets): 

None  6 

Unknown  or  not  reported 3 

Adequate  20 

Inadequate  9 

Excluded  (ectopic  preg. 

and  abortion)  7 

(Low  socio-economic  status=3) 

Classification  of  preventability: 

Nonpreventable  13 

Preventable  (avoidable  factor)  32 

Patient  responsibility  (Pi)  . . 13 

Personnel  responsibility  (P2)  13 

Both  Pi  and  P-  4 

Ps  (Misc.)  2 

Classification  of  Primary  Causes  of  Death: 

Hemorrhage  9 

.<\bortion,  without  sepsis  0 

Abruptio  0 

.Afibrinogenemia  0 

Abruptio  0 

Am.  fl.  embolus  0 

Dead  fetus  0 

Ruptured  uterus 0 

.Atony,  uterine,  postpartum 4 

Ectopic  pregnancy  (without  sepsis)  1 

Laceration,  extrauterine  1 

Placenta  praevia  1 

Retained  placenta  0 

Ruptured  uterus  (no  afibrin.)  1 

Other 2 

High  Risk  Related:  2,  Non-Related:  2 

Infection  5 

Abortion,  alleged  “criminal”  4 

.Abortion,  septic,  spontaneous 0 

Up.  resp.  inf 0 

Peritonitis  0 

Septicemia  (puerperal  sepsis)  1 

Septicemia  (other)  0 

Pyelitis-pyelonephritis  0 

High  Risk  Related:  0,  Non-Related:  0 

Toxemia  3 

Acute  yellow  atrophy  0 

Hypertension,  chronic  (inch 
hypertension  with 

cerebrovascular  hem.)  0 

Eclampsia  3 

Renal  disease 0 

Puerperal  toxemia,  not  specified  ....  0 

High  Risk  Related:  0,  Non-Related:  0 

Other  28 

Amniotic  fl.  emb.  (no  hemorrhage)  5 

Anesthesia  3 

(general)  1 

(regional)  2 

Breast,  carcinoma,  metastatic 1 

Cardiac  arrest  0 

Cardiac  disease  3 

Cerebrovascular  hemorrhage 

(no  tox.)  1 

Diabetes  1 

Drug  poisoning  1 

Dyscrasia,  blood  1 

Ileus,  paralytic  1 

Lower  nephron-nephrosis  0 

Pulmonary  edema 1 

Pulmonary  embolus  5 

Suicide  1 

Other,  unusual  4 


High  Risk  Related:  4,  Non-Related:  5 
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Table  1.  IBM  Data  Processing  Projects  by  Number  and 
Assignment — Three  Years,  1970-1972. 


IBM  Project 

.Assignment  and  Purpose 

No. 

65 

Scan,  case  selection  for  future  articles. 

No. 

66 

Comparison,  Ohio  and  Franklin  County 
Cases,  “Other  Causes,”  Dr.  R.  L.  Meiling’s 
Foreign  .Address,  February  1970. 

No. 

67 

Maternal  Deaths,  Guernsey  Gounty,  .Ad- 
dress — Dr.  Ruppersberg,  April  7,  1970. 

No. 

68 

Maternal  Deaths,  Summit  County,  .Ad- 
dress — Dr.  Charles  Bowen,  Akron. 

No. 

69 

Maternal  Deaths  Due  to  Anesthesia  (1971 
Exhibit  by  the  Committee). 

No. 

70 

Maternal  Mortality  Report  for  Ohio  — 
1968  (Council  and  OSMJ).  .Also  “Un- 
usual Case”  Project. 

No. 

71 

Maternal  Mortality  Report  for  Ohio  — 
1969  (Council  and  OSMI). 

No. 

72 

Fatal  OB  Emergencies  (including  scan). 
Maternal  Deaths  Involving  Sickle  Cell 
Anemia  (Exhibit  and  Article  OSMJ). 

No. 

73 

Maternal  Deaths  Due  To  .Air  Embolism 
(OSMJ) 

No. 

74 

Maternal  Deaths  Among  Ohio  Teenagers, 
16-Year  Survey  — Address,  and  .Article, 
Dr.  Ruppersberg. 

No. 

75 

Maternal  Mortality  Report  for  Ohio  — 
1970  (Council  and  OSMJ). 

During  1970,  there  were  199,781  live  births 
in  Ohio.5  From  this  maternal  mortality  study,  the 
Committee  classified  45  maternal  deaths  for  the 
year.  The  maternal  mortality  rate  was  0.23  per 
1000  live  births,  or  2.30  per  10,000  live  births  for 
1970.  This  is  the  same  rate  reported  for  1969. ^ 
Furthermore,  Ohio  reported  2,503  stillbirths  (fetal 
deaths)  during  1970,  making  the  figure  for  total 
births  202,284. 

Discussion 

First,  we  note  that  the  number  of  Ohio  live 
births  increased  by  10,682  over  the  number  re- 
jDorted  for  1969.^  ^ And  in  a longer  range  of  com- 
parison, the  number  of  live  births  in  Ohio  has 
increased  each  year  since  1967. 

With  an  increase  in  live  births  reported 
(1970)  and  45  maternal  deaths  designated  (there 
were  44  reported  for  1969),  the  maternal  mortality 
rates  for  these  two  years  are  exactly  the  same 
(0.23  per  1,000  live  births).  Among  the  45  ma- 
ternal deaths,  there  were  six  teenagers,  none  of 
w'hom  was  less  than  15  years  of  age. 

Fifteen  patients  (one-third)  died  undelivered; 
one  patient  had  a postmortem  cesarean  section  per- 
formed because  of  a dead  fetus.  There  were  six 
ante  mortem  cesarean  sections;  one  patient  with 
an  ectopic  gestation  was  diagnosed  at  autopsy. 
Autopsies  were  performed  upon  75  percent  of  the 
patients;  12  were  coroner’s  cases.  Thirty- two  (70 


percent)  of  the  maternal  deaths  were  rated  pre- 
ventable with  13  assessed  personnel  responsibility. 

Hemorrhage  again  leads  the  list  as  a single 
primary  cause  of  death,  with  infection  trailing  as 
a second  in  questionable  “rank”;  amniotic  fluid 
embolus  and  pulmonary  embolism  share  the  same 
number  of  cases  (five) . 

Among  the  45  maternal  deaths,  the  Commit- 
tee found  15  to  be  High  Risk  obstetric  patients 
before  pregnancy;  of  these  six  had  a cause  of  death 
related  to  the  High  Risk  condition.  Two  of  them 
were  due  to  hemorrhage  and  four  came  under 
“other  causes,”  in  classification. 

Recommendations 

1.  Again  the  Committee  recommends  con- 
tinuation of  the  Ohio  Maternal  Mortality  Study 
with  its  allied  educational  facets. 

2.  Council,  Committee  members,  and  the 
general  medical  profession  should  strive  to  con- 
tinue the  coordination  of  related  efforts  with  the 
Ohio  Department  of  Health  toward  the  improve- 
ment of  “Maternal  Health  in  Ohio.” 

3.  Council  is  to  be  congratulated  upon  its 
efforts  to  secure  funds  that  will  provide  for  the 
transposition  of  the  IBM  data  for  the  Ohio  Study 
onto  computer  processing. 

With  genuine  appreciation,  the  Chairman 
acknowledges  the  devotion  and  support  of  the 
Committee  members  who  completed  their  duties 
effectively  during  the  past  year.  On  behalf  of  the 
Committee,  the  Chairman  gratefully  acknowl- 
edges assistance  extended  by  the  Council,  attend- 
ing physicians,  representatives  of  the  many  county 
medical  societies,  the  Ohio  Department  of  Health, 
Ohio  Coroner’s  Association,  and  numerous  other 
agencies  and  individuals.  Without  their  continued 
cooperation  and  support  this  Maternal  Mortality 
Study  could  not  have  been  completed. 

Respectfully  submitted, 

Anthony  Ruppersberg,  Jr.,  M.D. 

Chairman,  Committee  on  Maternal  Health 

Approved  by  The  Council  of  the  Ohio  State 
Medical  Association,  January  28,  1973. 
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Proceedings  of  The  Council 

Meeting  of  January  27-28,  1973 


A REGULAR  MEETING  of  The  Council 
^ of  the  Ohio  State  Medical  Association  was 
held  Saturday  and  Sunday,  January  27-28,  1973, 
at  the  OSMA  Headquarters’  office,  17  S.  High 
Street,  Columbus,  Ohio. 

Those  present  Saturday  were:  All  members 
of  The  Council  (except  Dr.  James  C.  McLarnan, 
Mt.  Vernon)  ; Dr.  John  H.  Budd,  Cleveland,  a 
member  of  the  AMA  Board  of  Trustees;  Dr.  John 
W.  Cashman,  Columbus,  Ohio  Director  of  Health; 
Dr.  Henry  A.  Crawford,  Cleveland,  AMA  Dele- 
gate; Mr.  James  S.  Imboden,  Columbus,  Assistant 
Director,  Department  of  Field  Service,  AMA  Divi- 
sion of  Public  Affairs;  Mr.  Bernard  D.  King, 
Columbus,  Student  AMA  Representative;  Mr. 
William  J.  Lee,  Columbus,  Administrator,  Ohio 
State  Medical  Board;  Dr.  Richard  L.  Meiling, 
Columbus,  Chairman,  Ohio  Delegation  to  the 
AMA;  Mr.  James  E.  Pohlman,  Columbus,  OSMA 
Legal  Counsel;  Dr.  Robert  N.  Smith,  Toledo, 
AMA  Delegate;  Dr.  Carl  Mankowitz,  Columbus, 
Assistant  to  Ohio  Director  of  Health;  Mr.  Marc 
DeBard,  Columbus,  a guest  of  Mr.  King;  Messrs. 
Hart  F.  Page,  Charles  W.  Edgar,  Jerry  J.  Camp- 
bell, Robert  D.  Clinger,  David  L.  Rader,  Mrs. 
Katherine  E.  Wisse,  Mr.  R.  Gordon  Moore,  and 
Mrs.  Gail  Dodson. 

Those  present  Sunday  were:  All  members  of 
The  Council  (except  Dr.  McLarnan  and  Dr.  John 
C.  Smithson,  Findlay)  ; Dr.  Budd,  Mr.  Imboden, 
Mr.  King,  Mr.  Pohlman,  Mr.  DeBard;  Dr.  Wil- 
liam C.  Earl,  representing  Ohio  Regional  Medical 


Programs;  Dr.  Anthony  Ruppersberg,  Columbus, 
Chairman  of  the  OSMA  Maternal  Health  Commit- 
tee, and  all  members  of  the  OSMA  staff,  with  the 
exception  of  Mr.  Gillen  and  Mrs.  Dodson. 

Minutes  Approved 

Minutes  of  the  meeting  of  December  15-17, 
1972,  were  approved. 

Councilor  Reports 

The  Councilors  reported  on  activities  in  their 
respective  districts. 

Robert  A.  Lang,  Ph.D.,  Honored 

The  Council  adopted  a resolution  honoring 
Robert  A.  Lang,  Ph.D.,  on  his  fifteenth  anniver- 
sary of  serv'ice  to  the  Cleveland  Academy  of 
Medicine. 

Finance  and  Membership 

Mrs.  Wisse  presented  membership  statistics 
and  a progress  report  on  membership  data  process- 
ing. The  report  was  accepted. 

Auditing  and  Appropriations 

Mrs.  Wisse  presented  the  minutes  of  the 
Building  Committee  meeting  of  December  17, 
1972.  The  Council  approved  the  minutes  and  ap- 
proved the  demolition  contract  involving  the 
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razing  of  the  hotel  structure  located  on  the  Ohio 
State  Medical  Association  property. 

American  Medical  Association 

Dr.  Meiling  presented  the  minutes  of  the 
meeting  of  Ohio’s  .AM.A  Delegation,  which  met 
with  The  Council  Januan-  26,  1973. 

The  Council  CQnfirmed  the  election  of  the 
following  delegation  officers:  Richard  L.  Meiling, 
Chairman;  P.  John  Robechek,  \’ice  Chairman, 
and  William  R.  Schultz,  Co-Chairman. 

The  Council  approved  the  delegation’s  posi- 
tion paper  on  “Report  H”  of  the  Council  on 
Medical  Education  of  the  1972  Clinical  Session, 
entitled  “Criteria  for  Acceptable  Medical  School.” 
The  Council  unanimously  approved  the  AMA 
Delegation  support  for  the  re-election  of  John 
Budd  as  Trustee  to  the  American  Medical  Associa- 
tion, and  the  appointment  of  Dr.  Meiling  as  Dr. 
Budd’s  campaign  manager. 

Dr.  Meiling  reported  on  plans  for  the  hos- 
pitality room  in  New  York  City  and  on  activities 
of  the  AM.\  Long  Range  Planning  Council. 

Dr.  Aleiling  and  Dr.  Budd  were  appointed 
as  a committee  to  prepare  a position  paper  for 
the  Ohio  Delegation  on  the  Ohio  resolution  re- 
garding the  structure  of  the  American  !Nfedical 
Association. 

The  Council  voted  to  support  the  candidacy 
of  Robert  N.  Smith,  M.D.,  Toledo,  for  the  AM.A 
Council  on  Legislation. 

Ohio  Medical  Indemnity 

Dr.  Robechek,  Dr.  Lieber  and  Dr.  W’ells  re- 
ported for  the  Liaison  Committee  to  Ohio  Medical 
Indemnity,  Inc. 

The  Council  revised  the  guidelines  on  the 
tenure  of  office  by  members  of  OMI  Board  of 
Directors  to  read  as  follows: 

TENURE  OE  OEFICE  BY  MEMBERS  OF 
OMI  BOARD  OF  DIRECTORS 

“1.  \Yty'  careful  attention  should  be 
given  by  the  Nominating  Committee  to  see 
that  the  board  has  representation  from  as 
many  different  geographical  areas  throughout 
the  State  of  Ohio  as  possible. 

“2.  The  directors  should  continue  to  be 
elected  for  one  year  at  a time. 

“3.  The  chairman  of  the  Nominating 
Committee  for  the  OMI  Board  of  Directors 
should  also  serve  on  the  Liaison  Committee  of 
the  OSMA  to  OMI,  Inc. 

“4.  It  would  be  advisable  to  have  all 
members  of  the  Nominating  Committee  attend 
at  least  one  meeting  per  year  of  the  OMI 
Board  of  Directors.” 


Annual  Meeting 

Mrs.  Dodson  presented  a progress  report  on 
the  Annual  Meeting,  Columbus,  Ohio,  \Iay  6-9. 

Mr.  Campbell  reported  on  exhibits. 

In  response  to  an  invitation  from  Nationwide 
Insurance  Company  for  an  open  house  to  show 
their  Medicare  operation  during  the  Annual 
Meeting,  it  was  The  Council’s  opinion  that  this 
could  be  better  scheduled  at  another  time  than 
the  Annual  Meeting. 

Constitution  and  Bylaws 

Amendments  to  the  Constitution  and  Bylaws 
of  the  Holmes  County  Medical  Society  were  ap- 
proved, subject  to  minor  technical  corrections. 

MAI-PSRO 

Dr.  Henty'  reported  for  the  information  of 
The  Council  on  the  meeting  of  the  MAI  Carrier 
Input  Coordinating  Committee,  January  4,  and 
the  PSRO  Council  Aleeting,  January  6 and  7, 
1973.  He  also  discussed  the  meetings  of  the  OSMA 
officials  with  HEW  officials  in  Washington,  D.C., 
Januaty'  16-17,  1973. 

Legal  Counsel  Report 

Mr.  Pohlman  reported  the  chiropractic  suit 
against  the  Ohio  State  Medical  Association,  Ohio 
State  Medical  Board  and  the  American  Medical 
Association  has  been  concluded  in  favor  of  the 
Medical  Board  and  the  Medical  Associations,  since 
the  U.S.  Supreme  Court  refused  to  grant  a writ  of 
certiorari  in  connection  with  the  chiropractors’ 
apjjeal  to  the  Supreme  Court  from  the  judgment 
in  fav’or  of  the  Board  and  the  Associations. 

With  regard  to  proposed  litigation  against 
the  Ohio  Department  of  Public  Welfare  on  audit- 
ing procedures,  he  indicated  that  the  Department 
has  agreed  with  the  Ohio  State  Medical  Associa- 
tion to  make  substantial  changes  in  the  auditing 
procedures  and  that  further  negotiations  with  the 
Department  are  in  progress. 

Mr.  Pohlman’s  report  was  approved  by  The 
Council. 

Federal  Legislation 

Mr.  Edgar  discussed  Ohio  State  Medical  As- 
sociation action  on  the  N.B.C.  network  program, 
“What  Price  Health.”  He  also  reported  on  the 
American  Medical  Association  Medicredit  Bills, 
H.R.  2222  and  S.R.  444.  He  announced  that  of 
the  126  sponsors,  Ohio,  at  present,  (January  27,) 
has  sev'en;  Congressmen  Ashbrook,  Powell,  Guyer, 
Minshall,  Wylie,  Brown  and  Harsha. 
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State  Legislation 

There  was  a general  discussion  of  hospital 
licensure  and  certificate  of  need. 

Governor  Gilligan’s  “pay  back  proposal”  in- 
volving selected  students  in  the  professions  was 
opposed  by  The  Council. 

Mr.  Rader  reported  on  the  following  bills: 

S.B.  29  and  H.B.  126,  measures  to  provide 
that  the  state  pay  interest  on  Medicaid  bills  which 
are  unpaid  after  30  days.  (Action:  Needs  further 
study. ) 

H.B.  19,  emergency  medical  technician  li- 
censure. (Action:  Opposed  under  the  moratorium 
on  further  licensing.) 

H.B.  34,  pre-marital  blood  testing  for  rubel- 
la. (Action:  Referred  to  the  Committee  on  Lab- 
oratory Medicine  for  study.) 

H.R.  6,  feasibility  study  for  proposed  Toledo 
Dental  School.  (Action:  None.) 

Committee  Reports 
Committee  on  Public  Relations 

Minutes  of  the  November  1 meeting  of  the 
Committee  on  Public  Relations  were  presented  by 
Mr.  Edgar. 

Council  authorized  the  committee  to  proceed 
with  the  production  of  a master  kit  of  cassettes 
and  slides  in  connection  with  the  implementation 
of  a VD  education  program. 

Council  authorized  the  publication  of  one 
issue  of  a four-page  newspaper  on  a trial  basis, 
at  the  projected  cost  of  $1400.  The  Council  ap- 
proved one  sample  mailing  to  members  of  the 
Association  and  asked  that  possibilities  of  a sub- 
scription price  be  studied  by  the  committee. 

The  minutes  were  approved  as  amended. 

Committee  on  Government  Medical 
Care  Programs 

Minutes  of  the  January  10  meeting  of  the 
Committee  on  Government  Medical  Care  Pro- 
grams were  presented  by  Mr.  Page,  in  the  absence 
of  Mr.  Gillen. 

The  Council  accepted  the  committee’s  recom- 
mendation for  study  of  the  feasibility  of  in- 
cluding Medicaid  recipient  groups  in  the  proposed 
class  action  suit  against  the  Ohio  Department  of 
Public  Welfare. 

The  Council  deferred  action  on  the  commit- 
tee’s recommendation  concerning  the  concept  of 
“early  and  periodic  screening,  diagnosis  and  treat- 
ment,” a state  plan  being  developed  under  the 
aegis  of  the  Ohio  Department  of  Public  Welfare. 
It  was  requested  that  further  information  be  ob- 
tained and  the  matter  docketed  for  discussion  at 
the  next  meeting  of  The  Council. 

The  minutes  were  accepted  as  amended. 


Ad  Hoc  Committee  on  Health 
Care  Delivery  Systems 

Minutes  of  the  January  17  meeting  of  the  Ad 
Hoc  Committee  on  Health  Care  Delivery  Systems 
were  presented  by  Mr.  Page. 

A message  from  Dr.  Porterfield,  Vice  Chair- 
man of  the  Committee,  was  presented  via  tape 
recording. 

The  Council  approved  the  signing  of  the 
contract  with  the  American  Health  Systems,  Inc., 
for  the  development  of  a prototype  of  a statewide 
foundation  encompassing  general  guidelines  pre- 
viously approved  by  the  committee  and  voted  that 
not  to  exceed  $10,000.00  be  appropriated  in  the 
Ohio  State  Medical  Association  budget  for  this 
purjjose.  The  Council  also  requested  that  the 
O.SM.A  be  reimbursed  by  Medical  Advances  In- 
stitute in  this  amount. 

The  minutes  were  approved. 

Joint  Advisory  Committee  on  Special  Education 

The  minutes  of  the  January  24  meeting  of 
the  Joint  Advisory  Committee  on  Special  Educa- 
tion were  presented  by  Mr.  Clinger.  The  minutes 
were  approved  and  incorporated  in  the  approval 
were  suggested  revisions  in  medical  asjjects  of 
program  standards  for  special  education  to  be 
submitted  to  the  state  superintendent  of  public 
instruction  and  jjresident  of  the  state  board  of 
education. 

Commission  on  Medical  Education 

The  minutes  of  the  January'  24  meeting  of 
the  Commission  on  Medical  Education  were  pre- 
sented by  Mr.  Edgar. 

The  Council  approved  the  Commission’s 
recommendation  that  appropriate  legislation  to 
certify  the  physician’s  assistant  be  prepared  by 
legal  counsel  and  that  such  legislation  be  intro- 
duced in  the  Ohio  General  Assembly  only  at  the 
discretion  of  The  Council. 

The  Council  commended  Dr.  Madigan  for 
his  report  on  the  “Survey  Report  on  Continuing 
Medical  Education  Among  Ohio  Physicians, 
1972,”  and  authorized  its  publication  in  The  Ohio 
State  Medical  Journal. 

The  minutes  were  approved. 

Council  Committee  on  Fee  Review 

The  Council  Committee  on  Fee  Review  re- 
port was  presented  by  Dr.  Bates.  The  report  of 
the  committee  on  Case  No.  1 was  approved  as 
amended,  and  the  reports  on  Cases  No.  2 and  3 
were  approved. 

Grievance  Case 

The  Council  approved  the  use  of  the  Acad- 
emy of  Medicine  of  Cincinnati  and  Hamilton 
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County  as  an  arbitrator  in  a nearby  county  on  a 
grievance  case,  subject  to  the  approval  of  the 
county  so  involved. 

Dr.  Cashnian 

Dr.  Cashinan  addre.ssed  The  Council  on  cur- 
rent de\elopments  in  public  health.  He  announced 
that  there  would  be  no  change,  in  the  immediate 
future,  with  regard  to  transfer  of  the  Medicaid 
Program  from  the  Department  of  Public  Welfare 
to  the  Department  of  Health,  but  that  legislation 
effecting  such  a change  might  be  introduced  by 
the  Administration  later  in  the  session. 

He  announced  substantial  cuts  would  appear 
in  the  health  budget  due  to  phasing  out  of  various 
programs  and  that  there  would  be  block  health 
grants  under  “revenue  sharing.” 

He  discussed  hearings  on  hospital  licensure 
and  certificate  of  need  and  said  that  next  year 
the  Governor  would  appoint  Citizens’  Task  Forces 
on  both  health  and  education. 

He  also  discussed  the  U.S.  Supreme  Court  de- 
cision on  abortions. 

Ohio  State  Medical  Board 

Mr.  Lee  announced  that  71  formal  hearings 
have  been  held  and  that  enforcement  procedures 
are  moving  in  the  Ohio  State  Medical  Board. 

Pie  announced  that  funding  of  the  Board 
program  in  the  Governor’s  budget  is  adequate  at 
this  time. 

Regional  Medical  Program 

Dr.  William  C.  Earl,  Golumbus,  a member 
of  the  Advisory  Council  of  Ohio  Regional  Medical 
Programs,  reported  to  The  Council  on  the  de- 
velopments during  the  past  year  with  regard  to 
Regional  Medical  Programs  in  Ohio.  The  Council 
voted  its  thanks  to  Dr.  Earl  and  accepted  the 
report. 

Multiphasic  Health  Testing  Programs 

A set  of  “Guidelines  for  establishing  and 
Operating  Multiphasic  Plealth  Testing  Programs,” 
as  established  by  the  Committee  on  Judicial  and 
Professional  Relations,  was  presented  on  behalf 
of  the  committee  by  Mr.  Page.  The  Council  ac- 
cepted as  amended  the  guidelines  and  recpiested 
continued  study  and  revision  as  necessary. 

1970  Annual  Maternity  Mortality  Report 

The  1970  Annual  Maternal  Mortality  Report 
for  Ohio  was  presented  by  Dr.  Anthony  Ruppers- 
berg,  Columbus,  on  behalf  of  the  Committee  on 
Maternal  Health  of  the  C^hio  State  Medical  Asso- 
ciation. The  Council  commended  the  committee, 
approved  the  report,  and  accepted  it  for  publica- 
tion. 


Maternity  Hospital  Regulations 

Dr.  Ruppersberg,  Chairman  of  the  Commit- 
tee on  Maternal  Health,  was  designated  as  the 
official  representative  from  the  Ohio  State  Medi- 
cal Association  to  the  hearings  which  will  be  held 
in  connection  with  the  adoption  of  revised  mater- 
nity hospital  regulations. 

Committee  on  Honorary  Awards 
and  Membership 

The  President  appointed  the  following  Com- 
mittee on  Honorary  Awards  and  Membership: 
Dr.  Clarke,  Chairman;  Drs.  Wells,  Tye  and 
Thomas. 

Correspondence  Re  JAMA 

Correspondence  with  regard  to  The  Journal 
of  the  American  Medical  Association  was  received 
for  information. 

Extendicare,  Inc. 

With  regard  to  a request  from  Extendicare, 
Inc.,  a proprietary  hospital  development  company. 
The  Council  felt  that  exhibits  and  advertising  to 
recruit  physicians  for  service  in  the  areas  where 
these  hospitals  are  located  would  contribute  to 
drain  on  medical  manpower  from  Ohio. 

National  Health  Service  Corps 

The  Council  concurred  in  the  approval  by 
the  Belmont  County  Medical  Society  of  the  Na- 
tional Health  Service  Corps  apjrlication  with  re- 
spect to  the  placement  of  a physician  in  the 
Barnesville  area.  Such  request  was  approved  by 
the  Belmont  County  Medical  Society  November 
16,  1972  and  the  OSMA  was  so  advised  by  the 
President  of  the  Society  January  4,  1973. 

Woman’s  Auxiliary  Manpower  Survey 

\Vith  regard  to  the  Woman’s  Auxiliary  Man- 
power Surv’ey,  Council  granted  permission  for  the 
continuation  of  the  survey  and  the  compilation 
of  data.  The  Council  felt  that  it  was  unable  to 
give  assistance  in  the  compilation,  but  signified 
its  interest  in  the  results  when  such  are  tabulated. 

Radio-Immuno  Assays 

A request  for  advice  on  publishing  statewide 
notices  regarding  the  availability  of  Radio-Im- 
muno Assays  at  a hospital  was  considered  by  The 
Council.  The  Council  advised  that  since  this  pro- 
cedure is  in  no  way  unique  and  is  available  in 
every  major  city,  such  notices  would  not  be  neces- 
sary. 
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Position  Paper  on  Family  Practice  Legislation 

The  Council  adopted  the  following  position 
statement  on  proposed  family  practice  legislation: 
“OSMA  reaffirms  its  policy  of  encour- 
aging the  development  of  family  practice  med- 
ical services  in  Ohio.  OSMA  recognizes  that 
one  of  the  cornerstones  for  the  delivery  of 
family  practice  medical  serv'ices  is  a strong 
curriculum  program  in  the  state’s  medical 
schools  for  the  education  of  their  students  in 
family  practice.  The  development,  modifica- 
tion and  improvement  of  curriculum  pro- 
grams in  family  practice  should  be  the  ulti- 
mate responsibility  of  the  leadership  of  the 
medical  schools  and  should  not  be  affected  b) 
legislative  and  political  manipulation.” 

Comprehensive  Health  Planning 

It  was  the  opinion  of  The  Council  that  more 
information  is  needed  concerning  developments 
on  comprehensive  health  planning.  Dr.  Fishman 
agreed  to  present  summaries  of  all  deliberations 
of  the  comprehensive  health  planning  agency  pe- 
riodically to  The  Council  of  the  Ohio  State  Med- 
ical Association. 

Future  Meetings  of  The  Council 

The  next  meeting  of  The  Council  will  be 
held  Saturday  and  Sunday,  March  17-18,  1973. 
An  unstructured  meeting  of  The  Council  and  Dr. 
Cashman  is  scheduled  for  10  a.m.,  Saturday, 
March  31  and  will  end  mid-morning  Sunday, 
April  1,  at  the  Wooster  Inn,  Wooster,  Ohio. 

ATTEST:  Hart  F.  Page 

Executive  Director 


Health  Departments  May 
Refer  VD  Patients 
to  Private  Physicians 

Through  a private  physician  reimbursement 
system  initiated  by  the  Ohio  Department  of 
Health,  licensed  physicians  can  be  reimbursed  for 
the  e.xamination,  diagnosis,  and  treatment  of 
venereal  disease  patients,  contacts,  and  suspects 
referred  to  them  by  the  health  department.  Maxi- 
mum reimbursement  to  the  physician  is  ten 
($10.00)  per  patient. 

This  reimbursement  system,  now  operational, 
enables  health  departments  in  areas  throughout 
the  State  where  free  venereal  disease  services 
are  not  available,  to  refer  patients,  contacts,  and 
suspects  to  medical  attention.  Additional  venereal 
disease  services  provided  through  local  health  de- 
partments without  charge  include  venereal  disease 
drugs  and  laboratory  ser\ices.  This  assistance  is 
provided  to  ensure  that  no  patient  is  denied 
venereal  disease  services  because  of  inability  to 
pay. 


The  Fort  Steuben  Academy  of  Medicine  had 
as  guest  speaker  for  its  February  13  meeting  Dr. 
Stewart  A.  Fish,  professor  and  chairman  of  the 
Department  of  Obstetrics  and  Gynecology,  Univer- 
sity of  Tennessee  College  of  Medicine,  Memphis. 
His  topic  was,  “Infectious  Diseases  Complicating 
Pregnancy,  Practical  Management.”  The  meeting 
was  held  at  the  Steubenville  Country  Club. 
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OSMA  President  Responds  to 


NBC’s  Distorted  Broadcast 
“What  Price  Health?” 


LAST  DECEMBER  19,  the  National 
'^Broadcast  System  aired  nationwide  a so-called 
documentary  entitled  “What  Price  Health?”  The 
obviously  distorted  and  biased  program  stirred  up 
a hornet’s  nest,  not  only  in  the  medical  profession, 
but  in  public  sentiment  and  among  members  of 
the  Congress. 

In  a unique  letter  to  Julian  Goodman,  Presi- 
dent of  NBC,  Dr.  William  R.  Schultz,  OSMA 
President,  protested  the  “misrepresentation,  emo- 
tionalism and  downright  inaccuracy”  of  the  broad- 
cast. The  uniqueness  of  the  letter  lies  in  the  tactic 
of  applying  to  the  broadcast  system  the  same  re- 
strictions that  the  network  advocates  applying  to 
the  medical  profession. 

Ohio,  it  might  be  said,  has  more  than  its 
share  of  interest  in  the  broadcast.  The  sponsoring 
Eaton  Corporation  is  based  in  Cleveland,  Ohio, 
and  one  of  the  distorted  case  histories  used  in  the 
broadcast  had  a Cleveland  child  as  its  subject. 

In  addition  to  Dr.  Schultz’s  letter  to  the  net- 
work, he  also  addressed  a letter  to  the  chairman 
of  the  board  of  the  Eaton  Corporation,  registering 
a similar  protest.  Luther  W.  High,  M.D.,  Millers- 
burg,  chainnan  of  the  OSMA  Committee  on 
Public  Relations,  also  addressed  a letter  of  com- 
plaint to  Eaton  Corporation. 

Copies  of  Dr.  Schultz’s  letter  to  NBC  were 
sent  to  all  Ohio  Congressmen,  Ohio’s  two  U.S. 
Senators  and  to  the  Chairman  of  the  Federal 
Communications  Commission. 

A powerful  ally  of  medicine  in  this  issue  is 
Ohio  Congressman  Samuel  L.  Devine,  who  is  the 
top  ranking  Republican  member  of  the  House 
Interstate  and  Foreign  Commerce  Commission. 
Congressman  Devine  is  introducing  legislation  to 
regulate  radio  and  TV  networks.  He  is  also  asking 
the  Federal  Communications  Commission  for  a 
full  investigation  of  NBC  broadcast  “What  Price 
Health?” 

Many  other  medical  organizations  are  regis- 
tering protest. 

In  a communication  dated  January  10,  1973, 
Dr.  Ernest  B.  Howard,  Executive  Vice-President 
of  the  American  Medical  Association,  addressed 
a communication  to  Mr.  Julian  Goodman,  Presi- 
dent of  the  National  Broadcasting  Company,  pro- 


testing the  lack  of  objectivity  in  the  December  19 
broadcast  “What  Price  Health?”  This  letter  and 
a formal  complaint  was  sent  by  the  AMA  to  the 
Federal  Communications  Commission.  Copies  also 
were  well  distributed  among  medical  organizations 
and  TV  station  managers  across  the  nation. 

Following  is  the  text  of  the  letter  written  by 
Dr.  Schultz: 

January  26,  1973 
Mr.  Julian  Goodman,  President 
National  Broadcasting  Company 
30  Rockefeller  Plaza 
New  York,  New  York  10020 

Dear  Mr.  Goodman : 

The  Ohio  State  Medical  Association  would 
appreciate  NBC’s  support  of  the  Broadcast  Se- 
curity Act,  which  will  be  proposed  as  federal 
legislation  to  assure  broadcast  accuracy,  quality, 
scope  and  public  participation  by  setting  up  a 
federal  program  administered  by  the  Federal  Com- 
munications Commission. 

Under  this  program,  a Federal  Radio  and 
Television  Institute  would  be  established  to  fix 
standards,  guidelines  and  regulations  to  govern  all 
programs  of  the  broadcasting  industry. 

Radio  and  television  in  most  other  nations 
enjoy  the  benefit  of  government  control  and/or 
government  ownership  in  order  that  government 
policies  and  programs  be  accurately  presented  to 
the  people.  For  their  own  good,  the  people  are 
enabled  to  see  newscasts  and  documentaries  that 
are  fashioned,  directed  and  aired  under  direct 
government  control.  It  is  the  purpose  of  our  legis- 
lation to  bring  the  benefits  of  all  this  government 
largesse  to  the  poor,  backward  citizens  of  the 
United  States. 

Of  course,  this  national  institute  will  be  made 
up  of  a majority  of  consumers.  In  order  for  the 
broadcast  industry  to  be  fully  represented,  each 
network  will  submit  to  the  Chairman  of  the  FCC 
the  names  of  six  vice  presidents,  from  which  he 
would  select  one  for  appointment  to  the  Commis- 
sion. 

Since  the  costs  of  television  and  radio  adver- 
tising have  increased  in  recent  years  at  a rate  in 
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excess  of  the  cost-of-living  index,  there  will  be 
levied  a tax  on  all  radio  and  television  networks, 
all  radio  and  television  stations  and  all  radio  and 
television  receivers. 

There  will  be  no  advertising.  Funds  from  the 
tax  would  be  apportioned  to  the  v-arious  networks 
and  stations  on  a quarterly  basis,  with  the  amount 
determined  by  an  efficiency  rating  system  pro- 
mulgated by  the  Institute. 

All  officers  and  employees,  all  newscasters, 
entertainers,  commentators,  writers,  producers  and 
directors,  etc.,  will  be  placed  on  salary  scales  fixed 
by  the  Institute. 

All  of  this  would  be  carried  out  on  a non- 
profit basis. 

To  paraphrase  Senator  Edward  M.  Kennedy, 
we  in  the  United  States  have  progressed  far  be- 
yond the  point  where  obtaining  radio  and  tele- 
vision broadcast  services,  information  and  enter- 
tainment can  be  left  as  a matter  of  survival  of  the 
fittest.  Caveat  emptor,  a wise  admonition  in  deal- 
ing with  the  practices  of  many  radio  and  television 
interests,  can  no  longer  be  tolerated  as  an  operat- 
ing principle  in  obtaining  protection  from  the 
broadcast  industry.  Such  a principle  is  not  in  the 
national  interest. 

This  proposed  Broadcast  Security  Act  would 
protect  the  American  people  from  inaccuracy,  mis- 
representation, poor  performance,  callousness  and 
excess  profits  in  the  broadcast  industry  by  estab- 
lishing a government-controlled,  efficiently  func- 
tioning broadcast  system  that  would  benefit  all  the 
people  while  controlling  excessive  and  highly  esca- 
lating costs. 

What  I have  done  so  far,  Mr.  Goodman,  is 
apply  the  same  misrepresentation,  emotionalism 
and  downright  inaccuracy  to  the  broadcast  indus- 
try as  your  network  applied  to  my  profession 
December  19,  1972. 

I am  referring  to  the  NBC  special  entitled 
“What  Price  Health?” 

This  was  a deliberate,  planned  distortion  and 
misrepresentation  of  the  medical  and  health  care 
picture  in  the  United  States  today.  It  was  a tre- 
mendous disservice  to  my  profession,  to  the  health 
care  industry,  to  the  voluntary  and  private  in- 
surance industry',  to  existing  government  medical 
care  programs  and,  above  all,  to  the  people. 

For  example,  consider  the  gross  misrepre- 
sentation of  the  Kurstin  Knapp  case  in  Cleveland 
as  presented  by  NBC.  This  was  depicted  as  being 
a cold,  cruel,  and  inhuman  treatment  of  a little 
girl  whose  life  is  not  as  important  as  money. 

The  true  facts,  Mr.  Goodman,  the  true  facts 
are  that  this  little  girl’s  problem  was  recognized 
immediately  after  her  birth,  her  case  was  referred 
to  an  excellent  pediatrician  and  a specialist  in 
cardiovascular  diseases  was  involved. 

The  child  was  too  young  for  the  very  serious 
surgery  she  required,  so  she  was  watched  very 


carefully  until  she  was  old  enough  for  an  opera- 
tion. 

Further,  although  her  father  had  been  laid 
off  at  his  place  of  employment,  he  was  recalled 
to  work  with  his  medical  and  hospital  insurance 
in  full  effect  at  the  time  of  surgery  on  the  child 
last  November  8 by  a widely  recognized  thoracic 
surgeon. 

Even  if  there  had  been  no  private  insurance, 
this  child  would  have  qualified  for  full  assistance 
under  the  Ohio  Crippled  Children  Program.  Also, 
she  would  have  qualified  under  the  Aid  to  De- 
pendent Children  of  the  Unemployed.  This  child, 
regardless  of  her  father’s  employment  or  unem- 
ployment, received  the  finest  medical  attention. 

We  produced  all  this  accurate  information 
regarding  Kurstin  Knapp  in  a matter  of  a few 
hours.  A college  journalism  freshman  could  have 
done  the  same  thing.  Instead  of  producing  accu- 
racy, “What  Price  Health?”  produced  a travesty. 
And  this  is  not  the  first  time  NBC  health  care 
“specials”  have  grossly  and  deliberately  misrepre- 
sented the  American  health  care  picture. 

Well-informed  radio  audiences  and  television 
viewers  are  concerned  today  with  threats,  some 
real  and  some  implied,  of  a federal  radio-TV  take- 
over. I am  one  of  these  because  I feel  free  ex- 
pression is  so  essential  to  both  the  individual  and 
the  collective  liberties  of  all  Americans. 

However,  when  the  public  is  confronted  with 
such  inaccuracies,  misrepresentations  and  diatribes 
as  “What  Price  Health?”  et  al,  one  can  not  help 
but  see  an  erosion  of  public  support  of  your  in- 
dustry’s right  of  self-determination.  Why?  The 
right  of  self-determination  carries  with  it  a moral 
and  social  responsibility  that  requires  honesty  and 
accuracy.  If  the  broadcast  industry  destroys  the 
confidence  of  its  audiences — the  people — then  the 
destruction  of  your  independence  is  only  a matter 
of  time. 

And,  speaking  of  destruction  of  independence, 
let  us  consider  the  legislation  so  highly  touted  as 
the  great  panacea  for  all  health  problems.  Why 
does  NBC,  by  airing  such  distortions  as  “What 
Price  Health?”  want  to  impose  upon  the  Ameri- 
can people  the  Kennedy  plan — a national  health 
care  dictatorship? 

That  plan  permits  only  a single  source  of  pay- 
ment— the  federal  government — for  all  providers 
of  health  care  services  and  facilities.  Does  NBC 
equally  advocate  that  all  the  radio  and  television 
be  similarly  controlled  by  the  federal  government? 

Why  does  NBC  advocate  for  the  medical 
profession  federal  controls  when  federal  controls 
are  totally  repugnant  to  the  broadcast  industry'? 

Why  does  NBC  advocate  legislation  that 
would  completely  destroy  one  of  the  nation’s 
major  industries — the  voluntary  and  private  health 
insurance  industry?  If  these  policies  are  so  terrible. 
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why  does  the  broadcast  industry  accept  dollars  to 
air  health  insurance  advertisements? 

A\  hy  does  NBC  advocate  destroying  the  na- 
tion’s pharmaceutical  industry?  The  Kennedy 
plan  would  do  that. 

^\  hy  does  NBC  ad\  ocate  destro\  ing  the  pri- 
vate, independent  practice  of  medicine,  particu- 
larly solo  practitioners,  partnerships  and  small 
group  practices?  The  Kennedy  plan  would  accom- 
plish that. 

Why  does  NBC  advocate  a totalitarian  health 
care  program  that  could  cost  the  American  family 
triple  its  present  annual  health  care  expenses? 
The  Kennedy  plan  would  do  that. 

Why  does  NBC  so  consistently  support  the 
Kennedy  plan  that  proposes  to  take  an  additional 
$38.5  billions  from  general  revenues  that  already 
suffer  an  annual  deficit  of  more  than  $25  billions? 
The  Kennedy  plan  would  do  that. 

Why  does  NBC  not  investigate  why  the  esti- 
mated costs  of  the  Kennedy  plan  are  four  to  six 
times  greater  than  costs  of  other  legislative  pro- 
posals? 

The  United  Nations  Demographic  Yearbook 
warns  emphatically:  “Lack  of  international  com- 
parability between  area  statistics  arises  primarily 
from  differences  in  definition.”  Why  does  NBC 
wrongfully  continue  to  cite  false  comparisons  of 
United  States  health  statistics  with  other  nations 
in  face  of  this  strict  international  warning? 

NBC  most  certainly  would  fight  socialization 
of  its  industry.  Why,  then,  does  NBC  so  strongly 
advocate  the  Kennedy  Plan,  which  is  socialized 
medicine?  “Socialized  Medicine  (is)  any  of  vari- 


ous systems  to  provide  the  entire  population  with 
complete  medical  care  through  government  sub- 
sidization of  medical  and  health  services,  general 
regulation  of  those  services,  etc.”  (Random  House 
Dictionary  of  the  English  Language,  1966  un- 
abridged) . 

Why  doesn’t  NBC  interview  for  a “special” 
Dr.  Robert  Myers,  who  is  one  of  the  w'orld’s  fore- 
most authorities  on  social  insurance  and  who  re- 
signed as  Chief  Actuary  of  the  Social  Security 
Administration  rather  than  permit  himself  to  be 
muzzled  by  advocates  of  Kennedy-type  legisla- 
tion? 

I recommend  Mr.  Goodman,  that  you  read 
carefully  Dr.  Myers’  book.  Medicare,  published  by 
the  McCahan  Foundation,  and  The  Case  for 
American  Medicine:  A Realistic  Look  at  Our 
Health  Care  System,  by  Harry  Schwartz  of  The 
New  York  Times,  David  McKay  Co.,  publisher. 
Also,  please  read  Hazardous  to  Your  Health  by 
Marvin  Edw'ards,  Arlington  House,  publisher. 

I have  studied  thoroughly  the  American 
Medical  Association’s  letter  addressed  to  you  Jan- 
uary' 10,  1973.  I endorse  and  support  that  letter 
whole-heartedly. 

To  repeat  for  emphasis,  if  the  broadcast  in- 
dustry destroys  the  confidence  of  its  audiences — 
the  people — then  the  destruction  of  your  inde- 
pendence is  only  a matter  of  time. 

Sincerely, 

William  R.  Schultz,  M.D.,  President 

Ohio  State  Medical  Association 
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WINDSOR  HOSPITAL 

A NONPROFIT  CORPORATION 
— ESTABLISHED  1898  — 

Chagrin  Falls,  Ohio 

247  - 5300 


A hospital  for  the  treatment 
of  Psychiatric  Disorders 

High  on  a Hill-Top,  Overlooking  Beautiful 
Chagrin  River  Valley. 


Accredited  by  Joint  Commission  on  Accreditation  of  Hospitals. 


Booklet  available  on  request. 


GUY  H.  WILLIAMS,  Jr. 
Medical  Director 


M.D. 

MEMBER:  American  Hospital  Association  — National  Association  of  Private  Psychiatric  Hospitals 


G.  PAULINE  WELLS,  R.N. 
Admin.  Director 


HERBERT  A.  SIHLER,  Jr. 
President 
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Obituaries 


Edward  Henry  Beilstein,  M.D.,  Mansfield; 
Western  Reserve  University  School  of  Medicine, 
1943;  aged  59;  died  January  22;  member  of 
OSMA,  AMA,  American  Academy  of  Ophthal- 
mology and  Otolaryngology,  and  the  American 
Academy  of  Facial,  Plastic  and  Reconstructive 
Surgery;  diplomate,  American  Board  of  Otolaryn- 
gology; practicing  physician  in  Mansfield  for  a 
number  of  years,  specializing  in  the  EENT  field, 
and  founder  of  the  Richland  County  Speech  and 
Hearing  Center;  veteran  of  World  War  II. 

Miriam  Bell,  M.D.,  Toledo;  Woman’s  Medi- 
cal College  of  Pennsylvania,  1922;  aged  77;  died 
December  20;  member  of  OSMA  and  AMA;  after 
an  early  career  as  a medical  missionary  in  China, 
practiced  in  Kentuck)-  and  Pennsylvania  before 
moving  to  Toledo  in  1951 ; formerly  associated  with 
the  Toledo  State  Hospital. 

Charles  Butrey,  M.D.,  Lorain;  George  Wash- 
ington University  School  of  Medicine,  1954;  aged 
46;  died  January  21;  member  of  OSMA,  AMA, 
and  American  Academy  of  Family  Physicians;  gen- 
eral practitioner  in  the  Lorain  area;  active  in  af- 
fairs of  Lorain  County  Medical  Society,  its  former 
vice-president  and  fonner  delegate  to  OSMA;  vet- 
eran of  World  War  II. 

Chalmer  John  Carothers,  M.D.,  Cleveland; 
Western  Reserve  University  School  of  Medicine, 
1911;  aged  87;  died  January  14;  practitioner  in 
the  Cleveland  area  for  more  than  60  years;  mem- 
ber of  OSMA  and  AMA  through  1967. 

William  Daniel  Grant,  M.D.,  Cleveland;  Uni- 
versity of  Colorado  School  of  Medicine,  1943; 
aged  54;  died  January  7;  member  of  OSMA, 
AMA,  the  American  Academy  of  Ophthalmolog)' 
and  Otolaryngology’,  and  the  Association  for  Re- 
search in  Ophthalmology;  diplomate,  American 
Board  of  Ophthalmology;  practitioner  for  a num- 
ber of  years  in  Cleveland,  specializing  in  ophthal- 
mology; veteran  of  World  War  II. 

Fred  H.  Harris,  M.D.,  Cincinnati;  University 
of  Cincinnati  College  of  Medicine,  1910;  aged  86; 
died  January  1;  member  of  OSMA  and  AMA; 
practitioner  in  the  Oakley-Cincinnati  area  for  most 
of  his  professional  career,  engaging  in  general  prac- 
tice and  industrial  medicine;  associated  for  many 
years  with  the  Trailmobile  Company. 

Harold  F.  Koppe,  M.D.,  Dayton;  Ohio  State 
University  College  of  Medicine,  1916;  aged  79; 
died  January  16;  member  of  OSMA,  AMA,  and 
the  Endocrine  Society;  Fellow,  American  College 


of  Physicians;  practitioner  in  Dayton  for  more  than 
50  years  before  his  retirement;  past  president  of 
the  Montgomery  County  Medical  Society. 

Harry  Braham  Leslie,  Sr.,  M.D.,  Cleveland; 
Johns  Hopkins  University  School  of  Medicine, 
1928;  aged  68;  died  January  3;  member  of  OSMA, 
AMA,  and  the  American  Academy  of  Pediatrics; 
diplomate,  .American  Board  of  Pediatrics;  practi- 
tioner in  Clev’eland  for  38  years  before  his  retire- 
ment last  year;  veteran  of  World  ^V'ar  II.  Among 
survivors  is  his  son,  Dr.  Harr)'  B.  Leslie,  Jr.,  also 
of  Cleveland. 

Elmer  Troy  McCaine,  M.D.,  Sebring;  Wayne 
State  University  School  of  Medicine,  1938;  aged 
65;  died  January  20;  member  of  OSM.A  and 
.American  Academy  of  Family  Physicians;  practi- 
tioner in  the  Mahoning  County  community  for 
about  30  years;  veteran  of  World  War  H. 

Wallace  C.  Madden,  M.D.,  Dayton;  Jeffer- 
son Medical  College  of  Philadelphia,  1930;  aged 
68;  died  December  27;  member  of  OSMA,  AMA, 
American  Academy  of  Family  Physicians,  and  In- 
dustrial Medical  Association;  practitioner  in  the 
Dayton  area  for  42  years. 

William  U.  Neel,  M.D.,  Middletown;  Uni- 
versity of  Cincinnati  College  of  Medicine,  1939; 
aged  59;  died  January  14;  member  of  OSMA  and 
.AM.A;  practitioner  in  the  Middletown  area  for 
some  26  years,  specializing  in  general  surgery; 
veteran  of  World  War  H. 

Manson  E.  Nichols,  M.D.,  Lancaster;  Western 
Reserve  University  School  of  Medicine,  1926;  aged 
74;  died  Januar)’  8;  recent  member  of  OSMA  and 
.AM.A;  practicing  physician  in  the  Lancaster  area 
since  1932. 

John  Victor  Pilliod,  M.D.,  Ft.  Myers,  Fla.; 
University  of  Cincinnati  College  of  Medicine, 
1921;  aged  74;  died  January  10;  member  of 
OSM.A  and  .AM.A;  practitioner  for  many  years  in 
the  Grand  Rapids,  Ohio,  and  Toledo  area;  retired 
about  1964;  past  president  of  the  Wood  County 
Medical  Society.  Among  survivors  is  a son.  Dr. 
James  Pilliod. 

Bamie  Murl  Reagan,  M.D.,  Cleveland;  Uni- 
versity of  Tennessee  College  of  Medicine,  1931; 
aged  70;  died  January  5;  member  of  OSMA  and 
AMA;  practitioner  for  more  than  28  years  in  the 
Cleveland  area,  specializing  in  the  EENT  field. 

(Continued  on  Next  Page) 
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John  Harold  Shanklin,  M.D.,  Springfield; 
University  of  Kansas  School  of  Medicine,  1939; 
aged  64;  died  December  30;  member  of  OSMA, 
AMA,  and  xAmerican  Academy  of  Family  Physi- 
cians; practicing  physician  and  surgeon  in  Spring- 
field  for  many  years  and  former  medical  director 
of  the  Ohio  Masonic  Home;  former  chairman  of 
the  OSMA  Section  on  General  Practice ; past  presi- 
dent of  the  Clark  County  Medical  Society;  vet- 
eran of  World  War  II. 

Stanley  Carlylle  Sneeringer,  M.D.,  Baltimore, 
Ohio;  Ohio  State  University  College  of  Medicine, 
1935;  aged  62;  died  December  28;  member  of 
OSMA  and  AMA;  practitioner  in  Fairfield  Coun- 
ty for  about  35  years. 

Dwight  Sinclair  Spreng,  Sr,,  M.D.,  Cleveland, 
Western  Reserve  University  School  of  Medicine, 
1923;  aged  75;  died  January  12;  member  of 
OSMA  and  AMA;  practicing  physician  and  sur- 
geon for  many  years  in  Cleveland  before  his  re- 
tirement. Three  physicians  are  among  surcivors. 


a son.  Dr.  Dwight  S.  Spreng,  Jr.;  a daughter.  Dr. 
Katharine  Waldinann;  and  a stepson.  Dr.  Thomas 
\Valdmann. 

George  Newton  Wenger,  M.D.,  Massillon; 
Medical  College  of  Ohio  at  Cincinnati,  1909;  aged 
87;  died  December  29;  member  of  OSMA,  AMA, 
and  American  Proctologic  Society;  Fellow,  Ameri- 
can College  of  Surgeons,  and  International  Col- 
lege of  Surgeons;  diplomate,  American  Board  of 
Colon  and  Rectal  Surgery;  practitioner  for  a total 
of  62  years,  with  51  years  in  the  Massillon  area; 
past  president  of  the  Stark  County  Medical  Society. 

Daniel  E.  Wertman,  M.D.,  Cleveland;  West- 
ern Reserve  University  School  of  Medicine,  1949; 
aged  47;  died  January  6;  member  of  OSMA  and 
AMA;  Fellow,  American  College  of  Radiology; 
diplomate,  American  Board  of  Radiology;  practic- 
ing radiologist  in  Cleveland  and  associated  with 
St.  Luke’s  Hospital;  president-elect  of  the  Cleve- 
land Radiological  Society;  serv^ed  in  the  Army 
Medical  Corps,  1954-1956. 


Discussion  of  E.N.T.  Case  of  the  Month 

(continued  from  p.  188) 


In  most  instances,  the  cause  for  hoarseness 
can  be  seen  by  looking  at  the  patient’s  larynx. 
The  larynges  of  children  may  be  seen  by  using  a 
mirror  and  the  indirect  method  in  the  majority  of 
cases.  However,  it  is  quite  important  to  explain 
to  the  child  exactly  what  you  are  going  to  do, 
and  what  you  expect  of  him.  A few  “practice 
runs”  without  the  use  of  the  mirror  are  helpful, 
letting  him  phonate  the  high  pitched  “eee”  neces- 
sary to  get  a good  view  of  his  larynx.  Heating  the 
mirror  to  prevent  fogging  will  frequently  cause 
great  apprehension  to  a child  unless  the  reason  is 
explained  to  him.  Let  him  touch  the  mirror  and 
prove  to  him  that  it  is  only  warm,  not  hot  prior 
to  inserting  it  into  his  mouth. 

This  child  was  found  to  have  bilateral  vocal 
nodules  (singers  nodes)  as  shown  in  Figure  1. 
These  are  characteristically  located  at  the  junction 
of  the  anterior  and  middle  third  of  the  vocal  cord 
and  are  frequently  bilateral.  The  nodules  prevent 
approximation  of  the  true  cords  during  phonation 
resulting  in  the  typical  hoarse,  low-pitched  voice. 

Vocal  nodules  are  usually  the  result  of  vocal 
abuse,  and  after  surgical  excision  (done  through 


Fig.  1.  V'ocal  nodules  usually  occur  at  junction  of  an- 
terior-middle third  of  true  cords. 


the  laiymogoscope  under  general  anesthesia) , it  is 
important  to  correct  the  original  speech  problem 
or  they  may  reoccur.  Speech  therapy  and  the 
avoidance  of  vocal  abuse  are  important  adjuncts 
in  the  patient’s  postoperative  management. 
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lacidyf 

■HCHLORVYNOL) 

rief  Summary 

Jlcatlons— Placidyl  (ethchlorvynol)  is  indicated 
short-term  hypnotic  therapy  in  the  management 
■insomnia. 

niraindicatlont— Drug  hypersensitivity  and  por- 
/ria. 

mlnga— Not  recommended  during  the  first  and 
iond  trimester  of  pregnancy.  Caution  patients 
! possible  combined  exaggerated  effects  with 
ohol,  barbiturates,  tranquilizers  or  other  CNS 
Sressants.  Exaggerated  effects  might  result  in 
jrring  of  vision,  paralysis  of  accommodation  and 
Ifound  hypnosis.  Caution  patients  concerning 
ring  a motor  vehicle,  operating  machinery,  or 
er  hazardous  operations  requiring  alertness  af- 
I faking  the  drug.  Administer  with  caution  to 
jents  with  suicidal  tendencies  and  do  not  pre- 
ibe  large  quantities  of  the  drug.  Adjustment  of 
dosage  of  oral  anticoagulants  might  be  neces- 
i when  beginning  ethchlorvynol  therapy,  during 
:rapy,  or  after  stopping  therapy.  This  drug  is 
recommended  for  use  in  children.  PLACIDYL 
|3  THE  POTENTIAL  FOR  THE  DEVELOPMENT 
I PSYCHOLOGICAL  AND  PHYSICAL  DEPEND- 
tCE.  INSTANCES  OF  SEVERE  WITHDRAWAL 
MPTOMS,  INCLUDING  CONVULSIONS  AND 
LIRIUM  CLINICALLY  SIMILAR  TO  THOSE  SEEN 
fH  BARBITURATES,  HAVE  BEEN  REPORTED 
PATIENTS  TAKING  REGULAR  DOSES  AS  LOW 
1000  MG.  PER  DAY  OVER  A PERIOD  OF 
ilE  WHEN  THE  DRUG  WAS  SUDDENLY  DIS- 

INTINUED.  PROLONGED  ADMINISTRATION  OF 
£ DRUG  IS  NOT  RECOMMENDED.  Addiction- 
ne  patients  or  those  who  are  likely  to  increase 
ages  of  the  drug  on  their  own  initiative  should 
.observed  for  evidence  of  signs  or  symptoms 
ch  may  indicate  possible  early  withdrawal  or 
tinence  symptoms.  Signs  and  symptoms  asso- 
l:ed  with  withdrawal  and  abstinence  include  un- 
|al  anxiety,  tremor,  ataxia,  slurring  of  speech, 
Tiory  loss,  perceptual  distortions,  irritability, 
lation  and  delirium.  Other  less  well  defined 
IS  and  symptoms,  not  necessarily  due  to  with- 
wal  and  abstinence,  may  include  anorexia,  nau- 
or  vomiting,  weakness,  dizziness,  sweating, 
>cle  twitching  and  weight  loss.  Abrupt  discon- 
lance  of  Placidyl  following  prolonged  overdos- 
may  result  in  convulsions  and  delirium, 
eaullont— Toxic  amblyopia  has  been  reported 
I long-term  continuous  use  of  ethchlorvynol. 
Tianent  visual  defects  have  been  observed,  al- 
jgh  amblyopia  has  improved  after  discontinua- 
of  the  drug.  Drug  dosage  should  be  limited 
elderly  and  debilitated  patients  to  the  smallest 
ctive  amount.  If  pain  is  present,  this  drug 
uid  only  be  given  if  insomnia  persists  after 
1 is  controlled  with  analgesics.  Caution  is  ad- 
d in  prescribing  the  drug  for  patients  who  are 
ig  treated  with  either  MAO  inhibitors  or  anti- 
ressants.  Transient  delirium  has  been  reported 
I the  combination  of  Placidyl  and  amitryptyline. 
g dosage  should  be  reduced  if  prescribed  for 
ents  receiving  MAO  inhibitors  or  antidepres- 
ts.  Caution  should  be  exercised  in  patients 
impaired  hepatic  or  renal  function.  Patients 
respond  unpredictably  to  barbiturates  or  alco- 
or  who  exhibit  excitement  and  release  of  inhi- 
>n  in  association  with  such  agents,  may  also 
:t  in  this  way  to  Placidyl.  Rarely,  patients  may 
bit  symptoms  suggestive  of  an  unusual  sus- 
tibility  to  the  drug:  such  as  prolonged  hypnosis, 
ound  muscular  weakness,  excitement,  hysteria, 
yncope  without  marked  hypotension.  Transient 
liness  or  ataxia  may  occur. 

»rM  Reactions— Hypotension,  nausea  or  vom- 
I,  gastric  upset,  aftertaste,  blurring  of  vision, 
iness,  facial  numbness,  and  allergic  reaction 
ted  by  urticaria  have  been  reported  following 
idyl  administration.  Mild  "hangover"  and  symp- 
i of  mild  excitation  have  occurred  in  some 
mts.  There  have  been  rare  reports  of  cholestatic 
dice  occurring  in  patients  taking  ethchlorvynol. 
'W  cases  of  thrombocytopenia  have  been  re- 
td in  patients  receiving  ethchlorvynol.  302430R 


Give  us  her  nights. 

Prescribe  Placidyl.  Chances  are,  we’ll  give  her  a 
good  night’s  sleep. 

Insomnia  is  often  associated  with  emotional 
disturbance.  Emotional  problems  might  be  the  cause 
. . . or  the  effect.  In  time  that  can  be  determined.  But 
tonight,  one  fact  is  painfully  clear:  she  needs  sleep. 

When  sleep  is  synonymous  with  therapy, 
remember . . . Placidyl  is  synonymous  with  sleep. 

It  has  been  for  over  1 7 years. 

If  time  is  the  criterion  to  inspire  your  confidence... 
you  can  rest  assured  with  Placidyl. 


Prescribed  by  physicians  for  over  17  years. 

Placidyr 

(ETHCHLORVYNOL  CAPSULES,  500  or  750  mg.) 


acute  arthritic  inflammation... heat  that  freezes 

In  acute  rheumatoid  arthritis  consider  Tandearil.  The  anti-inflammatory 
action  of  Tandearil  quickly  helps  reduce  heat,  pain,  swelling,  and 
stiffness.  Results  are  usually  seen  in  3 or  4 days.  Try  it  for  a week  when 
the  symptoms  defy  aspirin  control. 


Rememberthat Tandearil  is  not  a simple  analgesic.  It  should  not  be  used 
on  patients  responding  to  routine  therapy.  Before  using,  please  read 
the  prescribing  information.  It’s  summarized  below. 

Tandearir  helps  take  the  heat  off 

oxyphenbutazone  NF 

Geigy 


Tablets  of  100  mg. 

Important  Note:  This  drug  is  not  a simple 
analgesic.  Do  not  administer  casually.  Care- 
fully evaluate  patients  before  starting  treat- 
ment and  keep  them  under  close  supervision. 
Obtain  a detailed  history,  and  complete  phys- 
ical and  laboratory  examination  (complete 
hemogram,  urinalysis,  etc.)  before  prescribing 
and  at  frequent  intervals  thereafter.  Carefully 
select  patients,  avoiding  those  responsive  to 
routine  measures,  contraindicated  patients 
or  those  who  cannot  be  observed  frequently. 
Warn  patients  not  to  exceed  recommended 
dosage.  Short-term  relief  of  severe  symptoms 
with  the  smallest  possible  dosage  is  the  goal 
of  therapy.  Dosage  should  be  taken  with  meals 
or  a full  glass  of  milk.  Patients  should  discon- 
tinue the  drug  and  report  immediately  any  sign 
of:  fever,  sore  throat,  oral  lesions  (symptoms 
of  blood  dyscrasia):  dyspepsia,  epigastric 
pain,  symptoms  of  anemia,  black  or  tarry 
stools  or  other  evidence  of  intestinal  ulcera- 
tion or  hemorrhage,  skin  reactions,  significant 
weight  gain  or  edema.  A one-weex  trial  period 
is  adequate.  Discontinue  in  the  absence  of  a 
favorable  response.  Restrict  treatment  periods 
to  one  week  in  patients  over  sixty. 

Indications:  Acute  gouty  arthritis,  rheumatoid 
arthritis,  rheumatoid  spondylitis. 
Contraindications:  Children  14  years  or  less; 
senile  patients;  history  or  symptoms  of  G.l. 
inflammation  or  ulceration  including  severe, 
recurrent  or  persistent  dyspepsia;  history  or 
presence  of  drug  allergy;  blood  dyscrasias; 
renal,  hepatic  or  cardiac  dysfunction;  hyper- 
tension; thyroid  disease;  systemic  edema; 
stomatitis  and  salivary  gland  enlargement  due 
to  the  drug;  polymyalgia  rheumatica  and  tem- 
poral arteritis;  patients  receiving  other  potent 
chemotherapeutic  agents,  or  long-term  anti- 
coagulant therapy. 

Warnings:  Age,  weight,  dosage,  duration  of 
therapy,  existence  of  concomitant  diseases, 
and  concurrent  potent  chemotherapy  affect  In- 
cidence of  toxic  reactions.  Carefully  instruct 
and  observe  the  Individual  patient,  especially 
the  aging  (forty  years  and  over)  who  have 
Increased  susceptibility  to  the  toxicity  of  the 
drug.  Use  lowest  effective  dosage.  Weigh 
initially  unpredictable  benefits  against  po- 


tential risk  of  severe,  even  fatal,  reactions. 

The  disease  condition  itself  is  unaltered  by 
the  drug.  Use  with  caution  in  first  trimester  of 
pregnancy  and  in  nursing  mothers.  Drug  may 
appear  in  cord  blood  and  breast  milk.  Serious, 
even  fatal,  blood  dyscrasias,  including 
aplastic  anemia,  may  occur  suddenly  despite 
regular  hemograms,  and  may  become  manifest 
days  or  weeks  after  cessation  of  drug.  Any 
significant  change  in  total  white  count,  rela- 
tive decrease  In  granulocytes,  appearance 
of  immature  forms,  or  fall  In  hematocrit  should 
signal  Immediate  cessation  of  therapy  and 
complete  hematologic  investigation.  Unex- 
plained bleeding  involving  CNS,  adrenals,  and 
G.l.  tract  has  occurred.  The  drug  may  potenti- 
ate action  of  insulin,  sulfonylurea,  and  sul- 
fonamide-type agents.  Carefully  observe 
patients  taxing  these  agents.  Nontoxic  and 
toxic  goiters  and  myxedema  have  been  re- 
ported (the  drug  reduces  Iodine  uptake  by  the 
thyroid).  Blurred  vision  can  be  a significant 
toxic  symptom  worthy  of  a complete  ophthal- 
mological  examination.  Swelling  of  ankles  or 
face  in  patients  under  sixty  may  be  prevented 
by  reducing  dosage.  If  edema  occurs  in  pa- 
tients over  sixty,  discontinue  drug. 

Precautions:  The  following  should  be  ac- 
complished at  regular  Intervals:  Careful  de- 
tailed history  for  disease  being  treated  and 
detection  of  earliest  signs  of  adverse  reac- 
tions; complete  physical  examination  includ- 
ing check  of  patient’s  weight;  complete  weekly 
(especially  for  the  aging)  or  an  every  two 
week  blood  check;  pertinent  laboratoiv  studies. 
Caution  patients  about  participating  in  activ- 
ity requiring  alertness  and  coordination,  as 
driving  a car.  etc.  Cases  of  leukemia  have 
been  reported  in  patients  with  a history  of 
short-  and  long-term  therapy.  The  majority  of 
these  patients  were  over  forty.  Remember  that 
arthritic-type  pains  can  be  the  presenting 
symptom  of  leukemia. 

Adverse  Reactions:  This  is  a potent  drug;  its 
misuse  can  lead  to  serious  results.  Review 
detailed  Information  before  beginning  therapy. 
Ulcerative  esophagitis,  acute  and  reactivated 
gastric  and  duodenal  ulcer  with  perforation 
and  hemorrhage,  ulceration  and  perforation  of 
large  bowel,  occult  G.l.  bleeding  with  anemia. 


gastritis,  epigastric  pain,  hematemesis,  dys- 
pepsia, nausea,  vomiting  and  diarrhea,  ab- 
dominal distention,  agranulocytosis,  aplastic 
anemia,  hemolytic  anemia,  anemia  due  to 
blood  loss  including  occult  G.l.  bleeding, 
thrombocytopenia,  pancytopenia,  leukemia, 
leukopenia,  bone  marrow  depression,  sodium 
and  chloride  retention,  water  retention  and 
edema,  plasma  dilution,  respiratory  alkalosis, 
metabolic  acidosis,  fatal  and  nonfatal  hepa- 
titis (cholestasis  may  or  may  not  be  promi- 
nent), petechiae,  purpura  without  thrombocy- 
topenia, toxic  pruritus,  erythema  nodosum, 
erythema  multiforme,  Stevens-Johnson  syn- 
drome, Lyell’s  syndrome  (toxic  necrotizing 
epidermolysis),  exfoliative  dermatitis,  serum 
sickness,  hypersensitivity  angiitis  (poly- 
arteritis), anaphylactic  shock,  urticaria,  arth- 
ralgia, fever,  rashes  (all  allergic  reactions 
require  prompt  and  permanent  withdrawal  of 
the  drug),  proteinuria,  hematuria,  oliguria, 
anuria,  renal  failure  with  azotemia,  glomeru- 
lonephritis, acute  tubular  necrosis,  nephrotic 
syndrome,  bilateral  renal  cortical  necrosis, 
renal  stones,  ureteral  obstruction  with  uric 
acid  crystals  due  to  uricosuric  action  of  drug, 
impaired  renal  function,  cardiac  decompensa- 
tion, hypertension,  pericarditis,  diffuse  inter- 
stitial myocarditis  with  muscle  necrosis, 
perivascular  granulomata,  aggravation  of 
temporal  arteritis  in  patients  with  polymyalgia 
rheumatica,  optic  neuritis,  blurred  vision, 
retinal  hemorrhage,  toxic  amblyopia,  retinal 
detachment,  hearing  loss,  hyperglycemia, 
thyroid  hyperplasia,  toxic  goiter,  association 
of  hyperthyroidism  and  hypothyroidism  (causal 
relationship  not  established),  agitation,  con- 
fusional  states,  lethargy;  CNS  reactions 
associated  with  overdosage,  including  convul- 
sions, euphoria,  psychosis,  depression,  head- 
aches, hallucinations,  giddiness,  vertigo, 
coma,  hyperventilation,  insomnia;  ulcerative 
stomatitis,  salivary  gland  enlargement. 
(B)98-146-800-F  (10/71) 

For  complete  details.  Including  dosage, 
please  see  full  prescribing  Information. 

GEIGY  Pharmaceuticals 
Division  of  CIBA-GEIGY  Corporation 
Ardsley,  New  York  10502 
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He  ¥K>n't  resist 
feeling  better  witli 

Mylanta  I 

Because  the  taste  is  good.  i i 


□ promptly  relieves  hyperacidity 

□ also  relieves  fullness  and  bloating 

□ non-constipating 
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REPORT  TO  THE  MEMBERSHIP 


The  Ohio  Program 
for  Peer  Review  — MAI-PSRO 

By  James  L.  Henry,  M.D. 

President  of  MAI  and  Secretary-Treasurer  of  OSMA 


' I 'HE  Ohio  State  Medical  Association’s  Council 
in  1971  carefully  analyzed  the  Bennett  Amend- 
ment to  H.R.  1.  This  evaluation  in  concert  with 
expert  congressional  advice  determined  that  the 
PSRO  (Professional  Standards  Review  Organiza- 
tion) concept  would  prevail  over  status  quo,  roll- 
back and  the  AMA-PRO  (Professional  Review 
Organization) . 

Through  H.R.  7182 — the  Devine-Betts  Bill^ — 
the  OSMA  was  able  to  modify  the  Bennett  pro- 
posal. 

MAI  Established 

The  Ohio  State  Medical  Association  then 
formed  Medical  Advances  Institute  (MAI),  a 
corporation  not  for  profit,  established  by  OSMA, 
with  a qualifying  board  of  trustees,  both  lay  and 
physician.  This  corporation,  in  the  opinion  of 
lawyers,  qualified  as  the  proper  vehicle  for  the 
Professional  Standards  Review  Organization.  The 
PSRO  council,  which  is  the  basic  physician  ele- 
ment of  the  corporation,  functions  under  the 
corporate  body — MAI. 

The  efforts  made  and  knowledge  gained 
through  study  of  the  legislation  were  employed  by 
MAI  to  develop  a peer  review  program  that  would 
be  compatible  with  anticipated  legislation. 

It  is  safe  to  say  that  the  game  of  anticipation 
is  still  in  progress.  The  1972  law — -P.L.  92-603 — -is 
nonspecific  in  many  areas  and  will  be  modified 
and  enforced  by  regulations  from  the  U.S.  Secre- 
tary of  Health,  Education  and  Welfare.  Medicare 
has  demonstrated  that  a law  by  regulations  may 
be  very  distressing.  MAI-PSRO  is  left  with  more 
of  the  game  of  anticipation.  At  this  point,  it  is 
very  costly  and  not  very  exciting,  merely  exacting. 

Sincere  Philosophical  Differences 

A great  deal  has  been  written  and  expostu- 
lated about  MAI-PSRO.  It  is  safe  to  state  that 
a great  deal  of  ignorance,  fear  and  concern  have 
been  demonstrated.  In  fairness,  some  very  sincere 
philosophical  differences  have  been  raised.  Certain 
elements  did,  indeed,  mount  a vigorous  campaign 
against  the  concept  of  PSRO.  This  opposition  de- 
manded that  OSMA  must  have  approval  of  its 
House  of  Delegates.  In  May  1972,  the  OSMA 


House  of  Delegates,  by  an  overwhelming  majority, 
endorsed  the  concept  and  development  of  a pro- 
gram. There  was  a restrictive  stipulation  that  the 
House  must  approve  any  operational  contract  with 
government  agencies. 

The  action  of  the  OSMA  House  of  Delegates 
has  been  emphatically  respected  to  the  letter.  No 
manner  of  grants  has  been  accepted  from  any 
government  agency.  The  development  of  a quality, 
quantity  and  cost  assurance  program  is  extremely 
expensive  and  the  temptation  to  seek  such  a grant 
is  very'  pressing:  But  NO!  NO!  To  date  the  peer 
review  system  and  organization  have  been  sup- 
ported by  OSMA,  Blue  Shield,  Blue  Cross,  Nation- 
wide Insurance  Company  and  the  Columbus  Dis- 
trict of  the  Ohio  Association  of  Osteopathic  Medi- 
cine. Less  than  $30,000  has  been  expended  to  date 
for  a program  that  was  funded  by  HEW  in  Utah 
for  $1,200,000.  Necessity  becomes  the  mother  of 
invention,  I.O.U.’s  and  ideas. 

In  Ohio  a program  that  is  physician-directed, 
flexible  and  variable  has  been  created.  To  this 
end,  12  PSRO  regions  have  been  formed.  Each 
region  has  a representative  on  the  PSRO  Council. 
Three  councilors-at-large  serve  to  make  an  effec- 
tive democratic  council  of  15  licensed,  practicing 
physicians.  These  physicians  were  selected  upon 
recommendation  of  County,  State  and  Specialty 
Societies.  The  construction  of  the  Council  in  this 
manner  under  a state  (area)  wide  umbrella,  pre- 
cludes multiple  PSRO’s  in  Ohio.  Under  P.L.  92- 
603,  in  the  event  that  three  or  more  independent 
PSRO’s  exist,  the  PSRO  State  Council  will  be 
comprised  of  physicians  chosen  by  the  Secretary 
of  PIEW,  the  Governor,  Hospital  Associations,  the 
State  Medical  Society  and  the  Regional  PSRO’s. 
Historically,  this  may  not  serve  the  State  of  Ohio 
well.  The  MAI  umbrella  certainly  is  more  appro- 
priate. 

Rules  and  regulations  have  been  adopted  by 
the  MAI  Council  and  attention  is  being  directed 
to  regional  organization  and  relationships  with 
local  Medical  Societies  and  hospital  staffs. 

Panels  Will  Establish  Guidelines 

Specialty  panels  have  been  established  to  de- 
velop guidelines  and  parameters  of  quality  medical 
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care  by  disease  entity.  Each  panel  was  instructed 
to  develop  medical  criteria  for  20  diseases  and  /or 
procedures,  do  date,  almost  100  items  ha\e  been 
developed  and  25  ha\e  been  programmed  for  the 
computer  technique.  The  work  of  the  panels  is 
most  important  and  on-going. 

The  panels  will  evaluate,  revise  and  improve 
the  criteria  of  care  as  the  data  are  generated  for 
study.  Also,  panels  will  be  important  resource  pro- 
fessionals for  the  PSRO  Council  in  policy  and 
research  matters. 

In  addition  to  the  specialty  panels,  the  PSRO 
Council  and  the  MAI  Board  of  Trustees  have 
input  from  a carrier  coordinating  committee  and 
a hospital  coordinating  committee.  These  commit- 
tees provide  necessary  expertise  unavailable  except 
from  such  resources.  The  carrier  coordinating  com- 
mittee is  comprised  of  representatives  from  all  of 
the  Ohio  Blue  Cross  Plans,  OMI,  Medical  Mutual 
of  Cleveland,  Nationwide,  the  Health  Insurance 
Council,  along  with  officials  from  the  Ohio  De- 
partments of  Health,  Finance  and  5Velfare.  At  the 
present  time,  this  committee  is  addressing  itself, 
seriously,  to  the  development  of  a common  billing 
form  and  data  reporting  form.  Accomplishment 
of  this  would  greatly  improve  data  for  the  PSRO 
as  well  as  improve  the  caliber  of  the  data  greatly. 
At  present,  hospitals  and  other  facilities  are  con- 
fronted with  95  or  more  separate  forms,  of  which 
none  captures  identical  data.  For  example,  one 
form  doesn’t  ask  the  patient’s  name,  nor  does 
another  request  a diagnosis.  One  form  alone  would 
be  a miraculous  contribution. 

The  determination  of  appropriate  costs  is  in- 
extricably correlated  and  tied  to  quality  assurance, 
ddiis  certainly  requires  the  opinion  and  advice  of 
hospital  administrators.  The  Flospital  Coordinat- 
ing Committee  will  ha\  e deep  concern  in  the  area 
of  costs.  The  linking  of  the  claims  payment 
mechanism  to  the  quality  review  process  is  the 
best  assurance  of  accurate,  timely  reporting  so 
that  retroactive  decisions  can  be  reduced  or  elim- 
inated. Even  more  important,  problem  cases  will 
be  identified  readily.  For  example,  no  charges  are 
appropriate  if  quality  review  determines  that  the 
patient  should  never  have  been  admitted  at  all. 
Hospital  administrators  appreciate  that  a great 
deal  of  expense  is  due  to  information  handling. 
With  the  PSRO  system,  a great  savings  could  be 
effected  for  both  hospitals  and  carriers. 

Physician  Direction 

The  end  result  of  the  work  of  all  of  this  is 
a physician-directed,  computerized  peer  review 
system.  This  mechanized  system  is  simply  a review 
process  based  upon  standard  quality  criteria  de- 
veloped by  practicing  physicians  and  applied  state- 
wide with  local  variables  and  assuring  uniform 
application  and  methodology.  In  this  way  effi- 


ciency and  effectiveness  of  local  peer  review  pro- 
grams are  enhanced. 

I he  means  have  been  found  to  define  di.screte 
computer-adapted  quality  criteria,  which  possess 
adequate  specificity  to  allow  the  initial  ca.se  re\  iew 
to  be  totally  machine  processable.  The  creation  of 
“uniform  criteria  development  forms”  permitted 
the  establi-shment  of  specific  data  requirements  for 
all  disease  criteria. 

Efficient  Data  Handling 

The  several  medical  specialty  panels  have 
been  instructed  in  the  techniques  of  so  defining 
the  necessary  elements  of  quality  medical  care  and 
are  currently  completing  those  criteria  forms.  The 
criteria,  including  length-of-stay  parameters  and 
developed  for  disease  entities  in  all  specialty  areas 
of  medicine,  are  thus  defined  uniformly  and  utilize 
identical  data  fields.  This,  then,  enables  the  princi- 
ples of  true  peer  review  to  be  built  into  the  con- 
current computer  screening  of  hospital  abstracts 
and  permits  development  of  effective  data  han- 
dling procedures.  It  is  apparent  that  there  has 
been  a parallel  development  of  uniform  quality 
criteria,  case  abstracts  and  the  necessary  com- 
puter programs  to  process  the  data. 

Once  the  admitting  diagnosis  is  entered  into 
the  computer,  usually  within  the  first  24  hours, 
the  machine  automatically  generates  a case  ab- 
stract unique  to  the  diagnosis.  The  case  abstract 
is  derived  entirely  from  criteria  developed  by  the 
Professional  Standards  Review  specialty  panels. 
The  case  abstract  for  the  individual  patient  is 
completed  or  updated  periodically  by  a nurse- 
coordinator  from  the  time  of  admission  to  dis- 
charge. 

Personal  Follow-Up 

The  computer  does  the  bookkeeping  of  indi- 
vidual case  information,  informs  the  nurse-coordi- 
nator precisely  what  additional  data  may  be 
needed  to  fulfill  the  peer  review  quality  criteria 
and  automatically  prepares  analysis,  including  ex- 
ception reports  which  are  issued  to  the  utilization 
review  committees  for  their  evaluation.  In  most 
cases,  concurrent  abstracts  will  be  generated  every 
six  days  but,  if  the  need  arises,  a report  could  be 
developed  instantaneously. 

The  employment  of  trained  nurse-coordina- 
tors for  collection  of  data  enhances  the  accuracy 
greatly  and  obviously  frees  hospital  personnel  from 
these  work  requirements.  This  approach  also  en- 
sures that  the  information  has  been  collected  by 
a “disinterested  party,”  inasmuch  as  the  nurse  is 
an  employee  of  the  PSRO  and  not  the  hospital 
nor  the  hospital  staff. 

Confirmed  data  accuracy  is  essential  to  our 
plans  for  a continuing  process  of  criteria  refine- 
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ment  and  upgrading  of  the  entire  revdew  process. 
For  example,  the  length  of  stay  criteria  required 
by  P.L.  92-603  will  most  certainly  be  altered  from 
the  present  50th  percentile  as  a result  of  quality 
review.  Criteria  will  be  readjusted  in  keeping  with 
facts  gleaned  from  the  data,  so  that  the  accurate 
realities  of  medical  practice  can  be  identified. 

The  system  necessitates  a level  of  appropriate- 
ness of  action  at  all  levels  and  stages  of  the  review 
process.  In  order  to  establish  credulity,  responsi- 
bility and  integrity,  checks  have  been  designed 
throughout  the  informational  system  from  input 
to  the  final  judgmental  decision  rendered  by  utili- 
zation review  committees. 

The  mechanism  for  evaluation  of  results  of 
the  entire  peer  review  system  is  built  in  and  will 
be  available  for  independent  scrutiny  and  for 
determining  the  appropriateness  of  hospital  costs. 

The  peer  review  system  is  designed  to  perform 
a prospective,  current  and  retrospective  evaluation 
of  the  quality,  cjuantity  and  cost  of  medical  care 
by  individual,  physician,  hospital,  state,  region  and 
above  all,  disease  entity.  The  utilization  and  audit 
functions  are  simultaneous.  Herein  lies  the  real 
difference  and,  thus,  the  effectiveness  of  the  com- 
puterized peer  review  system. 

Those  involved  in  the  progress  that  has  been 
made  are: 


MAI-BOARD  OF  TRUSTEES 

William  T.  Blair,  Ohio  Chamber  of  Commerce 
John  Cashman,  M.D.,  Director,  Ohio  Department  of 
Health 

Oscar  W.  Clarke,  M.D.,  Member  of  OSMA  Council 
A.W.  Conway,  D.O.,  Ohio  Osteopathic  Association  of 
Physicians  and  Surgeons 

John  Fisher,  Nationwide  Mutual  Insurance  Company 
David  Fishman,  M.D.,  Member  of  OSMA  Council 
Howard  R.  Franz,  President,  Blue  Cross  of  Central  Ohio 
Richard  L.  Fulton,  M.D.,  Past  President  of  OSMA 
James  L.  Henry,  M.D.,  M.AI  President  and  Secretary- 
Treasurer  of  OSMA 

Stephen  P.  Hogg,  M.D.,  Member  of  OSM.\  Council 
James  Marshall,  Health  Insurance  Council 
Robert  R.  Clark,  M.D.,  Summit  County  Medical  Society 
Donald  E.  Newkirk,  President  of  Ohio  Hospital 
Association 

Hart  F.  Page,  Executive  Director  of  Ohio  State  Medical 
Association 

P.  John  Robechek,  M.D.,  Past  President  of  OSMA 
William  R.  Schultz,  M.D.,  President  of  OSMA 
Robert  N.  Smith,  M.D.,  Past  President  of  OSMA 
C.  William  Swank,  Executive  Vice-President  of  Ohio 
Farm  Bureau  Federation 


PSRO  COUNCIL 

District 


George  D.  J.  Griffin,  M.D.,  Cincinnati  1 

George  D.  Smith,  M.D.  (Alt.),  Middletown  1 

Robert  Taylor,  M.D.,  Dayton  2 

John  H.  Hughes,  M.D.,  Kenton  3 

John  C.  Smithson,  M.D.  (Alt.),  Findlay  3 

Harry  C.  Mack,  M.D.,  Toledo  4 

Peter  A.  Overstreet,  M.D.  (.\lt.),  Toledo  4 

William  Trowbridge,  M.D.,  Cleveland  5 

Kenneth  Clement,  M.D.  (Alt.),  Cleveland  5 

Robert  R.  Clark,  M.D.,  Akron  6 

Arnold  Schuring,  M.D.  (Alt.),  Warren  6 


John  W.  Metcalf,  Jr.,  M.D.,  Chairman,  Steubenville  7 


PSRO  COUNCIL  (Contd.) 

District 


George  Morrice,  M.D.,  Newark 
Carl  Petersilge,  M.D.  (Alt.),  Newark 
Joseph  P.  Brady,  M.D.,  Gallipolis 
Philip  Taylor,  M.D.,  Columbus  10 

William  A.  Millhon,  M.D.  (Alt.),  Columbus  10 

James  Stephens,  M.D.,  Oberlin  1 1 

.Albert  Burney  Fluff,  M.D.  (Alt.),  Wooster  11 

George  Leicht,  M.D.,  North  Olmsted  12 

Julius  Wolkin,  M.D.  (Alt.),  Cleveland  12 


MEMBERS  AT  LARGE 

John  J.  Gaughan,  M.D.,  Cleveland 

James  E.  Fleming,  M.D.  (Alt.),  Cleveland 

Paul  Ertel,  M.D.,  Columbus 

Paul  S.  Metzger,  M.D.,  Columbus 

W.  D.  Henceroth,  D.O.,  Vice-Chairman,  Grove  City 

C.  W'.  Elliott,  D.O.,  Dayton 

SPECIALTY  PANELS;  (Incomplete) 

Specialty  Panel  on  Anesthesiology 
Nicholas  G.  DePiero,  M.D.  (Chm.),  Garfield  Heights 
John  P.  Garvin,  M.D.,  Pataskala 
DeForest  Metcalf,  M.D.,  Youngstown 
Walter  B.  Wildman,  M.D.,  Cincinnati 
Stacy  S.  Lloyd,  D.O.,  Toledo 

Specialty  Panel  on  Dermatology 
William  Dorner,  Jr.,  M.D.  (Chm.),  Akron 
Richard  D.  Carr,  M.D.,  Columbus 
Harry  H.  Fox,  M.D.,  Cincinnati 
Jerome  Kimmelman,  M.D.,  Toledo 
Thomas  E.  Netherton,  M.D.,  Euclid 
Henry  H.  Roenigk,  Jr.,  M.D.,  Cleveland 
Lawton  Gerlinger,  Jr.,  M.D.,  Kettering 
Kenneth  M.  Lloyd,  M.D.,  Youngstown 

Specialty  Panel  on  Internal  Medicine 
Edward  O.  Hahn,  M.D.  (Chm.),  Fairview  Park 
Warren  M.  Bartholomae,  M.D.,  Akron 
James  F.  King,  M.D.,  Canton 
Carl  G.  Thompson,  M.D.,  Cincinnati 
Donald  E.  Walker,  M.D.,  Cincinnati 
Bernard  Chojnacki,  M.D.,  Cleveland 
Herschel  Cohen,  M.D.,  Cleveland 
Stewart  Rose,  M.D.  Columbus 
Richard  L.  Fulton,  M.D.,  Columbus 
George  L.  Parkin,  M.D.,  Dayton 
Robert  E.  Rinderknecht,  M.D.,  Dover 
Albert  A.  Fisk,  M.D.,  Elyria 
Herbert  B.  Rosenbaum,  M.D.,  Lorain 
Oscar  W.  Clarke,  M.D.,  Gallipolis 
Gordon  B.  Snider,  M.D.,  Lancaster 
Patrick  A.  Connaughton,  M.D.,  Lima 
Alexander  C.  Reed,  M.D.,  Lima 
Charles  G.  Young,  M.D.,  Mansfield 
Charles  V.  Adair,  M.D.,  Mansfield 
Donald  G,  Pocock,  M.D.,  Massillon 
William  J.  Rowe,  M.D.,  Toledo 
Peter  A,  Overstreet,  M.D.,  Toledo 
I.eonard  P.  Caccamo,  M.D.,  Youngstown 
William  R.  Krauss,  D.O.,  Columbus 

Specialty  Panel  on  Family  Practice 
James  C.  Good,  M.D.  (Chm.),  Columbus 
Harry  A.  Killian,  M.D.,  Willoughby 
David  A.  Barr,  M.D.,  Lima 
Lauren  M.  Brown,  M.D.,  Akron 
Robert  J.  Zimmerman,  M.D.,  Conneaut 
Alford  C.  Diller,  M.D.,  Convoy 
Richard  W.  Reiman,  M.D.,  Wooster 
Robert  L.  Reinhart,  M.D.,  Columbus 
B.  Leslie  Huffman.  Jr.,  M.D.,  Toledo 
Fred  V.  Light,  M.E).,  Cleveland 
H.  Judson  Reamy,  ^I.D.,  Dover 
Robert  S.  Young,  M.D.,  Johnstown 
Kenneth  A.  Frederick,  M.D.,  Cincinnati 
John  D.  Welsh,  M.D.,  Centerville 

(Continued  on  next  page) 
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Specialty  Panel  on  Family  Practice  (Contd.) 

Robert  B.  Elliott,  M.D.,  Ada 
Henry  R.  Silverman,  M.D.,  Toledo 
Robert  D.  Hochstetler,  M.D.,  Willoughby 
Janis  Lauva,  M.D.,  Wellsville 
Francis  A.  Sunseri,  M.D.,  Steubenville 
Carl  E.  Spragg,  M.D.,  New  Concord 
Richard  L.  Counts,  M.D.,  Chillicothe 
Tennyson  Williams,  M.D.,  Delaware 
James  B.  Patterson,  M.D.,  Lorain 
Emmett  P.  Monroe,  M.D.,  Cuyahoga  Falls 
Jack  M.  Strickler,  D.O.,  Dayton 

Specialty  Panel  on  Ob-Gyn 
Arthur  G.  King,  M.D.  (Chm.),  Cincinnati 
Karl  Ziesmann,  M.D.,  Cincinnati 
John  H.  Sanders,  M.D.,  Cleveland 
George  P.  Leicht,  M.D.,  North  Olmsted 
Layton  S.  Shaffer,  D.O.,  Columbus 

Specialty  Panel  on  Ophthalmology 
Robert  B.  O’Dair,  M.D.  (Chm.),  Columbus 
Torrence  A.  Makley,  Jr.,  M.D.,  Columbus 
Alfred  Nicely,  M.D.,  Akron 
James  E.  Walker,  D.O.,  Sandusky 
Jerome  A.  Gans,  M.D.,  Cleveland 
S.  Baird  Pfahl,  M.D.,  Sandusky 

Specialty  Panel  on  Pediatrics 
Homer  A.  Anderson,  M.D.  (Chm.),  Columbus 
Dwain  Harper,  D.O.,  Columbus 
Mason  S.  Jones,  M.D.,  Dayton 
Marvin  R.  McClellan,  M.D.,  Cincinnati 
Lowell  D.  Smith,  M.D.,  Chillicothe 
Robert  O.  Walton,  M.D.,  Cleveland 

Specialty  Panel  on  Orthopedics 
James  G.  Roberts,  M.D.  (Chm.),  Akron 
Joseph  E.  Burns,  Jr.,  M.D.,  Warren 
Richard  G.  Jenkins,  M.D.,  Dayton 
Carl  R.  Coleman,  M.D.,  Columbus 
Thomas  H.  Brown,  Jr.,  M.D.,  Toledo 
Gordon  N.  Earner,  M.D.,  Cleveland 
Richard  J.  Watkins,  M.D.,  Wooster 
Peter  E.  Johnston,  D.O.,  Columbus 

Specialty  Panel  on  Pathology 
Lawrence  J.  McCormack,  M.D.  (Chm.),  Cleveland 
Horace  B.  Davidson,  Jr.,  M.D.,  Columbus 
Philip  Golding,  D.O.,  Columbus 
John  Hamblet,  M.D.,  Cincinnati 
R.  Daniel  Rigal,  M.D.,  Toledo 
Robert  E.  Schultz,  M.D.,  Wooster 

Specialty  Panel  on  Physical  Medicine 
John  L.  Melvin,  M.D.  (Chm.),  Columbus 
William  Scott,  D.O.,  Columbus 
Emily  Hess,  M.D.,  Cincinnati 
Paul  A.  Nelson,  M.D.,  Cleveland 
Ira  W.  Weiden,  M.D.,  Toledo 
Karl  Olson,  M.D.,  Akron 
Leo  H.  French,  Jr.,  M.D.,  Dayton 
John  D.  Guyton,  M.D.,  Columbus 

Specialty  Panel  on  Plastic  Surgery 

H.  William  Porterfield,  M.D.  (Chm.),  Columbus 
John  D.  Desprez,  M.D.,  Cleveland 

George  Henry  Dietz,  M.D.,  Youngstown 
James  B.  Kahl,  M.D.,  Cincinnati 
John  C.  Kelleher,  M.D.,  Toledo 

I. ester  R.  Mohler,  M.D.,  Columbus 
Philip  Weisman,  M.D.,  Dayton 


Specialty  Panel  on  Radiology 
Theodore  Castele,  M.D.  (Chm.),  Cleveland 
John  J.  Gaughan,  M.D.,  Cleveland 
Joseph  H.  Hanson,  M.D.,  Toledo 
Williard  J.  Howland,  M.D.,  Canton 
William  Schwartz,  NI.D.,  Columbus 

Specialty  Panel  on  Psychiatry 
(No  chairman) 

Victor  M.  Victoroff,  M.D.,  Cleveland 
Robert  J.  McDevitt,  M.D.,  Cincinnati 
R.  V.  Fitzgerald,  M.D.,  Toledo 
Robert  L.  Turton,  D.O.,  Columbus 

Specialty  Panel  on  Surgery 
John  H.  Hughes,  M.D.  (Chm.  Pro  tern),  Kenton 
Thomas  Morgan,  M.D.,  Gallipolis 
F.  Miles  Flickinger,  M.D.,  Lima 
Nathan  Hale,  M.D.,  Wilmington 
William  Flynn,  M.D.,  Youngstown 
Elden  Weckesser,  M.D.,  Cleveland 

J.  Albert  Finer,  D.O.,  Massillon 
Frank  Shively,  M.D.,  Dayton 
Robert  Hummel,  M.D.,  Cincinnati 
George  N.  Bates,  M.D.,  Toledo 
Clare  W.  Elliott,  D.O.,  Dayton 
Theodore  F.  Classen,  D.O.,  Cleveland 

Specialty  Panel  on  Urology 
Thomas  N.  Quilter,  M.D.  (Chm.),  Marion 


CARRIER  INPUT  AND 
COORDINATING  COMMITTEE 

Vernon  R.  Burt,  President  of  Blue  Cross  of  Northeast  Ohio 
Earl  H.  Fisher,  Vice-President,  Blue  Cross  of  Northwest 
Ohio 

James  Dorn,  Blue  Cross  of  Central  Ohio 
Edward  F.  Wilz,  Vice-President,  Blue  Cross  of  Southwest 
Ohio 

Donald  E.  Bender,  Health  Insurance  Association  of 
America 

Paul  S.  Metzger,  M.D.,  Vice-President  of  Nationwide 
Insurance  Company 

Robert  A.  Lubell,  Vice-President,  Medical  Mutual  of 
Cleveland,  Inc. 

Michael  J.  Ketchum,  President  of  Ohio  Medical 
Indemnity,  Inc.  (Chm.  Pro  tern) 

Helen  Samuels,  State  of  Ohio  Department  of  Finance 
Edward  A.  Lentz,  Ohio  Department  of  Health 
Frederick  J.  Zuber,  Chief,  Division  of  Medical  Assistance, 
Ohio  Department  of  Public  Welfare 
A.  W.  Conway,  D.O.,  MAI  Board  of  Trustees 
Robert  R.  Clark,  M.D.,  PSRO  Councilor 
Paul  Ertel,  M.D.,  PSRO  Councilor 

Hospital  Coordinating  Committee 
George  B.  Byrum,  Adm.,  The  Ohio  Valley  Hospital, 
Steubenville 

William  E.  Culbertson,  Adm.,  Wood  County  Hospital, 
Bowling  Green 

Waldo  K.  Landis,  Adm.,  Wooster  Community  Hospital, 
Wooster 

Sidney  Lewine,  Director,  Mt.  Sinai  Hospital  of  Cleveland, 
Cleveland 

William  E.  Ruse,  Adm.,  Blanchard  Valley  Hospital, 
Findlay 

Frank  C.  Sutton,  M.D.,  Director,  Miami  Valley  Hospital, 
Dayton 

Richard  L.  Fulton,  M.D.,  MAI  Board  of  Trustees 
C.  W.  Elliott,  D.O.,  PSRO  Council 
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OMPAC  Proudly  Presents. 


“The  inside-Washington 
comedian  without  an  equal . . 

zMark  Bussell 

Subject; 

“POLITICS  IS  A LAUGHING 
MATTER” 

UESDAY,  MAY  8,  1 973-  1 1 :30  A.M. 

(Week  of  the  OSMA  Annual  Meeting) 

Saturn  Room,  Second  Floor, 
Sheraton-Columbus 


-lAT  IVtARK  RUSSELL  does  is  to  say  salient  things  about  big  people,  Establishment  people 
id  their  big  institutions  . . . things  some  of  us  would  like  to  say  but  don’t  dare  ...  or  just 
3n’t  bright  enough  to  say  them.  So,  we’re  happy  that  Mark  says  his  things  so  well  — even 
/mes  and  sings  them.  Further,  he  slices  into  the  absurdities  of  life  so  that  you  can  almost 
1 ide  them.  He  attacks  his  topics  with  zest  and  glee,  tummeling  out  of  his  incisive  comedic 
lent.  He  turns  satire  into  hilarity.  You  don’t  feel  you’ve  been  enlightened  by  Mark  but  you 
MOW  you’ve  been  entertained. 


Enclosed  is  $. to  pay  for: 

OMPAC  Luncheon  tickets  @ $5.00  per  person 

Name 


Street  Address. 


City__ 

Make  checks  payable  to  the  OHIO  STATE  MEDICAL  ASSOCIATION 
Mail  to:  OSMA,  17  South  High  Street,  Suite  500,  Columbus,  Ohio  43215 


ALL  DAY  PROCiRAM  PLANNED  ON 


“Sexual  Counseling” 

TO  BE  PRESENTED  IN  CONNECTION  WITH 
1973  OSMA  ANNUAL  MEETING 


Monday,  May  7,  1973 
\'eterans  Memorial  Building 


Program  sponsored  by  the  OSMA  Sections  on  Obstetrics  and  Gynecology;  Physical  Medicine  and  Re- 
habilitation; and  Psychiatry  and  Neurology'. 

NOTE:  program  is  acceptable  for  6 prescribed  hours  by  the  American  Academy  of  Family  Physicians. 


Morning  Program 


Afternoon  Program 


Presiding:  Karl  Ziesmann,  M.D.,  Cincinnati, 

Chairman,  Section  on  Obstetrics  and 
Gynecology 

Panel  Moderator:  Mary  S.  Calderone,  M.D., 

M.P.H.,  New  York  City 

9:00  a.m.  “Human  Sexuality  and  the  Practic- 
ing Physician” 

Speaker:  Mary  S.  Calderone,  M.D.,  M.P.H., 

Executive  Director  and  Co-Found- 
er Sex  Information  and  Education 
Council  of  the  U.S.  fSIECUS) 

9:45  a.m.  “A  Tolerant  Attitude  Toward  Hu- 
man Sexuality” 

Speaker:  Edward  Tyler,  M.D.,  Visiting 

Professor,  Family  Practice,  Uni- 
versity of  Wisconsin  School  of 
Medicine,  Madison,  Wisconsin. 

10:30  a.m.  Coffee  Break 

10:45  a.m.  Panel  discussion  followed  with  Ques- 
tions and  Answers  Period 


Presiding:  Ian  MacLean,  M.D.,  Columbus,  Pro- 

gram Chairman,  Section  on  Physical 
Medicine  and  Rehabilitation 

Panel  ^Moderator:  Mary  S.  Calderone,  M.D., 

M.P.H.,  New  York  City 

2:00  p.m.  “Counseling  Sexual  Incompatibility: 
Adam  versus  Eve” 

Speaker:  David  M.  Reed,  Ph.D.,  Philadelphia, 

Pa.,  Assistant  Professor  of  Psychi- 
atry and  Chief  of  Training,  Divi- 
sion of  Family  Study,  University 
of  Pennsylvania 

2:45  p.m.  “Sexual  Counseling  of  the  Physical- 
ly Disabled” 

Speaker:  Theodore  M.  Cole,  M.D.,  Associate 

Professor,  Department  of  Physical 
Medicine  & Rehabilitation,  Uni- 
versity of  Minnesota. 

3:30  p.m.  Coffee  Break 

3:45  p.m.  Panel  discussion  followed  with  Ques- 
tions and  Answers  Period 


12:15  p.m.  Break  for  lunch  and  tour  of  Exhibits  5:00  p.m.  Adjourn 
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Register  Now  for  I,  //,  III  or  IV 


Four  Postgraduate  Courses 

SCHEDULED  TUESDAY  AND  WEDNESDAY  MORNING 

7:30  A.M.  -9:00  A.M. 

SHERATON-COLUMBUS  MOTOR  HOTEL 
During  1973  OSMA  Annual  Meeting 


COURSE  I 

^‘Ischemic  Heart  Disease  I — 
Diagnosis” 

Course  Leader:  Richard  P.  Lewis,  M.D. 

Associate  Professor,  Department  of  Medicine 
Ohio  State  L^niversity,  College  of  Medicine 

Program — Tuesday,  May  8 

( 1 ) “History  & Physical  Examination” — 

Richard  P.  Lewis,  M.D. 

(2)  “Overview  of  Problem” — 

Richard  P.  Lewis,  M.D. 

(3)  “Exercise  Tests” — Stephen  F.  Schaal,  M.D. 
.\ssociate  Professor,  Department  of  Medicine 
Ohio  State  University,  College  of  Medicine 

(4)  “Lipids”^Paul  D.  Bunn,  M.D. 

■Associate  Profes.sor,  Department  of  Medicine 
Ohio  State  University,  College  of  Medicine 

(5)  “Coronary'  Angiography” — 

Richard  F.  Leighton,  M.D. 
.Associate  Professor,  Department  of  Medicine 
Ohio  State  University,  College  of  Medicine 

“Ischemic  Heart  Disease  II — 
Therapy” 

Program — Wednesday,  May  9 

(1)  “Saphenous  A^ein  Graft” — 

John  S.  A'^asko,  M.D. 
•Associate  Professor,  Surgery 
Ohio  State  University,  College  of  Medicine 


(2)  “Medical  Rx  of  .Angina  Including  Rehabili- 

tation”— John  L.  Robinson,  M.D. 
.V.ssistant  Professor,  Department  of  Medicine 
Ohio  State  University,  College  of  Medicine 

(3)  “Cardiogenic  Shock” — 

Charles  A.  Bush,  M.D. 
.Associate  Profes.sor,  Department  of  Medicine 
Ohio  State  University,  College  of  Medicine 

(4)  “.\rrhythmias” — Joseph  M.  Ryan,  M.D. 
Professor,  Department  of  Medicine 
Ohio  State  University,  College  of  Aledicine 


COURSE  II 

“Blood  Gases:  Acid-Base 
Disturbances,  Fluid  Electrolyte 
Problems” 

Program — Tuesday,  May  8 

“Diagnosis  and  Treatment  of  .Acid-Base  Dis- 
orders” 

Program — Wednesday,  May  9 

“Diagnosis  and  Treatment  of  Fluid  & Electrolyte 
Disorders” 

Ciourse  Leader:  Thomas  F.  Ferris,  M.D. 

Professor  of  Medicine  and  Director  of  the 

Division  of  Renal  Diseases 

Ohio  State  University,  College  of  Medicine 

(Continued  on  Next  Page) 
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Four  PG  Courses — contd. 

COURSE  III 

“Parathyroid  and  Thyroid 
Problems  and  Solutions” 

Course  Leader:  Thomas  G.  Skillman,  M.D. 
Professor  of  Medicine,  Director 
Division  of  Endocrinology  & Metabolism 
Ohio  State  University,  College  of  Medicine 

“Thyroid  Problems” 

Program — Tuesday,  May  8 

Moderator:  Ernest  L.  Mazzaferri,  M.D. 

Associate  Professor,  Department  of  Medicine 
Ohio  State  University,  College  of  Medicine 

7 : 30-7 :45  a.m.  “Spectrum  of  Adult  Thyroid  Dis- 
ease” (Simple  Goiter,  Thyroiditis,  Graves’s 
Disease,  Cancer) — Jack  M.  George,  M.D. 
Associate  Professor,  Department  of  Medicine 
Ohio  State  University,  College  of  Medicine 

7:45-8:00  a.m.  “The  Thyroid  Function  Tests: 
Their  Problems” — 

Thomas  G.  Skillman,  M.D. 


8:00-8:15  a.m.  “Treatment  of  Thyrotoxicosis” — 
Ernest  L.  Mazzaferri,  M.D. 

8:20-9:00  a.m.  Panel  Discussion — Questions  and 
Answers — Drs.  Alazzaferri,  George  and 

Skillman 

“Calcium-Parathyroid 

Problems” 

Program — Wednesday,  May  9 

Moderator:  William  B.  Malarkey,  M.D. 

Assistant  Professor,  Department  of  Medicine 
Ohio  State  University,  College  of  Medicine 

7:30-7:45  a.m.  “Spectrum  of  Parathyroid  Dis- 
eases” (Hyperparathyroidism,  Hypopara- 
thyroidism)— Robert  L.  Folk,  M.D. 
Associate  Professor  of  Medicine, 

Division  of  Endocrinology  and  Metabolism 
Ohio  State  University,  College  of  Medicine 

7:45-8:00  a.m.  “Diagnosis  of  Hyperparathyroid- 
ism”-— William  B.  A4alarkey,  M.D. 

8:15-8:30  a.m.  “Treatment  of  Hypercalcemia” — 

Samuel  Cataland,  M.D. 
Assistant  Professor,  Department  of  Medicine 
Ohio  State  University,  College  of  Medicine 


Clip  and  Complete  Registration  Form  and  Return  OSMA 

POSTGRADUATE  COURSES 

Tuesday,  May  8 and  Wednesday,  May  9,  1973 
7:30-9:00  A.M. 

Sheraton -Columbus  Motor  Hotel 

(Please  check  one) 

Please  register  me  for  Postgraduate  Course  O I CH  H dl  HI  [H  IV 

Registrant's  Name 

Add  ress 

City State Zip  Code 

Registration  Fee:  $10.00  per  person  (includes  continental  breakfast) 

Enclosed  is  a check  in  the  amount  of  $ 

Make  checks  payable  to  the  OHIO  STATE  MEDICAL  ASSOCIATION  and  return  to: 

Ohio  State  Medical  Association 

17  South  High  Street,  Suite  500 
Columbus,  Ohio  43215 
Attn:  PG  Courses 


226  ! The  Ohio  State  Medical  Journal 


COURSE  IV 

‘‘Current  Concepts  in 
Antibiotic  Therapy” 

C'ourse  Leader:  Samuel  Saslaw,  M.D.,  Ph.D. 
Pomerene  Professor  of  Medicine  and 
Professor  of  Medicine  and  Microbiology’ 
Ohio  State  University,  College  of  Medicine. 
Certified  by  the  Board  of  Internal  Medicine 
and  the  American  Board  of  Microbiology. 

Program — Tuesday,  May  8 

7:30-8:00  a.m.  “The  Newer  Antibiotics  and 
Their  Role  in  Present  Day  Therapy” 

8:00-8:15  a.m.  Open  Discussion.  Questions  and 
Answers 

8:15-8:45  a.m.  Practical  Approach  to  the  Ther- 
apy of: 

(a)  Upper  Respiratory  Infections 

(b)  Lower  Respiratory  Infections 

(c)  Cardio-vascular  Infections 

8:45-9:00  a.m.  Open  Discussion.  Questions  and 
Answers 

Program — Wednesday,  May  9 

7:30-8:00  a.m.  Practical  Approach  to  the  Ther- 
apy of: 

(a)  Central  Neivous  System  Infections 

(b)  Urinary  Tract  Infections 

(c)  Gram-negative  Sepsis 

8:00-8:15  a.m.  Open  Discicssion.  Questions  and 
Answers 

8:15-8:45  a.m.  “Common  Sense  Approach  to 
Infections  in  Critically  III  Patients  when 
Etiology  is  not  Known” 

8:45-9:00  a.m.  Open  Discussion.  Questions  and 
Answers 


Programs  at  the  University  of  Kentucky  Col- 
lege of  Medicine  in  the  near  future  include  the 
following:  Pregnancy  Complications,  March  15- 
17;  Pulmonary  Thromboembolism,  April  19-21; 
Cardiac  Diagnosis  and  Treatment,  April  30-May 
1 ; and  Pediatric  Radiology,  May  2-4.  Details  may 
be  obtained  from  Frank  R.  Lemon,  M.D.,  Asso- 
ciate Dean  for  Continuing  Education,  College  of 
Medicine,  University  of  Kentucky,  Lexington,  Ky. 
40506. 


MDs  in  the  News 

Dr.  Josef  Warkany,  Cincinnati,  is  one  of 
three  physicians  cited  and  slated  to  share  in  the 
$255,000  Child  Health  Award  sponsored  by  the 
Charles  H.  Hood  Foundation  for  his  contributions 
to  the  present  and  future  health  of  children.  A 
professor  of  pediatrics  in  the  L%i\ersity  of  Cin- 
cinnati College  of  Medicine,  Dr.  Warkany  is  asso- 
ciated with  a number  of  pediatric  projects  in  the 
Cincinnati  area,  among  them  the  Children’s  PIos- 
pital  Research  Foundation. 

Dr.  Joseph  M.  Foley,  Cleveland,  has  been 
named  chairman  of  the  Medical  Advisory  Board 
of  the  National  Multiple  Sclerosis  Society.  He  is 
coordinator  of  postgraduate  medical  education  at 
Case  W'estern  Reserve  University,  and  is  in  charge 
of  neurology  outpatient  services  at  University 
Hospitals. 

Dr.  Walter  A.  Hoyt,  Jr.,  director  of  the 
Orthopaedic  Departments  at  Akron  City  Hospital 
and  Akron  Childrens  Hospital,  was  installed  as 
president  of  the  American  .-\cademy  of  Ortho- 
paedic Surgeons  at  the  organization’s  recent  an- 
nual meeting  in  Las  \"egas. 


MOBILE  AND  ATTACHE 
PHONES 

Place  and  Receive  calls  as  on  your  office 
phone.  Add  hours  of  productive  time  to  your 
schedule,  be  in  constant  contact  for  those 
emergencies. 


FREE  INSTALLATION, 

ONE  YEAR  WARRANTY  ON  ALL  EQUIPMENT 
Write  your  Tele-Communications  Specialists 

TELE-COM  CO. 

1395  E.  DUBLIN-GRANVILLE  ROAD 
COLUMBUS,  OHIO  43229  or 
Phone:  Columbus  614  '846-3855 
Cleveland  216  243-6410 
(See  Page  2351 
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MAKE  YOUR  HOTEL  RESERVATIONS  For  The 


COLUMBUS,  OHIO 


Leading  Downtown  Columbus 
Hotels  at  Prevailing  Rates 


SHERATON-COLUMBUS  MOTOR  HOTEL 
50  North  Third  Street 
(OSMA  Headquarters) 

Singles  $19.00 -$31.00 

Twins  $26.00  - $38.00 


Singles 

Doubles 

Twins 


Singles 

Doubles 

Twins 


NEIL  HOUSE  MOTOR  HOTEL 
41  South  High  Street 
(OSMA  Overflow  Hotel) 

$14.00 -$23.00 
$18.00 -$28.00 
$19.00 -$26,00 

SOUTHERN  HOTEL 

South  High  and  East  Main  Streets 

$12.00 -$13.00 
$15.00 -$16.00 
$15.50 -$20.00 


CHRISTOPHER  INN 


300  East  Broad  Street 


(Woman’s  Auxiliary  Headquarters) 

Singles 

Doubles 

Twins 

HOLIDAY  INN -DOWNTOWN 

175  East  Town  Street 

Singles 

Doubles 

Twins 


$15.51  i 
$20.0l|^ 
$23.01 1 

V 

f 

$15.00 
$20.00  ^ 
$20.00i^ 


All  rates  subject  to  change.  If  you  plan  to  share  a 


room,  please  indicate  name  of  roommate. 


(Name  of  Hotel) 


-Columbus,  Ohio 


(Address) 

Please  reserve  the  following  accommodations  during  the  period  of  the  Ohio  State  Medical  Association  Annual  Meeting, 
May  6-9,  1973  (or  for  period  indicated). 


Price  Range 

Arrival:  May- 

Departure;  May  _ 


-Single  Room 
-Double  Room 


Other  Accommodations- 
Guaranteed 


-Twin  Room 


. at- 
. at. 


-A.M. . 


-A.M.. 


-P.M. 

-P.M. 


Name. 


PLEASE  VERIFY  MY  RESERVATION 


Address. 


You  BETGHA 

I’m  going  to  Scioto  Downs 
How  About  Ton? 


TUESDAY,  MAY  8,  1973 
6:30  P.M. 

MAKE  YOUR  RESERVATION  . . . TODAY ! ! 


Annual  Meeting  Pre-Registration  and  Ticket  Form 

SOCIAL  FUNCTION  TICKET  RESERVATIONS 

Note:  (No  tickets  reserved  without  money) 

Make  checks  payable  to;  Ohio  State  Medical  Association 
Mail  this  form  to;  Ohio  State  Medical  Association,  17  South  High  Street, 

Suite  500,  Columbus,  Ohio  43215 

Tuesday,  May  8,  6:30  P.M. 

“OSMA’S  NIGHT  AT  SCIOTO  DOWNS” 

Scioto  Downs,  6000  South  High  St. 

$12.50  per  person 

(Special  Price  to  all  Exhibitors  of  $9.00  per  person) 
Number 

Name 

(Please  Print) 

Address 

(Number  and  Street)  (City)  (State) 


I am: 


□ OSMA  Member 

□ Medical  Student 

□ Non-Member  Physician 

Othfir 

□ Guest 

Do  You  Belong  to  OMPAC? 

(Fill  in) 

Please  prepare  guest  badge  for  my  spouse. 

□ 

□ 

Yes 

No 

(Please  print  name) 


Tuesday,  May  8,  11:30  A.M. 

“OMPAC  LUNCHEON” 
Sheraton-Columbus  Hotel 

$5.00  per  person 

Number 


ON  I HE  OMPAC  FRONT 


Ohio’s  Jack  Lewis  Heads  AMPAC  Board 
OMPAC  Praised  for  Punchy  Membership  Pitch 


The  Ohio  Medical  Political  Action  Commit- 
tee can  stand  and  take  two  big  bows. 

It’s  chairman,  William  J.  Lewis,  M.D.,  Day- 
ton,  has  been  elected  chairman  of  the  board  of 
the  American  Medical  Political  Action  Committee, 
based  in  Chicago.  Dr.  Jack  Lewis  has  been  a 
member  of  the  Board  of  Directors  of  OMPAC 
since  1966  and  chairman  of  the  board  for  the  past 
two  years.  He  succeeds  Dr.  Hoyt  Gardner  of  Louis- 
ville, Ky.  as  chairman  of  the  national  organization’s 
governing  board. 


Wm.  J.  Lewis,  M.D. 


OMPAC’s  second  bow  would  be  in  recogni- 
tion of  the  following  accolade  tossed  in  Ohio’s  di- 
rection by  the  .AMPAC  publication  Across  the 
Boards: 

“OMP.AC,  the  Ohio  Medical  Political  Action 
Committee,  gives  a short  but  punchy  membership 
pitch  in  its  most  recent  publication.  An  informa- 
tion-packed brochure  entitled  ‘OMPAC  scored 
well  in  1972  Election,’  chronicles  OMPAC’s  elec- 
tion successes,  outlines  OMPAC’s  structure  and 
candidate  supporting  procedures,  and  promotes 


OMPAC-.AMPAC  active  membership.  Plats  off  to 
^\ . J.  Lewis,  M.D.,  OMP.AC  Chairman,  and  his 
fine  Board  of  Directors  and  staff  for  this  sure-to-be 
successful  brochure.” 

***** 

The  AMA  Aledicredit  bill  had  127  sponsors 
in  Congress  within  a week  after  its  introduction. 
It’s  S 444  and  HR  2222. 

***** 

The  following  comment  by  Henry  J.  Taylor, 
columnist  who  refuses  to  pull  his  punches,  makes 
a lot  of  sense : 

“Failure  to  vote  is  a cop-out  on  responsibility,” 
says  Taylor,  continuing:  “It  is,  moreover,  a dis- 
astrous cop-out  when  you  realize  that  apathy  and 
abstention  are  the  real  creators  — the  actual 
makers  of  the  Government  of  the  United  States. 
.Again  and  again  the  balance  of  power  rests  with 
the  stay-at-homes.  In  fact,  a good  question  to  ask 
anyone  who  complains  about  our  countr}^  is:  Did 
you  vote?” 

***** 

Taylor,  quoted  above,  didn’t  give  the  figure, 
but  only  55  percent  of  those  eligible  to  vote  exer- 
cised that  privilege  last  November  7. 

Did  you  vote  is  not  the  only  question  which 
should  be  put  to  the  dissatisfied  citizen  (physician, 
perhaps) . After  some  research  and  soul-searching, 
he  should  be  prepared  to  answer  these  questions: 
If  you  did  vote,  did  you  vote  intelligently?  Did 
you  have  facts  concerning  the  reliability  and  views 
of  the  candidates  who  got  your  vote?  Did  you  do 
any  campaigning  for  those  candidates  who  would 
have  made  good  office-holders  but  lost  out  by  a 
close  vote  to  inferior  opponents. 

HA\T  YOU  MADE  YOUR  1973  OMPAC- 
AMPAC  CONTRIBUTION? 

— Ohio  Medical  Political  Action  Committee 
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Woman’s  Auxiliary  Highlights 


By  Mrs.  S.  L.  Meltzer,  Publicity  Chairman 
2442  Dorman  Drive,  Portsmouth  45662 


■pORTY  YEARS  AGO,  in  the  small  community 
of  Winder,  Georgia,  “Doctors’  Day”  was  born. 
It  was  the  inspired  idea  of  Mrs.  Charles  B.  Al- 
mond, a doctor’s  wife,  who  from  childhood  had 
been  greatly  impressed  with  the  devotion  and 
dedication  of  the  medical  profession.  She  had 
always  carried  fond  memories  of  the  gentle  kind- 
ness of  her  family  physician  whose  skill  and  under- 
standing endeared  him  to  his  patients,  both  as 
doctor  and  friend. 

Subsequently,  as  a doctor’s  wife,  she  shared 
the  dedication  of  her  husband  and  became  con- 
vinced that  medicine  is  the  greatest  profession  on 
earth.  This  respect  and  appreciation  inspired  her 
back  in  1933  to  present  to  her  local  auxiliary  the 
idea  of  having  a special  day  on  which  to  honor 
the  doctors.  And  the  idea  took  hold  — with  tre- 
mendous enthusiasm.  The  first  “Doctors’  Day” 
observance  was  held  on  March  30,  1933,  in  Bar- 
row  County,  Georgia.  And  March  30  was  chosen 
because  it  was  the  day  that  the  famous  Georgian, 
Crawford  W.  Long,  M.D.,  had  first  used  ether 
anesthesia  in  surgery. 

On  May  10,  1934,  the  plan  was  presented 
and  adopted  by  the  Georgia  State  Medical  Aux- 
iliary. In  Atlantic  City  at  the  June,  1934  conven- 
tion the  plan  was  presented  to  the  Woman’s  Aux- 
iliary to  the  American  Medical  Association  and 
the  resolution  adopted.  In  1958,  the  Congress  of 
the  United  States  passed  a resolution  commemo- 
rating “Doctors’  Day”  and  designating  March  30 


as  a day  to  be  observed  annually,  on  which  to 
honor  members  of  the  medical  profession. 

The  red  carnation  is  the  symbol  of  “Doctors’ 
Day.”  Centuries  back,  it’s  spicy  fragrance  was  used 
in  seasoning  dishes  “to  preserv’e  the  body  of  men, 
both  in  mind  and  spirit.”  From  the  juice  of  its 
petals,  a wine  was  made  “that  did  comfort  the 
heart  of  man.”  The  meaning  of  the  flower  is 
divine  rejoicing  because  it  is  said  to  have  appeared 
on  earth  for  the  first  time  when  Christ  was  born. 

On  the  fortieth  anniversary,  come  March  30, 
the  W’oman’s  Auxiliary  salutes  with  love  and  ap- 
preciation the  men  and  women  of  the  medical 
profession  this  Doctors’  Day,  1973. 

Doctor-Husbands — please  read! 

I asked  Mrs.  Louis  Loria,  Ohio  Au.xiliary 
President,  if  she  would  send  me  a special  message 
to  tie  in  with  the  observance  of  Doctors’  Day  this 
month,  and  to  be  passed  on  to  you  via  this  Auxil- 
iary Highlights  column.  This  she  has  not  only 
graciously  and  beautifully  done,  but  has  incor- 
porated into  it  a meaningful  and  provocative 
“dialogue” : 

“To  you  doctors  who  read  this  column  (or 
those  of  you  reading  it  because  your  wives  just 
showed  it  to  you),  I wish  to  share  some  of  my 
thoughts  and  convictions  concerning  you  as  doc- 
tors in  the  medical  profession  and  as  husbands 
and  fathers  in  a family  unit. 

“As  has  already  been  detailed  in  this  column, 
March  30  is  a special  day  set  aside  to  honor  you. 


THE  WOMAN’S  AUXILLXRY  TO  THE  OHIO  STATE  MEDICAL  ASSOCIATION 


President 

Mrs.  Louis  Loria 
Box  331,  R.  D.  1 
Bristolville,  44402 


President-Elect 

Mrs.  Karl  Ulicny 
864  Highland  Ave. 
Salem,  44460 


Past  President 

Mrs.  Russell  L.  Wiessinger 
2280  W.  Wayne  St. 
Lima,  45805 


First  Vice-President 

Mrs.  Jack  Weiland 
313  Rumson  Dr. 
Englewood,  45322 


Second  Vice-President 

Mrs.  Howard  E.  Smith 
2144  Fordway 
Toledo,  43606 


Third  Vice-President 

Mrs.  S.  J.  Glueck 
3405  Kappel  Dr. 
Springfield,  45503 


Recording  Secretary 

Mrs.  H.  I.  Humphrey 
389  S.  Drexel  Ave. 
Columbus,  43209 


Corresponding  Secretary 

Mrs.  T.  A.  Russell 

116  Bonnie  Brae  N.  E. 
Warren,  44483 


T reasurer 

Mrs.  Paul  Hahn 
122  Moore  .Ave. 

New  Philadelphia,  44663 
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In  obsen  ance  of  this  day,  I want  to  commend  the 
doctors  of  Ohio  for  the  high  quality  medical  care 
that  we  have  in  this  state.  There  is  no  doubt  that 
you  are  a dedicated,  caring  and  certainly  hard- 
working group  of  professionals.  Your  patients  fre- 
quently demonstrate  how  much  they  appreciate 
the  kind  of  care  you  gi\  e them — how  grateful  they 
are  for  the  role  you  play  in  ministering  to  them 
and  their  fantilies  in  many  of  the  crucial  times  of 
their  lives.  You  are  held  in  a unic}ue  position  of 
esteem  and  love. 


“Almost  ‘God-like’  ” 

“\\’e,  as  wives,  recognize  and  appreciate  this 
‘almost  God-like’  image  your  patients  have  of  you. 
Nor  is  it  very  hard  to  detect  the  considerably  less 
frequent  times  that  you  may  experience  ingratitude 
from  a patient,  rather  than  the  more  usual  affec- 
tion and  gratitude.  All  of  it  does  have  an  effect 
on  you  and  we  tr\-  to  understand.  If  at  times  we 
seem  not  to  understand  or  care,  forgive  us. 

‘‘Even  though  we  are  proud  of  your  dedi- 
cated, caring  qualities,  your  family  also  knows  you 
as  a human  with  fallibility,  and  if  we  sometimes 
topple  you  ungraciously  from  your  ‘pedestal’,  for- 
give us  for  this.  Understand  that  it  may  even  serve 
to  keep  a balance  in  your  life  that  you  need! 

“^Yur  family  knows  the  amount  of  time  and 
energy  you  give  to  your  profession  and,  because 
of  this,  knows  there  are  many  adjustments  in 
family  living  we  must  make.  Let  us  be  told  some- 
times that  you  appreciate  our  efforts.  When  we 
fail  in  these  adjustments  or  do  so  only  grudgingly, 
again  forgive  us. 

Family  L^nit 

“The  family  is  a vital  unit  of  society,  so  let’s 
all  do  what  we  can  to  make  the  time  we  ha\e 
together  as  families  ‘cjuality  time’  in  tenns  of  love, 
happiness  and  security.  Since  the  time  with  your 
family  is  necessarily  limited,  use  some  of  it  to  let 
us  share  what  we  can  of  your  work.  Keep  us  up 
on  interesting  developments  in  the  medical  field, 
encourage  us  to  belong  and  participate  in  the 
activities  of  the  Woman’s  .Auxiliary.  This  can  be 
a strong  link  of  mutual  interest  and  sharing. 

“Much  needs  to  be  done  in  health  education 
of  the  public.  Stimulate  us,  your  family,  to  use 
our  time  and  talents  in  this  area,  or  other  health 
care  areas.  Encourage  us  (both  wives  and  chil- 
dren! to  be  knowledgeable  and  to  speak  out  for 
the  best  interests  of  Medical  Care. 

“.As  wives,  we  are  proud  of  you  for  your  com- 
mitment to  the  practice  of  medicine  and  the  free- 
dom to  do  it  where  and  how  you  wish.  \Ve  pray 
that  we  can  help  to  keep  it  that  way  and  yet  have 
medical  care  available  to  all  who  need  and  seek  it. 


“Our  jrrayers  and  our  love,  this  Doctors’ 
Day — and  every  day!” 


AMPAC 

The  .Annual  .AMP.AC  W orkshop  was  held  in 
\\'ashington,  D.C.  March  10  and  11  at  the  W'ash- 
ington  klilton.  .Among  the  speakers  were  George 
Bush,  U.  S.  .Ambassador  to  the  United  Nations 
and  chairman  of  the  Republican  National  Com- 
mittee, and  Robert  Strauss,  chairman  of  the  Demo- 
cratic National  Committee.  Mrs.  Malachi  W. 
Sloan,  II,  OMP.AC  Board  member  and  North- 
Central  Regional  Legislati\  e Chairman,  has  prom- 
ised to  send  in  a full  story  on  the  workshop  which 
she  will  have  attended  (remember,  this  column  is 
being  written  in  February!) 

In  the  meantime,  Jane  Sloan  has  another 
important  and  timely  message  to  pass  on  and  here 
it  is; 

“Now  is  the  time  to  gear  up  for  ’74!  Political 
acti\ity  is  a ’round  the  clock  endeavor.  Elections 
are  won  between  election  days.  Individual  political 
activity  on  the  part  of  individual  physicians  (and 
wives)  is  desirable  and  commendable  and  neces- 
sary. However  it  is  not  enough.  . . . Pooling  of  the 
interest,  activity  and  money  of  many,  many,  many 
- -through  the  Ohio  Medical  Policial  .Action  Com- 
mittee is  what  gives  a real  boost  to  the  medical 
profession’s  interest  in  good  government  and  makes 
the  profession  a potent  factor  in  political  ac- 
tion. . . . 

“1973  is  a new  year,  a new  Congress,  a new 
HEW  administration  and  a new  leadership  of 
both  political  parties  (that’s  the  lead  line,  says 
Mrs.  Sloan,  of  the  announcement  of  the  .AMP.AC 
Public  .Affairs  \Vorkshop  that  was  held  in  \Vash- 
ington,  D.C.)  .A  very  exciting  thought — 1973  is  a 
new  year — and  March  is  the  month  in  which 
au.xiliaries  make  a special  effort  on  behalf  of 
OMPAC. 

“It  is  time  to  RENEW  membership  or  become 
a new  member  and  this  is  your  special  invitation 
to  send  your  dues — $25.00 — to  the  Ohio  Aledical 
Political  .Action  Committee,  P.O.  Box  5617,  Co- 
lumbus, Ohio  43221.  It  is  as  easy  as  that  for  doc- 
tors’ wives  to  back  their  husbands  and  the  other 
physicians  who  strive  to  send  the  best  men  and 
women  to  the  Congress  of  the  United  States  or  to 
the  State  Legislature. 

“.Any  candidate  earning  OMP.AC’s  support 
has  had  his  record  carefully  scrutinized.  Physicians 
all  over  the  state  have  reviewed  the  candidates’ 
views  on  social,  economic  and  public  health- 
medical  issues.  In  Ohio,  we  can  be  proud  of  the 
record  for  OMP.AC  did  score  well  in  the  elections 
of  ’66,  ’68,  ’70  and  ’72.  In  1972,  OMPAC  had 
an  overall  70  percent  winning  score  (92  percent 
in  the  U.  S.  Congressional  races;  75  percent  in 
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the  State  Senate  contests;  66  percent  in  the  Ohio 
House  battles.) 

“Now  it’s  another  year.  . . . Get  in  tune  with 
the  times  and  be  a viable  part  of  the  political 
process  in  Ohio.  The  auxiliar\-  goal  is  100 
OMPAC  members.  Be  a NEW  one  in  ’73 — or  be 
a RE-NEW-ed  one  in  ’73.  . . .” 


Here  and  There 

The  Franklin  Gounty  auxiliary  reports  that 
its  December  6 Ghristmas  party  at  the  State  Hos- 
pital was  most  successful.  The  cookies  and  bingo 
prizes  were  furnished  by  the  auxiliary  members. 
•A.  record  player  was  given  to  the  ward  by  Frances 
Fung,  Leone  Funste,  Anna  Keith,  Mar)-  O’ Lear)-, 
Mary  Lohrman,  Angela  Schmidt,  Mufide  Temizer 
and  Violet  Whieldom. 

Another  of  the  group’s  community  service 
during  the  Holiday  Season  was  the  entertainment 
brought  to  the  patients  of  Medicenter — Franklin’s 
“Glee  Glub-ette”  with  Helen  Tetirick  at  the  chord 
organ.  The  punch  and  decorated  cup  cakes  were 
made  by  Azelia  Lausa  and  Mar)-  Lohrman.  Ghrist- 
mas gifts  were  hand-knit  slippers,  patchwork  lap 
robes  and  needlework,  the  handiwork  of  auxiliar)- 
members  Jean  Hurd,  Giny  Gonn,  Gollette  Dierker, 
Betty  Kefauver,  Bonnie  van  Fossen,  Giny  Bolton, 
Holly  Slivinski  and  Verna  Brehm.  Attractive  fa- 
vors were  placed  on  the  trays  of  the  patients. 

The  January-  16  luncheon  meeting  of  the 
Franklin  auxiliary  was  held  at  the  Scioto  Country 
Glub.  It  was  an  unusual  program — “Jewels  of  the 
Bible”  presented  by  Robert  W.  and  Jeffery  John- 
son of  Johnson’s  Diamond  Cellar.  The  program 
w-as  arranged  by  Joan  Fulton.  Hostesses  were 
Maxine  Meagher  and  Anne  Saylor. 

A net  profit  of  $1,206.25  has  been  realized 
during  a one-year  period  on  the  sale  of  watches 
(I  might  mention  these  watches  are  obtained  from 
a “special”  firm  in  New  York,  are  most  unusual 
and  attractive  and  reasonably  priced.  Originally, 
a project  alone  of  the  Cuyahoga  County  auxiliary-, 
it  has  now  become  not  only  a favorite  and  w-on- 
derful  “money  maker”  for  many  Ohio  county 
auxiliaries  but  also  for  those  throughout  the  coun- 
try-— all  through  the  generosity  and  cooperation 
of  the  member  who  made  it  possible,  Florence 
Kaplan  of  Cleveland). 


Their  Twenty-Fifth 

Just  a few  months  ago,  the  Ottawa  County 
auxiliary  celebrated  a happy  event — its  twenty- 
fifth  anniversary.  Invited  to  participate  in  the 
celebration  were  members  from  the  Sandusky  and 
Lucas  auxiliaries.  The  reception,  luncheon  and 
program  were  held  at  the  Catawba  Island  Club 
at  Port  Clinton. 

Special  guests  included:  Mrs.  Louis  Loria, 
state  auxiliary-  president;  Mrs.  Merritt  Huber, 
fourth  district  director;  and  Mrs.  Daniel  S.  Wolff, 
state  membership  chairman.  Karen  Messner,  a 
member  of  the  Port  Clinton  Civic  Play-makers, 
gave  a program  of  readings  of  contemporary- 
poetry-.  “I  am  waging  a one-w-oman  crusade  to  get 
people  to  listen  to  poetry-,”  she  told  her  audience, 
adding  that  “the  oral  interpretation  of  poetry  can 
be  a moving  and  touching  experience.” 

Mrs.  Loria’s  talk  was  keyed  to  the  state  auxil- 
iary’s theme  for  the  year,  “Improving  the  Quality 
of  Life.”  She  discussed  several  things  that  each 
woman  could  do  within  her  family  to  carry  out 
the  objectives  of  the  theme.  One  was  to  stress  bet- 
ter nutrition  by  improved  eating  habits.  Another 
was  for  each  woman  to  study-  her  attitudes  about 
taking  a pill  every-  time  she  feels  uncomfortable 
or  having  a drink  to  liven  up  every-  social  gath- 
ering. 

“If  we  feel  we  have  to  take  a drug  to  make 
us  feel  good  or  a drink  to  liven  up  the  party,  this 
may-  be  what  our  children  will  think  they  should 
do,”  she  said. 

Mrs.  Gordon  R.  Ley  and  Mrs.  James  I.  Rhiel 
w-ere  co-chairmen  of  the  anniversary  meeting. 
Mrs.  Robert  Reeves  and  Mrs.  Robert  \\  . Minick 
carried  out  the  silver  theme  with  bouquets  of 
yellow  and  bronze  mums  in  silver  containers,  and 
silver  punch  bowls.  Mrs.  Patrick  Hughes,  Ottawa 
president,  Mrs.  Burton  Nelson,  Lucas  president 
and  Mrs.  John  Zimmerman  representing  San- 
dusky, gave  resumes  of  the  activities  of  their  indi- 
vidual groups. 

Just  Over  the  Horizon 

What  is  just  ov-er  the  Horizon?  What  else 
but  the  annual  convention  on  May-  7,  8 and  9 of 
the  Woman’s  Auxiliary-  to  the  Ohio  State  Medical 
Association!  Christopher  Inn  in  Columbus  will  set 
the  scene  for  the  work  sessions  and  the  fun  sessions. 
For  all  the  exciting  details,  read  next  month’s 
column! 
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M.D.  Biennial  Registration 
Required  Under  Ohio  Law- 

Doctors  of  medicine  licensed  to  practice  in 
Ohio  are  reminded  that  they  are  required  to  apply 
to  the  State  Medical  Board  for  a certificate  of 
biennial  registration  on  or  before  the  first  day  of 
each  odd-numbered  year,  and  1973  is  such  a year. 

Section  4731.281  of  the  Ohio  Revised  Code 
reads  in  part  as  follows : 

“'Every  doctor  of  medicine  licensed  to  practice 
medicine  or  surgen-  within  this  state  shall,  on  or 
before  the  first  day  of  Januar)'  of  each  odd- 
numbered  year,  apply  to  the  state  medical  board 
for  a certificate  of  biennial  registration  with  the 
board  upon  an  application  which  shall  be  fur- 
nished by  the  board,  and  shall  pay  at  such  time 
a fee  of  ten  dollars  to  the  board.” 

That  same  section  of  the  Code  specifies  that 
failure  to  register  as  required  shall  operate  auto- 
matically to  suspend  the  physician’s  certificate  to 
practice. 

The  Medical  Board  last  fall  mailed  to  all 
registered  physicians  applications  for  registration. 


mail  going  in  each  case  to  the  last  known  address. 

Physicians  who  have  not  complied  with  the 
foregoing  requirement  should  contact  the  Board 
immediately.  Communication  should  be  addressed: 
State  Medical  Board,  State  of  Ohio,  21  W.  Broad 
Street,  Columbus  43215. 

Registration  for  doctors  of  osteopathy  is  de- 
scribed in  Section  4731.37  of  the  Revised  Code. 


A gift  of  $8000  from  the  Hotel  and  Restau- 
rant Employees  and  Bartenders  International 
Union  to  the  University  of  Cincinnati  College  of 
Medicine  is  supporting  research  on  the  relation- 
ship of  polyamines  to  cancer.  This  is  the  sixth 
annual  gift  from  the  union  to  UC.  The  contribu- 
tions, now  totalling  $48,000,  all  have  been  used 
for  research  projects  in  the  Department  of  Internal 
Medicine,  directed  by  Dr.  Richard  W.  \'ilter. 


AVAILABLE  FOR  THE  TREATMENT  OF 

impotence 

due  to  androgenic  deficiency  in  the  American  male. 


(PiP? 


BUCCAL  Tabs 


Androidl  5 

Methyltestosterone  N.F.-5  mg. 

Androidl  10 

Methyltestosterone  N.F.-10  mg. 

Androidl  25 

Methyltestosterone  N.F.  -25  mg. 


DESCRIPTION:  Methyltestosterone  is  17/hHydroxy-17-Methylandrosl-4  ei 
3-one. 

ACTIONS:  Methyltestosterone  is  an  oil  soluble  androgenic  hormone. 

INDICATIONS:  In  the  male:  1.  Eunuchoidism  and  eunuchism.  2.  Male 
climacteric  symptoms  when  these  are  seconlary  to  androgen  deficiency. 

3.  Impotence  due  to  androgenic  deficiency.  4.  Postpuberal  cryptor 
chidism  with  evidence  of  hypogonadism. 

Cholestatic  hepatitis  with  jaundice  and  altered  liver  function  tests,  such 
as  increased  BSP  retention  and  rises  in  SCOT  levels,  have  been  reported 
after  Methyltestosterone.  These  changes  appear  to  be  related  to 
dosage  of  the  drug.  Therefore,  in  the  presence  of  any  changes  in  livei 
function  tests,  drug  should  be  discontinued. 

PRECAUTIONS:  Prolonged  dosage  of  androgen  may  result  in  sodium  and 
fluid  retention.  This  may  present  a problem,  especially  m patients 
with  compromised  cardiac  reserve  or  renal  disease.  In  treating  males 
for  symptoms  of  climacteric,  avoid  stimulation  to  the  point  of  increas- 
ing the  nervous,  mental,  and  physical  activities  beyond  the  patient's 
cardiovascular  capacity. 

CONTRAINDICATIONS:  Contraindicated  in  persons  with  known  or  sus 
pected  carcinoma  of  the  prostate  and  in  carcinoma  of  the  male  breast 
Contraindicated  in  the  presence  of  severe  liver  damage. 

WARNINGS:  If  priapism  or  other  signs  of  excessive  sexual  stimulatior 
develop,  discontinue  therapy.  In  the  rraie,  prolonged  administration  or 
excessive  dosage  may  cause  inhibition  of  testicular  function,  wilt 
resultant  oligospermia  and  decrease  in  ejaculatory  volume.  Use  caut' 
iously  in  young  boys  to  avoid  premature  epiphyseal  closure  or  pre 
cocious  sexual  development.  Hypersensitivity  and  gynecomastia  may 
occur  rarely.  PBl  may  be  decreased  in  patients  taking  androgens, 
Hypercalcemia  may  occur,  particularly  during  therapy  for  metastic 
breast  carcinoma.  If  this  occurs,  the  drug  should  be  discontinued. 

ADVERSE  REACTIONS:  Cholestatic  Jaundice  • Oligospermia  and  de  ' 
creased  ejaculatory  volume  • Hypercalcemia  particularly  in  patient:  i 
with  metastic  breast  carcinoma.  This  usually  indicates  progression  o 
bone  metastases.  • Sodium  and  water  retention.  • Priapism  • Vinli 
zation  in  female  patients  • Hypersensitivity  and  gynecomastia. 


DOSAGE  AND  ADMINISTRATION:  Dosage  must  be  stricly  individualized 
as  patients  vary  widely  m requirements.  Daily  requirements  are  bes' 
administered  in  divided  doses.  The  following  chart  is  suggested  as  ar  < 
average  daily  dosage  guide.  i 


INDICATION 
In  the  male: 

Eunuchoidism  and  eunuchism 
Male  climacteric  symptoms  and  impotence 
due  to  androgen  deficiency 
Postpuberal  cryptorchism 

HOW  SUPPLIED:  5.  10.  25  mg.  in  bottles  of  60.  250. 


Average  Daily  Dosage 
Tablets 


10  to  40  md 
30rrd 


Write  lor  Literature  and  Samples 

THE  BROWN  PHARMACEUTICAL  CO.,  INCf 

2500  West  6th  Street,  Los  Angeles,  Calilornia  90057 
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Watch  Exaggerated  Claims 
About  Updating  X-Ray  Units, 
Federal  Bureau  Warns 

The  following  communication  dated  Janu- 
ar)’  17  was  forwarded  for  publication  in  The 
Journal  by  John  C.  Villforth,  Director,  Bureau  of 
Radiological  Health,  a branch  of  the  Food  and 
Drug  Administration. 

* * * 

You  will  recall  that  the  Food  and  Drug  Ad- 
ministration’s Bureau  of  Radiological  Health  has 
responsibility  for  developing  and  administering  a 
radiation  control  for  health  and  safety  program  as 
authorized  by  Public  Law  90-602.  Under  that  pro- 
gram, a radiation  safety  performance  standard  for 
diagnostic  x-ray  equipment  was  published  on 
August  15,  1972,  to  become  effective  one  year 
later. 

The  Bureau  recently  learned  that  some  dealers 
have  been  advising  physicians  and  other  users  that 
all  existing  x-ray  equipment  will  have  to  be  up- 
graded to  meet  requirements  of  the  standard  by 
the  effective  date  of  August  15,  1973.  You  may  be 
able  to  perform  a service  for  your  readers  by  in- 
forming them  that  such  advice  is  contrary'  to  fact. 

Upgrading  of  x-ray  equipment  now  being 
used  is  not  now  required  by  the  standard.  State 
and  territorial  radiation  control  authorities  have 
been  asked  by  the  Bureau  to  so  inform  equipment 
users  and  dealers. 

Our  communication  to  the  States  and  terri- 
tories made  one  other  point.  This  was  that,  al- 
though equipment  now  in  use  will  not  have  to  be 
modified  before  the  standard  becomes  effective, 
owners  installing  manufacturer-certified  compo- 
nents in  such  x-ray  systems  after  next  August  15 
must  install  components  of  the  type  called  for  by 
the  Federal  standard. 

Additional  information  about  the  standard 
may  be  obtained  from  the  Division  of  Electronic 
Products,  Bureau  of  Radiological  Health,  Food 
and  Drug  Administration,  12720  Twinbrook  Park- 
way, Rockville,  Maryland  20852. 


Medical  College  at  Toledo 
Again  Will  Increase  Enrollment 

The  Medical  College  of  Ohio  will  increase 
the  size  of  its  1973  entering  class  to  64  students  — 
double  the  number  in  the  Charter  Class  that  en- 
tered the  new  school  in  September  1969. 

This  was  the  report  given  at  the  January 


meeting  of  the  MCO  trustees  by  Dr.  Robert  G. 
Page,  provost  for  academic  affairs. 

“We  recognize  the  increase  will  strain  all  our 
facilities,  especially  in  the  clinical  areas,”  Dr.  Page 
told  the  trustees,  “but  we  feel  it  is  a necessary  step 
to  meet  our  responsibilities  to  the  community  and 
the  state.” 

MCO  accepted  32  students  for  each  entering 
class  in  1969  and  1970.  In  1971  and  1972,  the 
entering  class  was  increased  to  48  students. 

The  planned  opening  of  MCO’s  new  $12- 
million  Basic  Science  building  this  spring  will  pro- 
vide physical  space  for  the  increase  to  64  students. 
Additional  requirements  will  include  faculty  re- 
cruitment, detailed  planning  of  future  clinical  fa- 
cilities and  strengthened  relationships  with  com- 
munity hospitals  and  physicians.  Dr.  Page  said. 

Dr.  Page  also  told  the  trustees  that  the  Medi- 
cal College  had  just  received  full  accreditation 
from  the  American  Medical  Association  and  the 
Association  of  American  Medical  Colleges. 

To  become  “fully  accredited,”  a college  must 
meet  nationwide  standards  for  educational  and 
administrative  services,  and  must  hav'e  graduated 
its  first  class  of  doctors. 


YOUR  OWN 

24-Hour  Answering  Service 


RECORD-A-CALL  will  take  those  calls  for  you 
for  only  $14.83 /month. 

Remote  Models  and  Answer-Only  Units 
Also  Available 

FREE  INSTALLATION, 

ONE  YEAR  WARRANTY  ON  ALL  EQUIPMENT 
Write  your  Tele-Communications  Specialists 

TELE-COM  CO. 

1395  E.  DUBLIN-GRANVILLE  ROAD 
COLUMBUS,  OHIO  43229  or 
Phone:  Columbus  614/846-3855 
Cleveland  216/243-6410 
fSee  Page  2271 
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Physicians  seeking  locations  in  Ohio  are  in- 
vited to  contact  the  Physicians'  Placement  Service 
in  the  executive  offices  of  the  Ohio  State  Medical 
Association,  17  South  High  Street,  Suite  500, 
Columbus,  Ohio  43215.  Through  this  medium 
efforts  are  made  to  establish  communications  be- 
tween physicians  seeking  locations  and  com- 
munities where  physicians  are  needed,  or  other 
physicians  who  are  in  need  of  associates. 


OHIO,  FAIRFIELD,  Space  available  in  modern 
Medical  Building,  15  miles  from  Cincinnati.  General 
Practitioner  and  Specialist  needed.  Reply  to  Box  616, 
c/o  The  Ohio  State  Medical  Journal. 


GROUP  FAMILY  PRACTICE— Excellent  oppor- 
tunity for  family  practice  in  pleasant,  progressive  town 
near  Columbus,  Ohio.  No  OB;  well-equipped  medical 
center,  5200  sq.  ft.,  including  twelve  examining  rooms, 
small  surgery,  own  laboratory  and  x-ray;  three  GP’s 
already  in  practice;  part-time  coverage  of  college  health 
service;  modern  well-equipped  350-bed  community  hos- 
pital with  active  consulting  service  and  ER  group  4 
miles  from  office;  excellent  local  schools.  Salary  plus 
percentage  first  year.  Write  to  Granville  Medical  Cen- 
ter, Inc.,  Granville,  Ohio  43023. 


PHYSICIAN’S  OFFICE  FOR  RENT  in  Marie- 
mont,  a Village  adjacent  to  Cincinnati,  near  a good 
hospital.  Contact  L.  Hermanies,  3900  Oak  St.,  Marie- 
mont,  Ohio,  Phone  271-0291. 


WANTED:  FAMILY  PHYSICIANS,  ORTHO- 

PEDISTS, ENT,  OB-GYN,  PEDIATRICIAN,  CARDI- 
OLOGIST. ALL  SURGICAL  SPECIALTIES.  All  new 
medical  center  adjacent  to  new  206-bed  hospital.  All 
specialties  plus  strong  family  practice  nucleus.  Many 
shared  services.  Computer.  Lease.  Potential  buy-in.  Start 
up  financing  available.  Reply  Box  669,  c/o  Ohio  State 
Medical  Journal. 


EMERGENCY  ROOM  PHYSICIAN  WANTED— 
Community  Hospital — Cleveland,  Ohio  30-40  hours  per 
week^ — -$15.00  per  hour.  Preferable,  but  not  mandatory: 
American  Graduate  with  some  Family  Practice  experi- 
ence. Required:  Ohio  license,  personal  interview,  30  day 
probation  period — after  which,  contract,  benefits,  etc. 
negotiable.  Contact:  John  A.  Heppl,  M.D.,  5163  Broad- 
way, Cleveland,  Ohio  44127. 

STAFF  PSYCHIATRIST:  salary  depending  upon 
qualifications  and  experience,  one  month  paid  vacation. 
Contact  Thomas  Di  Mauro,  M.D.,  Director,  Stark 
County  Mental  Health  Center,  618  Second  St.  N.W., 
Canton,  Ohio  44703,  or  call  collect  216/455-9407. 

CHILD  PSYCHIATRIST  to  develop,  direct  new 
children’s  services.  Salary  depending  on  qualifications 
and  experience.  Full  or  part-time  to  allow  for  private 
practice  may  be  considered.  Contact  Thomas  Di  Mauro, 
M.D.,  Director,  Stark  County  Mental  Health  Center, 
618  Second  St.  N.W.,  Canton,  Ohio  44703  or  call  col- 
lect 216/455-9407. 

IMMEDIATE  OPENING  for  Ob-Gyn,  Internal 
Medicine  and  Orthopedic  specialties  to  establish  success- 
ful practice  with  14-man  multi-specialty  group.  Excellent 
group  benefits;  pension  plan;  modern  clinic  facilities; 
progressive  community  with  excellent  educational  system 
including  two  colleges;  city  population  35,000;  good 
recreational  facilities;  each  specialty  must  be  board  eli- 
gible or  certified.  Contact:  Business  Manager,  The  Mani- 
towoc Clinic,  601  Reed  Avenue,  Manitowoc,  Wisconsin 
54220. 

OHIO,  AKRON:  Exciting  opportunity  for  psychi- 
atrist interested  in  taking  over  an  out-patient  private 
practice.  Net  income  $40,000  and  up.  Consultation  to 
local  agencies,  hospital  privileges,  teaching  also  available. 
Contact  Box  670  c/o  Ohio  State  Medical  Journal. 


VACATION  CONDOMINIUM  — New  Smyrna 
Beach,  Fla.  — just  south  of  Daytona  and  away  from  the 
crowds,  but  enjoying  the  same  beautiful  beach.  Two 
bedrooms,  2 baths,  wall-to-wall  carpeting,  completely  and 
tastefully  furnished  including  linens,  color  TV  and  dish- 
washer, HE.4TED  POOL,  and  sauna.  $400  per  month. 
For  reservations  or  further  information,  contact  Wm.  W. 
Conner.  M.D.,  517  Lakeshore  Dr.,  Eustis,  Florida 
32726.  Phone  904-357-5715. 


FOR  RENT  OR  LEASE — General  Practitioner’s 
Office  for  10  years.  Suite  of  4 rooms — central  air- 
conditioned — carpeted — paneled.  Parking  in  rear.  Phone: 
614/224-6972  or  614/231-1987.  Columbus,  Ohio. 


— More  Classified  Ads  on  Next  Page  — 
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CLASSIFIED  ADVERTISEMENTS 

(Continued  from  Previous  Page) 


IMMEDIATE  OPENING  for  Internist,  General 
Surgeon,  and  General  Practitioner,  to  join  a group  of 
four,  active  in  general  practice,  general  surgery  and 
obstetrics.  Offices,  located  in  northeastern  Ohio,  are 
comfortable  and  efficient,  and  expanded  hospital  facili- 
ties are  excellent.  A call  or  visit  will  be  welcomed.  Box 
674,  c/o  Ohio  State  Medical  Journal. 


FAMILY  PRACTICE  RESIDENCY  — Just  ap- 
proved — openings  at  all  levels  — can  start  immediately 
— ■ for  details  contact:  .A.  J.  Pultz,  M.D.,  Chairman, 
Family  Practice  Committee,  Grant  Hospital,  309  E. 
State,  Columbus.  Ohio  43215. 


9B-GYN— BOARD  ELIGIBLE  OR  CERTIFIED 
to  join  certified  Obstetrician-Gynecologist  in  suburb  of 
medium  sized  city  in  southwestern  Ohio.  Excellent  salary 
first  year;  partnership  second  year.  Ample  time  off.  Good 
schools.  Leisurely  life.  Send  curriculum  vitae  to  Box  668, 
c/o  Ohio  State  Medical  Journal. 


HEALTH  COMMISSIONER— City-County  Health 
Department  in  Southwest  Ohio  has  an  opening  for  an 
energetic  physician  to  be  health  commissioner  for  a 
county  of  83,000  population.  Salary  range  $20,000- 
$25,000.  Contact  Mr.  E.J.  Demmitt,  557  State  Rt.  504, 
Troy,  Ohio  45373.  Phone  513/335-8973. 


W.ANTED  LOCUM  TENENS  for  busy  family 
practice  large  city  Northeastern  Ohio,  2-3  months  sum- 
mer and  fall  1973.  Keep  all  you  make  over  expenses; 
should  net  between  $3000  and  $4000  per  month.  Stay 
on  if  you  like  it,  take  over  practice  in  short  time.  Send 
curriculum  vitae  and  references  to  Box  671,  c/o  Ohio 
State  Medical  Journal. 


HOUSE  PHYSICIANS  MEDICAL  AND  SURGI- 
CAL ECFMG  CERTIFICATE  REQUIRED.  Board 
eligibility  desirable.  Salary  commensurate  with  training 
and  experience.  Fringe  benefits  include  paid  hospitaliza- 
tion, uniforms,  meals,  and  malpractice  insurance.  Con- 
tact: Dept,  of  Medical  Education,  Lakewood  Hospital, 
14519  Detroit  Road,  Lakewood,  Ohio  44107. 


HOUSE  PHYSICIANS  — POSITIONS  AVAIL- 
ABLE IMMEDIATELY : Medicine,  Surgery,  Pediatrics 
and  OB-Gyn.  500  bed  general  hospital.  Housing  avail- 
able, excellent  fringe  benefits.  Salary  negotiable.  Prefer- 
ence given  Board  eligible  physicians.  Immigration  visa 
required  for  FMGs.  Include  training  resume.  Contact 
Adolfo  D.  Games,  M.D.,  F.A.C.G.,  Director  of  Medical 
Education,  Trumbull  Memorial  Hospital,  1350  E.  Mar- 
ket St.,  Warren,  Ohio  44482. 


VIRGIN  ISL.AND  RENTAL  (WATER  ISLAND) 
Spectacular  location,  well  furnished,  available  year 
round,  minimum  two  weeks  for  responsible  couple,  in- 
cludes ’72  VW,  details:  Robert  L.  Turton,  111  W. 
Third  Avenue,  Columbus,  Ohio  43201. 


PSYCHIATRISTS — Fhe  Northville  Program  now 
has  openings  for  Staff  Psychiatrists  in  its  Adult,  Young 
Adult,  Community  Mental  Health  Center  and  Crisis 
Center  operations  in  the  Detroit  Metropolitan  Area.  Our 
unitized  clinical  and  administrative  structure  involves  14 
units  of  33  beds.  Each  unit  conducts  its  own  admission, 
inpatient  and  outpatient  program.  These  positions  re- 
quire completion  of  an  approved  residency  program  and 
possession  of  (or  eligibility  for)  a Michigan  medical  li- 
cense. The  salaries  go  as  high  as  $32,280  depending  on 
qualifications.  A sound  fringe  benefit  program  is  pro- 
vided by  Michigan  Civil  Service.  For  further  information, 
contact:  Richard  D.  Budd,  M.D.,  Northville  State  Hos- 
pital, 41001  Seven  Mile  Road,  Northville,  Michigan 
48167.  An  Equal  Opportunity  Employer. 


IMMEDIATE  OPPORTUNITY  due  to  death  of 
physician.  Large  general  practice  available  in  Cleveland 
suburb.  Complete  with  modern  equipment  and  patient 
records.  Contact:  R.  Zelvy,  Cleveland  216-696-4600. 


F.AMILY  PR.ACTICE  — Overworked  solo-practi- 
tioner, FA  AFP,  desires  association  or  group  practice 
with  alternating  work  and  vacation  schedule.  Will  also 
consider  emergency  room  or  industrial  work.  Central  or 
Southern  Ohio.  Box  672,  c/o  Ohio  State  Medical 
Journal. 


ANESTHESIOLOGIST : Ohio  State  University 

graduate;  Board  eligible;  extensive  experience;  desires 
position  with  adequate  income  and  ample  free  time; 
any  situation  considered.  Box  673,  c/o  Ohio  State  Med- 
ical Journal. 


FINANCIALLY  SUCCESSFUL  PRACTICE.  High 
income,  acute  general  practice.  No  OB  unless  desired. 
Located  in  central  Ohio  close  to  boating,  fishing,  skiing. 
Established  practice  in  new  office  with  6 exam  rooms, 
lab.,  x-ray,  etc.  Available  July  1st.  Call  614-891-5311, 
or  reply  Box  654,  c/o  Ohio  State  Medical  Journal. 


PHYSICIANS  NEEDED  IN  NORTH  CENTRAL 
OHIO.  Immediate  openings  in  general  practice  and  in 
internal  medicine  in  rural  area.  Will  provide  space  and 
arrangements.  New  hospital  facilities.  Contact  Hardin 
County  Medical  Society,  c/o  Hardin  Memorial  Hospital, 
Kenton,  Ohio  43326. 


WANTED:  Board  certified  or  eligible  Ob-Gyn  with 
military  obligation  completed  to  associate  with  certified 
Ob-Gyn  in  central  Ohio.  Salary  with  bonus  first  year — 
full  partnership  after  two  years.  Modern  hospital.  Con- 
tact: Benjamin  Zolo,  M.D.,  1320  Granville  Rd.,  Newark, 
Ohio  43055.  Phone  614/344-1196. 


WANTED:  Position  available  at  once  to  join  a 
well  established  Emergency  Room  Group,  full  time,  at 
Deaconess  Hospital.  Please  contact:  Walter  Pavluk, 

M.D.,  5500  Ridge  Road,  Parma,  Ohio  44129.  Tele- 
phone 216/884-1800. 
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Our  Expert  Area 
Managers  Are  Here 
To  Help  You... 


and  your  assistant 

By  helping  your  assistant  to  file 
Blue  Shield  claims  properly... 
our  experts  will  save  your 
office  valuable  time. 

Ohio  Medical  Indemnity’s 
area  managers  are  your  question 
and  answer  men . . . Experts  in 
answering  your  questions  about 
Blue  Shield.  Use  them.  Contact... 


OHIO  MEDICAL 
INDEMNITY,  INC^^ 

6740  NORTH  HIGH  STREET.  WORTHINGTON.  OHIO  43086  Q 614/846-4600 


librium  and 

(chlordiazepoxide  HCI) 

concomitant  use 


Librium  (chlordiazepoxide  HCI)  is  used  as 
adjunctive  antianxiety  therapy  concomitantly 
with  certain  specific  medications  of  other 
classes  of  drugs,  such  as  cardiac  glycosides,  anti- 
hypertensive agents,  diuretics,  anticholin- 
ergics and  antacids. 

Antianxiety  effectiveness:  Demonstrated  in  a 
broad  range  of  psychologic  and  physical  dysfunc- 
tions; indicated  when  reassurance  and  counseling 


are  not  enough  and  until,  in  the  physician’s 
judgment,  anxiety  has  been  reduced  to  tolerable, 
appropriate  levels. 

Effect  on  mental  acuity:  Usually  minimal  on 
proper  maintenance  dosage. 

Safety:  An  excellent  clinical  record.  In  general 
use,  the  most  common  side  effects  reported  have 
been  drowsiness,  ataxia  and  confusion,  partic- 
ularly in  the  elderly  and  debilitated. 


in  relief  of  clinically 
significant  anxiety 


Librium 


S~mg9  IO-mg9  25-mg  capsules 
up  to  lOO  mg  daily  in 
severe  anxiety 


Before  prescribing,  please  consult  com- 
plete product  information,  a summary 
of  which  follows: 

Indications:  Relief  of  anxiety  and  tension 
occurring  alone  or  accompanying  various 
disease  states. 

Contraindications:  Patients  with  known 
hypersensitivity  to  the  drug. 

Warnings:  Caution  patients  about  possible 
combined  effects  with  alcohol  and  other 
CNS  depressants.  As  with  all  CNS-acting 
drugs,  caution  patients  against  hazardous 
occupations  requiring  complete  mental 
alertness  (e.g.,  operating  machinery, 
driving).  Though  physical  and  psychologi- 
cal dependence  have  rarely  been  reported 
on  recommended  doses,  use  caution  in 
administering  to  addiction-prone  individ- 
uals or  those  who  might  increase  dosage; 
withdrawal  symptoms  (including  convul- 
sions), following  discontinuation  of  the 
drug  and  similar  to  those  seen  with  bar- 
biturates, have  been  reported.  Use  of  any 
drug  in  pregnancy,  lactation,  or  in  women 
of  childbearing  age  requires  that  its  po- 
tential benefits  be  weighed  against  its 
possible  hazards. 

Precautions:  In  the  elderly  and  debili- 


tated, and  in  children  over  six,  limit  to 
smallest  effective  dosage  (initially  10  mg 
or  less  per  day)  to  preclude  ataxia  or  over- 
sedation, increasing  gradually  as  needed 
and  tolerated.  Not  recommended  in  chil- 
dren under  six.  Though  generally  not 
recommended,  if  combination  therapy 
with  other  psychotropics  seems  indicated, 
carefully  consider  individual  pharmaco- 
logic effects,  particularly  in  use  of  po- 
tentiating drugs  such  as  MAO  inhibitors 
and  phenothiazines.  Observe  usual  pre- 
cautions in  presence  of  impaired  renal  or 
hepatic  function.  Paradoxical  reactions 
(e.g.,  excitement,  stimulation  and  acute 
rage)  have  been  reported  in  psychiatric 
patients  and  hyperactive  aggressive  chil- 
dren. Employ  usual  precautions  in  treat- 
ment of  anxiety  states  with  evidence  of 
impending  depression;  suicidal  tenden- 
cies may  be  present  and  protective  mea- 
sures necessary.  Variable  effects  on  blood 
coagulation  have  been  reported  very 
rarely  in  patients  receiving  the  drug  and 
oral  anticoagulants;  causal  relationship 
has  not  been  established  clinically. 
Adverse  Reactions:  Drowsiness,  ataxia 
and  confusion  may  occur,  especially  in  the 


elderly  and  debilitated.  These  are  reversi- 
ble in  most  instances  by  proper  dosage 
adjustment,  but  are  also  occasionally  ob- 
served at  the  lower  dosage  ranges.  In  a 
few  instances  syncope  has  been  reported. 
Also  encountered  are  isolated  instances  of 
skin  eruptions,  edema,  minor  menstrual 
irregularities,  nausea  and  constipation, 
extrapyramidal  symptoms,  increased  and 
decreased  libido— all  infrequent  and 
generally  controlled  with  dosage  reduc- 
tion; changes  in  EEC  patterns  (low-voltage 
fast  activity)  may  appear  during  and  after 
treatment;  blood  dyscrasias  (including 
agranulocytosis),  jaundice  and  hepatic 
dysfunction  have  been  reported  occasion- 
ally, making  periodic  blood  counts  and 
liver  function  tests  advisable  during  pro- 
tracted therapy. 

Supplied:  Librium®  capsules  containing 
5 mg,  10  mg  or  25  mg  chlordiazepoxide 
HCI.  Libritabs®  tablets  containing  5 mg, 

10  mg  or  25  mg  chlordiazepoxide. 
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Everybody  experiences  psychic  tension. 


Some  people  develop  excessive  psychic  tension  and  need  your  counseling,  I 


and  a few  may  need  counseling 
and  the  psychotropic  action  of  Valium®  (diazepam). 


Before  deciding  to  make  \ alium  ^ wilh7„i 

(diazepam)  part  of  your  treatment  r IBkAPY  a-i  - Tension  and  anxiety  states;  somatic  com- 

' r ' I J w.  w ‘^famts  w nicn  afe  concomitants  or  emotional  factors;  psycho- 

plan,  check  on  whether  or  not  the 
patient  is  presently  taking  drugs 
and,  if  so,  \v  hat  his  response  has 
been.  Along  \\  ith  the  medical  and 
social  history,  this  information  can 
help  you  determine  initial  dosage, 
the  possibility  of  side  effects  and 
the  ultimate  prospects  of  success 
or  failure. 

While  Valium  can  be  a most 
helpful  adjunct  to  \ our  counseling, 
it  should  be  prescribed  only  as  long 
as  excessive  psychic  tension  per- 
sists and  should  be  discontinued 
w hen  you  decide  it  has  accom- 
plished its  therapeutic  task.  In 
general,  w hen  dosage  guidelines 
are  follow  ed,  \'alium  is  w ell 
tolerated  (sec  Dosage).  For  con- 
venience it  is  available  in  2-mg,  5-mg 
and  lo-mg  tablets. 

Drow  sincss,  httiguc  and  ataxia 
have  been  the  most  commonlv  re- 
ported side  effects. 

Until  response  is  determined, 
patients  receiving  Valium  should 
be  cautioned  against  engaging  in 
hazardous  occupations  requiring 
complete  mental  alertness,  such 
as  dri\’ing  or  operating  machinerw 


psycho- 

states  manifested  by  tension,  anxiety,  apprehension, 
n c symptoms  or  agitation;  symptomatic  relief 

2 0 AotbcbJm  imitation,  tremor,  delirium  tremens  and  hallucinosis 
due  to  acute  alcohol  withdrawal;  adjunctively  in  skeletal 
muscle  spasm  due  to  reflex  spasm  to  local  pathology,  spasticity 
caused  by  upper  motor  neuron  disorders,  athetosis,  stiff-man 
syndrome,  convulsive  disorders  (not  for  sole  therapy). 

Contraindicated:  Known  hypersensitivity  to  the  drug. 
Children  under  6 months  of  age.  Acute  narrow  angle  glau- 
coma; ma\'  be  used  in  patients  with  open  angle  glaucoma  who 
are  receiving  appropriate  therapy. 

Warnings:  Not  of  value  in  psychotic  patients.  Caution 
against  hazardous  occupations  requiring  complete  mental 
alertness.  When  used  adjunctively  in  convulsive  disorders, 
possibility  of  increase  in  frequency  and/or  severity  of  grand 
mal  seizures  ma\'  require  increased  dosage  of  standard  anti- 
convulsant medication;  abrupt  withdrawal  may  be  associated 
with  temporary  increase  in  frequency  and/or  severity  of 
seizures.  Advise  against  simultaneous  ingestion  of  alcohol  and 
other  CNS  depressants.  Withdrawal  symptoms  (similar  to 
those  with  barbiturates  and  alcohol)  have  occurred  following 
abrupt  discontinuance  (convulsions,  tremor,  abdominal  and 
muscle  cramps,  vomiting  and  sweating).  Keep  addiction-prone 
individuals  under  careful  surveillance  because  of  their  pre- 
disposition to  habituation  and  dependence.  In  pregnancy, 
lactation  or  women  of  childbearing  age,  weigh  potential 
benefit  against  possible  hazard. 

Precautions:  If  combined  w ith  other  psychotropics  or 
anticonvulsants,  consider  carefully  pharmacology  of  agents 
employed;  drugs  such  as  phenothiazines,  narcotics,  barbi- 
turates, .M.-XO  inhibitors  and  other  antidepressants  may  poten- 
tiate its  action.  Usual  precautions  indicated  in  patients 
severelv  depressed,  or  with  latent  depression,  or  with  suicidal 
tendencies.  Observe  usual  precautions  in  impaired  renal  or 
hepatic  function.  Lamit  dosage  to  smallest  effective  amount  in 
ekierh’  and  debilitated  to  preclude  ataxia  or  oversedation. 

Side  Effects:  Drowsiness,  confusion,  diplopia,  hypoten- 
sion, changes  in  libido,  nausea,  fatigue,  depression,  dysarthria, 
jaundice,  skin  rash,  ataxia,  constipation,  headache,  incon- 
tinence, changes  in  salivation,  slurred  speech,  tremor,  vertigo, 
urinary  retention,  blurred  vision.  Paradoxical  reactions  such 
as  acute  h\  perexcited  states,  anxiety,  hallucinations,  increased 
muscle  spasticity,  insomnia,  rage,  sleep  disturbances,  stimula- 
tion have  been  reported;  should  these  occur,  discontinue  drug. 


Isolated  reports  of  neutropenia,  jaundice;  periodic  blood 
couni 
thera 


repc 

counts  anci  liver  function  tests  advisable  during  long-term 


apy. 

Dos 


ROCHE 
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dosage:  Individualize  for  maximum  beneficial  effect. 
Adults:  Pension,  anxietv  and  psychoneurotic  states,  2 to  10  mg 
b.i.d.  to  q.i.d.;  alcoholism,  10  mg  t.i.d.  or  q.i.d.  in  first  24  hours, 
then  5 mg  t.i.d.  or  q.i.d.  as  neeefed;  adjunctively  in  skeletal 
muscle  spasm,  2 to  10  mg  t.i.d.  or  q.i.d.;  adjunctively  in 
convulsive  disorders,  2 to  10  mg  b.i.d.  to  q.i.d.  Geriatric  or 
debilitated  patients:  2 to  2V2  mg,  1 or  2 times  daily  initially, 
increasing  as  needed  and  tolerated.  (See  Precautions.)  Children: 
I to  2V2  mg  t.i.d.  or  q.i.d.  initially,  increasing  as  needed  and 
tolerated  (not  for  use  under  6 months). 

Supplied:  \'alium®  (diazepam)  I'ablets,  2 mg,  5 mg  and 
10  mg;  bottles  of  100  and  500.  All  strengths  also  ayailame  in 
I'el-L-Dose®  packages  of  1000. 


Wiuni 

(diazepam) 

To  help  you  manage  excessiv  e psychic  tension 
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A SUR\ EY  ON 


How  Ohio  Physicians  Feel  About 
Physician  Assistants 


HE  USE  OF  NONPHYSICIANS  as  assistants 
has  expanded  greatly  in  recent  years  with  the 
introduction  of  new  allied  health  professions.  This 
has  resulted  in  new  professional  organizations 
which  have  certified  and  registered  the  graduates 
of  programs  as  well  as  those  experienced  in  vari- 
ous fields.  In  addition  to  being  recognized  by  new 
or  existing  health  professional  organizations,  many 
of  these  disciplines  are  referred  to  as  “physician 
assistant”  which  is  the  most  dominant  of  the  new 
types  of  health  manpower. 

Much  confusion  exists  regarding  the  purpose, 
definition  and  use  of  the  physician  assistant.  The 
variance  is  so  great  that  the  term  may  be  consid- 
ered “generic”  rather  than  referring  to  a “specific” 
discipline. 

As  of  December  31,  1972,  Health  Careers  of 
Ohio  had  identified  161  different  types  of  “physi- 
cian assistant”  programs  throughout  the  country. 
Courses  of  study  range  in  length  from  12  weeks 
to  two  years  and  more.  In  Ohio,  nine  programs 
have  been  identified.  Others  have  been  reported. 

The  definitions  most  generally  accepted  are 
those  introduced  in  May,  1970  by  the  National 
Academy  of  Sciences  which  are: 

Type  A.  Assistant  has  the  ability  to  integrate 
and  interpret  findings  on  the  basis  of  general  medi- 
cal knowledge  and  to  exercise  a degree  of  indepen- 
dent judgment. 

Type  B.  Assistant  possesses  exceptional  skills 
in  one  clinical  specialty,  or,  more  commonly  in  cer- 
tain procedures  within  a specialty. 

Type  C.  Assistant  is  capable  of  performing  a 
variety  of  tasks  over  the  whole  range  of  medical 
care,  but  does  not  possess  the  medical  knowledge 
necessary  to  integrate  and  interpret  the  findings. 

In  Ohio 

Ohio  currently  has  no  provision  for  govern- 
mental licensing  or  registration  of  “Physicians’  As- 
sistants,” and  various  health  groups  have  been 
attempting  to  survey  Ohio  physicians  to  determine 
the  present  and  future  use  of  this  form  of  health 
professional. 

In  1970,  the  physician  assistant  and  new  types 
of  health  manpower  were  studied  by  the  Health 
Manpower  Committee  of  the  State  Advisory  Coun- 
cil, Ohio  Office  of  Comprehensive  Health  Plan- 
ning, Department  of  Plealth,  State  of  Ohio. 


In  January,  1971,  the  Ohio  Office  of  Compre- 
hensive Health  Planning  published  a report  pre- 
pared under  a special  projects  grant  titled,  “The 
Contribution  of  Non-Physician  Health  Workers  to 
the  Delivery  of  Primary  Care,”  by  Amasa  B.  Ford, 
M.D.,  and  David  P.  Ransohoff.  Included  in  the 
text  of  the  summary  and  conclusions  were  the  fol- 
lowing statements:  “The  new  movement  has  the 
potential  of  opening  up  more  rewarding  careers 
for  the  increasing  number  of  workers  who  have 
been  entering  the  health  care  field  in  recent  years. 

Training  programs  are  beginning  to  admit 

and  attract  new  recruits  in  addition  to  the  nurses 
and  medical  corpsmen  with  which  many  started. 

Obstacles  to  the  extensive  participation  of 

nonphysician  workers  in  primary  care  exist,  but 
can  be  removed  if  the  need  is  great  enough. 
Meanwhile,  existing  physician  and  nurse  li- 
censure laws,  with  minor  modification,  can  be  used 
to  protect  and  encourage  further  experimentation.” 

Following  this  report,  the  Committee  named 
Robert  J.  Atwell,  M.D.,  Frances  E.  Williamson 
and  Monica  V.  Brown  to  study  surveys  conducted 
in  Ohio  and  other  states  on  this  subject.  An  instru- 
ment was  to  be  devised  for  use  in  Ohio  with  the 
target  population  being  Ohio  physicians  — Doctors 
of  Medicine  and  Doctors  of  Osteopathic  Medicine. 

In  1970,  the  Ohio  State  Medical  Association 
conducted  an  “Opinion  Survey”  which  included 
among  its  questions:  “Do  you  favor  the  employ- 
ment of  trained  ‘physician  assistants’  to  work  in 
physicians’  offices  performing  such  tasks  as,  (a) 
preliminary  screening  for  illness;  (b)  well-baby 
examinations;  (c)  family  planning. 

An  excellent  return  of  5,400  replies  was  re- 
ceived on  that  survey,  representing  55  percent  of 
forms  mailed. 

Of  those  responding,  46  percent  said  “yes” 
and  54  percent  “no”  on  (a)  ; 39  percent  “yes”  and 
61  percent  “no”  on  (b)  ; and  47  percent  “yes”  and 
53  percent  “no”  on  (c) . 

No  other  attempt  has  been  made  in  Ohio  to 
obtain  additional  and  comprehensive  information 
despite  concern  exhibited  by  all  involved  in  plan- 
ning for,  delivery  of  and  education  for  delivery  of 
health  care. 

The  final  draft  of  the  Ohio  instrument  was 
approved  in  May,  1972.  The  project  was  imple- 
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inented  by  Health  Careers  of  Ohio  with  funds 
provided  by  Northeast  Ohio  Regional  Medical 
Program;  Ohio  State  Regional  Medical  Program; 
Ohio  \halley  Regional  Medical  Program  and  the 
Department  of  Health,  State  of  Ohio.  Endorse- 
ment was  received  from  the  Ohio  State  Medical 
Association,  Ohio  Osteopathic  Association  of  Phy- 
sicians and  Surgeons,  Ohio  Hospital  Association, 
Ohio  Office  of  Comprehensive  Health  Planning, 
Department  of  Health,  State  of  Ohio,  Northeast 
Ohio  Regional  Medical  Program,  Ohio  Valley 
Regional  Medical  Program,  Northwest  Ohio  Re- 
gional Medical  Program,  Ohio  State  Regional 
Medical  Program  and  Health  Careers  of  Ohio. 


Table  III.  Possible  Obstacles  to  Use  of 
Nonphysician  Personnel 


3. 


Do  you  regard  the  following  factors  as  major  obstacles 
to  greater  uses  of  trained  nonphysician  personnel  in 
medical  practice? 


Factors  YES  NO 

Shortage  of  trained  workers  ...  53.6  24.9 

Patient  non-acceptance  43.7  36.5 

Impairment  of  Physician- 

Patient  relationship  42.5  37.8 

Higher  cost  33.8  45.2 

Excess  time  for  supervision  ....  35.9  42.2 

Legal  and  insurance  problems  . . 69.0  13.5 

Lack  of  office  space 29.4  48.4 

High  worker  turnover 27.5  43.6 


American  Medical  Association 

The  American  Medical  Association  has  ap- 
proved guidelines  for  the  Assistant  to  the  Primary 
Care  Physician.  Seventeen  programs  have  been  ap- 
proved. National  Certification  of  Physician’s  Assis- 
tants by  Uniform  Examinations  is  now  under  study. 


Federal  Support 

As  of  October,  1972,  more  than  $6  million 
dollars  in  contracts  and  grants  had  been  awarded 
to  institutions  in  26  states  and  the  District  of 
Columbia  by  the  Bureau  of  Health  Manpower 
Education,  National  Institutes  of  Flealth,  Public 
Health  Service,  U.S.  Department  of  Health,  Edu- 
cation and  Welfare. 


Table  I.  House  Calls  and  Physician  Assistants 


1 . Could  a trained  assistant — 

% 

YES 

% 

NO 

(a) 

replace  you  in  any  of  your 
house  calls 

18.5 

38.9 

□ DO  NOT  make  house 
calls.  (19.5%) 

(b) 

help  you  in  any  of  your 
house  calls 

26.9 

28.3 

(c) 

help  in  emergencies 

58.9 

15.3 

(d) 

help  in  minor  surgery  .... 

55.0 

15.1 

Table  H.  How  Physician  Assistants  Would 
Affect  Practice 

2.  Please  check  how  you  feel  greater  use  of  trained  non- 
physicians in  your  practice  would  affect  — 

(a)  its  quality  □ Increase  □ No  change  □ Decrease 

28.4%  40.3%  15.2% 

(b)  its  volume  □ Increase  Q No  change  □ Decrease 

52.9%  27.2%  3.5% 


Table  IV.  Future  Considerations  Regarding  Use  of 
Nonphysician  Personnel 

Would  you  consider  interviewing,  with  a view  to  employ- 
ing, the  following  graduates  and  persons  with  other  spe- 
cified training? 


% % 


Graduates  of  — 

YES 

NO 

Four  year  programs  

40.3 

33.0 

'I’hree  year  programs  

35.5 

35.5 

Two  to  three  year  programs  . . . 

34.0 

37.6 

Two  year  programs  

30.4 

41.1 

Other  persons  with  specified  training 
Persons  with  extensive 

on-the-job  training 

41.4 

30.3 

Allied  health  professionals  and 
additional  training  

39.6 

30.4 

Registered  nurses  with 

additional  training 

51.5 

23.6 

Licensed  practical  nurses  with 
additional  training 

42.1 

31.0 

Legislation 

Twenty-five  states  now  have  legislation  of  dif- 
ferent types  for  physician  assistants.  These  are: 
-Alabama,  Alaska,  Arizona,  Arkansas,  California, 
Colorado,  Connecticut,  Delaware,  Florida,  Geor- 
gia, Idaho,  low'a,  Kansas,  Maryland,  Michigan, 
Montana,  New  Hampshire,  New  York,  North 
Carolina,  Oklahoma,  Oregon,  Utah,  Vermont, 
\Vashington  and  West  Virginia.  In  the  absence  of 
legislation,  the  role  of  physician  assistants  is  de- 
termined by  custom  and  usage. 


Terminology 

In  discussion  of  the  recognition  of  the  physi- 
cian assistant,  and,  in  fact,  with  all  of  the  health 
professions,  much  confusion  exists  regarding  the 
definition  of  terms.  Following  is  a glossary  com- 


April,  1973  / 243 


piled  by  the  Department  of  Health,  Education 
and  Welfare  which  defines  various  methods  of 
acceptance. 

Accreditation  is  the  process  by  which  an 
agency  or  an  organization  evaluates  and  recognizes 
a program  of  study  or  an  institution  as  meeting 
certain  predetermined  qualifications  or  standards. 
.Accreditation  shall  apply  only  to  institutions  and 
programs. 

Certification  is  the  process  by  which  a non- 
governmental agency  or  association  grants  recogni- 
tion to  an  individual  who  has  met  certain  predeter- 
mined qualifications  specified  by  that  agency  or 
association. 

Licensure  is  the  process  by  which  an  agency 
of  government  grants  permission  to  persons  meeting 
predetermined  qualifications  to  engage  in  a given 
occupation  and/or  to  use  a particular  title,  or 
grants  permission  to  institutions  to  perform  specified 
functions. 

Registration  is  the  process  by  which  qualified 
individuals  are  listed  on  an  official  roster  maintained 
by  a governmental  or  non-governmental  agency. 

Qualifying  examination  is  a criterion  for  mea- 
suring an  individual’s  ability  to  meet  a predeter- 
mined standard. 

Equivalency  testing  is  the  comprehensive  eval- 
uation of  knowledge  acquired  through  alternate 
learning  experience  as  a substitute  for  established 
educational  requirements. 

Challenge  examination  is  equivalency  testing 
which  leads  to  academic  credit  or  advanced  standing 
in  lieu  of  course  enrollment  by  candidate. 

Proficiency  testing  assesses  technical  knowl- 
edge and  skills  related  to  the  performance  require- 
ments of  a specific  job;  such  knowledge  and  skills 
may  have  been  acquired  through  formal  or  informal 
means. 

The  suney  was  conducted  by  mail  between 
July  15  and  September  15,  1972.  The  number  of 
questionnaires  mailed  (less  those  undeliverable  and 
returned  blank)  was  12,908.  Of  that  number, 
3,472  responses  were  received,  for  a 27.0  percent 
return.  Of  Ohio’s  88  counties,  replies  were  re- 
ceived from  86,  \5nton  and  Wyandot  being  the 
only  counties  from  which  no  replies  were  received. 


.About  two-thirds  of  replies  were  received  from 
solo  practitioners,  and  roughly  one-third  from  phy- 
sicians in  group  practice.  Replies  were  received 
from  physicians  in  34  different  fields  of  practice, 
indicating  a cross  section  of  Ohio  physicians  by 
type  of  practice  as  well  as  geographically.  E.g.,  988 
replies  were  received  from  general  practitioners, 
333  from  general  surgeons,  404  from  internists,  etc. 

Many  of  the  respondents  (38.9  percent)  who 
make  house  calls  indicated  that  physician  assistants 
could  not  replace  them  on  the  house  call,  but  the 
respondents  were  evenly  divided  on  the  subject  of 
helping  on  house  calls  (See  Table  I) . The  majority 
(52.9  percent)  of  those  responding  felt  that  a 
physician  assistant  would  increase  the  number  of 
patients  that  a physician  could  see,  and  most  (68.7 
percent)  indicated  that  the  quality  of  medicine 
would  either  increase  or  not  change  (see  Table 
II). 

When  questioned  about  possible  obstacles, 
most  respondents  listed  legal  and  insurance  pro- 
grams as  the  biggest  obstacles  (see  Table  III). 


Conclusions 

In  conclusion,  the  survey  was  productive  in 
throwing  light  on  current  practices  in  the  use  of 
physician  assistants  in  the  broad  sense  of  that  term, 
but  is  clouded  as  to  future  practices. 

It  appears  that  Ohio  physicians  are  about 
equally  divided  on  the  issues  of  employing  physi- 
cian assistants.  With  the  possible  exception  of 
Registered  Nurses,  the  respondents  were  split  on 
employing  graduates  of  ancillary  medical  person- 
nel training  programs  (see  Table  IV). 

Perhaps,  if  the  legal  and  insurance  questions 
are  solved  in  the  near  future,  and  if  training  pro- 
grams continue  to  grow  as  they  do  now,  the  use 
of  nonphysicians  as  assistants  will  increase. 


Wolraan  Insurance  Agency,  Inc. 

Specialists  in  Professional  Liability 

Providing  Personal  Service  lo  Physicians  and 
Surgeons  with  Qualified  Personnel  Available 
to  Discuss  Your  Insurance  Needs  in  Your 
Office. 


WOLMAN  INSURANCE  AGENCY.  INC. 
PHONE  614/221-5471 

38  JEFFERSON  AVENUE,  COLUMBUS,  OHIO  43215 
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Must  vasodilators 
and  therapy  for 
other  diseases 
come  into 
conflict? 


not  if  the  vasodilator  is 

Vasodilan* 


the  compatible  vasodilator... 
no  treatment  conflicts  reported 

The  cerebral  or  peripheral  vascular  disease  patient  often  has 
coexisting  disease^  which  calls  for  another  drug  along  with  his 
vasodilator.  It  may  be  a hypoglycemic,  miotic,  antihypertensive, 
diuretic,  anticoagulant,  corticosteroid,  or  coronary  vasodilator. 
Vasodilan  is  not  incompatible  with  any  of  these  drugs-no  treatment 
conflict  has  been  reported.  And,  unlike  other  vasodilators,  Vasodilan 
has  not  been  reported  to  affect  carbohydrate  metabolism,  liver 
function,  or  intraocular  pressure-or  to  complicate  treatment  of 
diabetes,  hypertension,  peptic  ulcer,  glaucoma,  or  liver  disease. 

In  fact,  there  are  no  known  contraindications  to  the  use  of  Vasodilan 
in  recommended  oral  doses,  other  than  that  it  should  not  be  given 
in  the  presence  of  frank  arterial  bleeding  or  immediately  postpartum. 

1.  Gertler,  M.  M.,  et  al.:  Geriatrics  .?5. 134-148  (May)  1970. 


Indications:  Based  on  a review  of  this  drug  by  the  National  Academy 
of  Sciences-National  Research  Council  and/or  other  information,  the 
FDA  has  classified  the  indications  as  follows: 

Possibly  Effective: 

1.  For  the  relief  of  symptoms  associated  with  cerebral  vascular 
insufficiency. 

2.  In  peripheral  vascular  disease  of  arteriosclerosis  obliterans, 
thromboangiitis  obliterans  (Buerger's  Disease)  and  Raynaud's  disease. 

3.  Threatened  abortion. 

Final  classification  of  the  less-than-effective  indications  requires 
further  investigation. 

Composition;  Vasodilan  tablets,  isoxsuprine  HCI,  10  mg.  and  20  mg. 
Dosage  and  Administration:  10  to  20  mg.  three  or  four  times  daily. 
Contraindications  and  Cautions;  There  are  no  known  contraindications  to 
oral  use  when  administered  in  recommended  doses.  Should  not  be  given 
immediately  postpartum  or  in  the  presence  of  arterial  bleeding. 

Adverse  Reactions:  On  rare  occasions,  oral  administration  of  the  drug  has 
been  associated  in  time  with  the  occurrence  of  severe  rash.  Vi/hen  rash 
appears,  the  drug  should  be  discontinued.  Occasional  overdosage  effects 
such  as  transient  palpitation  or  dizziness  are  usually  controlled 
by  reducing  the  dose. 

Supplied:  Tablets,  10  mg.— bottles  of  100,  1000,  5000  and  Unit  Dose; 

20  mg.-bottles  of  100,  500  and  Unit  Dose. 
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KEEPING  UP 


Continuing  Education  Opportunities 
for  Physicians  in  Ohio 


Surgical  Seminars  — Medical  College  of  Ohio 
at  Toledo  and  Northwestern  Ohio  Institute  for 
Continuing  Medical  Education;  one  hour  a day, 
one  day  a week,  for  88  weeks;  dates  on  request. 

Clinical  Days  on  Emergency  Care  — 80  hours 
of  instruction  on  20  separate  days,  September  to 
June;  Medical  College  of  Ohio  at  Toledo,  945  S. 
Detroit  Ave.,  Toledo  43614. 

Introductory  Course  in  Nuclear  Medicine  for 
Physicians  — Nuclear  Medicine  Institute,  6760 
Mayfield  Rd.,  Cleveland  44124;  five-day  courses; 
dates  upon  request. 

Postgraduate  Laparoscopy  Courses  scheduled 
approximately  every  six  weeks  at  Fairv'iw  General 
Hospital,  18101  Lorain  Ave.,  Cleveland  44111; 
for  dates  and  details  contact  George  P.  Leicht, 
M.D.,  Chairman,  Department  of  Ob-Gyn. 


April 

Ohio  State  University  College  of  Medicine,  Con- 
tinuing Medical  Education  Conferences;  for 
details,  contact  OSU  Center  for  Continuing 
Medical  Education,  410  W.  10th  Ave.,  Co- 
lumbus 43210: 

Sex  and  Spinal  Cord  Injuries,  April  12-13 
Plastic  Surgery  in  General  Practice,  April  25 
Anesthesia,  April  27 

Myelomeningocele  Conference,  April  28-29 

Cleveland  Clinic  Educational  Foundation,  9500 
Euclid  Ave.,  Cleveland  44106; 

Current  Topics  in  Clinical  Microbiology, 
April  4-5 

Peripheral  Vascular  Disease,  April  25-26 
Orthopaedic  Surgery,  April  11-12 

Chronic  Glomerular  Disease:  Clinical  Patho- 
logical Correlations  and  Indications  for  Treat- 
ment— Youngstown  Hospital  Association,  South 
Unit,  April  19;  8:00  a.m.;  Dr.  Robert  S.  Post, 
associate  professor  of  medicine.  Case  Western  Re- 
ser\'e  University. 


Publication  deadlines  require  that  no- 
tices of  postgraduate  courses,  in  order  to 
be  published  in  these  columns,  must  be 
received  in  The  Journal  office  at  least  60 
days  before  the  course  is  scheduled  to  be 
given. 


Clinical  and  Laboratory  Estimation  of  Re- 
nal Function — Youngstown  Hospital  Association, 
South  Unit,  April  23,  4:00  p.m.;  Medical  Semi- 
nar; Drs.  R.  A.  Bacani  and  Y.  O.  Sheth. 

Twenty  Years’  Experience  with  Renal  Trans- 
plantation — Biological  Dividends  and  Future 
Possibilities  — by  Dr.  Joseph  E.  Murray,  inter- 
nationally recognized  professor  of  surgery  at  the 
Peter  Bent  Brigham  Hospital,  and  visiting  profes- 
sor in  the  Department  of  Surgery,  Division  of 
Plastic  Surgery,  Ohio  State  University;  1:00  p.m., 
April  23  in  Room  160,  East  Auditorium  of  the 
OSU  Medical  Administration  Bldg.,  College  of 
Medicine;  also,  The  Analysis  and  Treatment  of 
Craniofacial  Anomalies,  on  April  24,  same  time 
and  place.  Contact  Ronald  B.  Berggren,  M.D., 
Director,  Division  of  Plastic  Surgery,  410  West 
10th  Ave.,  Columbus  43210. 

Genetics  in  Clinical  Practice  — At  the  Mar- 
riott Inn,  2124  S.  Hamilton  Ave.,  Columbus,  April 
24-25;  sponsored  by  Division  of  Maternal  and 
Child  Health,  Ohio  Department  of  Health,  and 
Dept,  of  Pediatrics,  Children’s  Hospital,  Columbus ; 
guest  speakers.  Dr.  Howard  Pearson,  Yale  Univer- 
sity; Dr.  David  Smith,  University  of  Washington; 
and  Dr.  Henry  Nadler,  Children’s  Memorial  Hos- 
pital, Chicago.  Contact,  Stella  B.  Kontras,  M.D., 
Children’s  Hospital,  Columbus  43205;  phone  614/ 
253-8841,  ext.  254. 

Buckeye  Anesthesia  Study  Society,  first  sci- 
entific dinner  meeting,  April  25,  at  the  Imperial 
House  South,  1-75  at  the  Miamisburg-Centervalle 
exit,  Dayton;  cocktails  6:00  p.m.,  dinner  at  7:00 
and  speaker  at  8:00  p.m.;  speaker,  N.  W.  Brian 
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Educational  Opportunities  in  Ohio  — Continued 


Craythorne,  M.D.,  chairman,  Dept,  of  Anesthesia, 
University  of  Cincinnati;  contact,  Martin  L.  Nor- 
ton, M.D.,  Secretary,  Miami  Valley  Hospital,  1 
W'^yoming  St.,  Dayton  45409. 

Sixth  Annual  Diabetes  Seminar  — Sponsored 
by  Akron  City  Hospital,  at  the  Isabelle  Firestone 
Nursing  Auditorium,  41  Arch  St.,  April  25;  8:00 
a.m.  Thomas  R.  Riley,  M.D.,  coordinator. 

Orthopaedic  Surgery'  — Akron  City  Hospital, 
525  E.  Market  St.,  Akron;  April  27;  8:00  a.m.; 
Visiting  Professor  program,  featuring  Dr.  Ferrer- 
Torreles,  from  Madrid,  Spain. 

Family  Relations  Workshop — April  27-29  at 
Salt  Fork  Lodge,  Cambridge;  sponsored  by  Ohio 
Academy  of  Family  Physicians. 

May 

University  of  Cincinnati  College  of  Medicine 

(CONMED)  — Eden  and  Bethesda  Avenues, 

Cincinnati  45219: 

Velo-Pharyngeal  Insufficiency,  May  3 

General  Surgery,  May  16-17 

Internal  Medicine  — Current  Concepts  of 
Clinical  Problems — Cosponsored  by  the 
American  College  of  Physicians,  May 
21-25 

Cleveland  Clinic  Educational  Foundation,  9500 

Euclid  Ave.,  Cleveland  44106: 

Organization  and  Administration  in  Anesthe- 
siology, May  5-6 

Advances  in  Dermatology,  May  9-10 

Newborn  Conference — Ohio  State  University 
College  of  Medicine,  May  2-3,  at  the  Center  for 
Tomorrow;  contact  OSU  Center  for  Continuing 
Medical  Education,  410  W.  Tenth  Ave.,  Colum- 
bus 43210. 

Obstetrics  and  Gynecology  — Akron  City 
Hospital  Visiting  Professor  program,  with  William 
E.  Copeland,  M.D.,  Ohio  State  University;  525 
Market  St.,  Akron,  May  3-4;  8:30  both  mornings. 

Gynecologic  Endoscopy  — St.  Luke’s  Hos- 
pital, 11311  Shaker  Blvd.,  Cleveland  44104;  May 
2-3;  and  Recent  Advances  in  Reproductive  Physi- 
ology, May  4;  contact  Amir  H.  Ansari,  M.D.,  at 
the  hospital,  phone  216/791-1000,  ext.  360. 

Cytogenetics,  Noting  Prenatal  Diagnosis,  Clin- 
ical Consideration  and  Counselling — Sponsored  by 
the  Cleveland  Society  of  Obstetricians  and  Gyne- 
cologists at  the  Marriott  Inn,  4277  West  150th 
St.,  Cleveland,  May  9,  educational  forum  starting 
at  3:00  p.m.;  Cecil  Jacobsen,  M.D.,  and  Neil  Mc- 


Intyre, M.D.,  guest  speakers;  dinner  and  evening 
meeting,  7:00  p.m..  Recent  Advances  in  Repro- 
ductive Genetics  by  Dr.  Jacobsen.  Contact,  Kath- 
ryn E.  Hoffman,  M.D.,  2060  E 9th  St.,  Cleve- 
land 44115. 

Cardiology  Highlights  — Akron  City  Hos- 
pital, 525  Market  St.,  May  9,  9:00  a.m.;  Thomas 
R.  Riley,  M.D.,  Coordinator. 

Endoscopy  and  Gastrointestinal  Bleeding — 
Youngstown  Hospital  Association,  South  Unit, 
May  17,  8:00  a.m.;  Dr.  Reed  T.  Keller,  of  Case 
Western  Reserve  University,  guest  lecturer. 

Research  in  Esophageal  Repair — Veterans 
Administration  Center,  4100  W.  Third  Street, 
Dayton  45428;  May  18;  2:30  p.m.;  Dr.  Charles  L. 
Cogbill;  A New  Approach  in  the  Treatment  of 
Esophageal  Perforation,  Dr.  Krishna  V.  S.  Rao; 
A New  Treatment  for  Esophageal  Stricture,  Dr. 
Mahood  Mir. 

Internal  Medicine,  Current  Concepts  of 
Clinical  Problems — Sponsored  by  the  American 
College  of  Physicians  and  the  University  of  Cin- 
cinnati College  of  Medicine;  May  21-25  at  the 
Medical  Center,  Cincinnati. 

Visiting  Professor  Program  - — Akron  City 
Hospital,  525  Market  St.,  May  22;  visiting  profes- 
sor, William  C.  Roberts,  M.D.,  chief.  Section  on 
Pathology,  National  Heart  and  Lung  Institute. 

General  Surgery  — Akron  City  Hospital,  525 
Market  St.,  May  24-25;  visiting  professor,  Theo- 
dore Drapanas,  M.D.,  Department  of  Surgery, 
Tulane  University  School  of  Medicine. 

Digitalis  and  Injured  Heart — Youngstown 
Hospital  Association,  South  Unit,  May  28,  4:00 
p.m.;  Drs.  W.  H.  Bunn,  Jr.,  and  R.  D.  Arnott. 

Refresher  Course  in  Diagnostic  Roentgenol- 
ogy, 15th  Annual  — Radiology  Dept.,  University 
of  Cincinnati  College  of  Medicine,  under  direction 
of  Benjamin  Felson,  M.D.,  May  29  - June  2;  for 
radiologists  and  radiology  residents;  contact  Dr. 
Harold  B.  Spitz,  Dept,  of  Radiology,  Cincinnati 
General  Hospital,  Cincinnati  45229. 

June 

Visiting  Professor  Program  — Akron  City 
Hospital,  525  Market  St.,  June  14-15;  Beverley 
T.  Mead,  M.D.,  chairman.  Department  of  Psychi- 
atry, Creighton  University  School  of  Medicine. 
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St.  Elizabeth  Hospital,  Youngstown,  Announces 
Continuing  Education  Courses 


April 

Dept,  of  OB-Gyn  \’isiting  Professor  Series: 
Current  Concepts  in  OB  Anesthesia, 
Carl  Redderson,  M.D.,  April  5;  Impact 
of  \’enereal  Disease  in  OB-Gyn,  Delbert 
Booher,  M.D.,  April  12;  Preinalignant 
and  Malignant  Lesions  of  Vulva  and 
\ agina,  ^V.  B.  Wentz,  M.D.,  April  19; 
Treatment  of  Uterine  Cancer  — Cervix 
and  Corpus,  Dr.  Wentz,  April  26. 

Department  of  Surgery  Grand  Rounds:  Dia- 
betic Gangrene,  Demetrios  J.  Dallis,  M. 
D.,  April  5;  Venous  Diseases  of  the 
Lower  Extremities,  Robert  Hritzo,  M.D., 
April  12;  Zollinger  - Ellison  Syndrome, 
Rashid  Abdu,  M.D.,  April  19;  Shock, 
Felix  Pesa,  M.D.,  April  26. 

Family  Practice:  Most  Common  Endocrine 
Disturbances,  Exclusive  of  Diabetes  and 
Thyroid  Disease,  Dr.  W.  Cleary,  April 
6;  Management  of  Coronary  Occlusion, 
Dr.  L.  Caccamo,  April  13;  Stroke  and 
Rehabilitation,  Dr.  Gilliland,  April  20; 
Diuretics  and  Their  Lises,  Dr.  E.  Kessler, 
April  27. 

Dept,  of  Pediatrics  and  CORE  Conferences: 
Immunization,  Kurt  Wegner,  M.D., 
April  4;  Poisoning  in  Children,  Dr.  Weg- 
ner, April  18. 

The  Clinical  Examination:  Leads,  L.  P.  Cac- 
camo, M.D.,  April  11;  Anatomical  (X- 
Ray)  and  Electrical  (ECG)  Positions  of 
the  Heart,  Dr.  Caccamo,  April  25. 

Dept,  of  Medicine  Hematology  Conferences: 
Pancytopenia  w4th  a Hypercellular  Mar- 
row of  Undetermined  Etiology,  Dr.  Jen- 
son, April  9;  Leukemoid  Reaction,  Dr. 
Westerman,  April  23. 


Dept,  of  Medicine  Grand  Rounds:  Liver  Cir- 
rhosis, Dr.  Tiberio,  April  10;  Hypercal- 
cemia, Dr.  Cleary,  April  17;  Audit  Con- 
ference, Dr.  Saadi,  April  24. 

Dept,  of  Medicine  Visiting  Professor  Series: 
Workup  of  Acute  Arthritis,  Thomas  A. 
Medsger,  M.D.,  April  12;  Rheumatic 
Heart  Disease  with  Mitral  Valve  Disease, 
James  J.  Leonard,  M.D.,  April  26. 

Dept,  of  Medicine  G.  I.  Conferences:  G.  I. 
Bleeding,  Dr.  Gaylord,  April  17;  Steator- 
rhea, Dr.  Gregori,  April  24. 

Dept,  of  Medicine  Endocrinology  Confer- 
ences: Aldosteronism,  Dr.  Jung,  April  7; 
Turner’s  Syndrome,  Dr.  Jung,  April  14; 
Acromegaly,  Dr.  Jung,  April  21;  Grani- 
opharynfioma  with  Hypopituitarism,  Dr. 
Jung,  April  28. 

Tumor  Conference  (Medicine):  Adenocarci- 
noma, George  River,  M.D.,  April  5; 
Stage  IV  Serous  Cystadenoma  of  Ovar- 
ies, Osteogenic  Sarcoma  Left  Distal 
Eemur,  Ulcerating  Carcinoma  of  Sto- 
mach, Stage  IV  Breast  Carcinoma,  Dr. 
River,  April  12;  Myeloblastic  Leukemia, 
Cancer  of  Breast,  Colon,  Head  of  Pan- 
creas, Dr.  River,  April  19;  Metastatic  Ca 
(Primary?),  Ca  of  Stomach,  Myelofib- 
rosis, Urinary'  Bladder  Ca,  Dr.  Riber, 
April  26. 

Dept,  of  Anesthesia:  The  Endocrines  and  An- 
esthesia, Dr.  Lee,  April  5;  The  Auto- 
nomic Nervous  System,  Dr.  Dziadzka, 
April  12;  Hyperthermia  and  Hypother- 
mia, Dr.  Richards,  April  19;  Obstetrical 
Anesthesia,  Dr.  Malta,  April  26. 
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Nation’s  Medical  Historians  to 
Meet  in  Cincinnati,  May  3-5 

Following  is  the  text  of  a letter  addressed  to 
members  of  the  Ohio  Academy  of  Medical  History 
and  signed  by  Emanuel  D.  Rudolph,  Ph.D., 
Secretary^-Treasurer. 

“This  year  the  Ohio  Academy  of  Medical 
History,  as  a result  of  a vote  taken  last  year  at  the 
annual  meeting,  will  ask  its  members  to  accept 
the  invitation  of  the  American  Association  for  the 
History  of  Medicine  to  attend  its  annual  meeting 
to  be  held  in  Cincinnati  May  3-5,  1973.  The 
executive  committee  of  the  Ohio  Academy  of 
Medical  History  decided  that  having  our  own 
annual  meeting  during,  or  after,  the  national  asso- 
ciation’s would  be  redundant.  Thus,  we  plan  to 
skip  our  annual  meeting  this  year.  We  hope  that 
this  will  mean  that  next  year  will  be  a bumper 


year  for  contributed  papers  at  our  meeting.  We 
look  forward  to  that. 

“We  are  pleased  to  have  the  national  asso- 
ciation meet  in  Ohio  and  trust  that  many  of  our 
members  will  attend.  You  will  soon  receive  a copy 
of  the  program  together  with  information  about 
registration  and  housing.  We  can  help  to  make  the 
visiting  historians  of  medicine  welcome  to  Ohio. 
.Some  of  our  members  are  already  much  involved 
in  the  planning  of  the  meeting.  It  should  be  a 
gala  occasion.  Plan  to  attend! 

“If  you  have  not  paid  your  annual  dues  of 
.$1.00  or  have  done  so  with  a joint  membership 
in  the  Ohio  Historical  Society,  they  are  now  wel- 
come. See  you  in  Cincinnati  in  May.” 

Physicians  interested  in  medical  history  as 
well  as  members  of  the  Academy  are  invited  to 
contact  Dr.  Rudolph  at  the  Department  of  Botany, 
Ohio  State  University,  1735  Neil  Ave.,  Columbus 
43210. 
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GUIDELINES 


for  Establishing  and  Operating 
Multiphasic  Health  Testing  Programs 


A T THE  REGULAR  MEETING  of  The 
^ Council  of  the  Ohio  State  Medical  Associa- 
tion on  January  27-28,  the  following  set  of  “Guide- 
lines for  Establishing  and  Operating  Multiphasic 
Health  Testing  Programs”  was  accepted  as  the 
official  policy  of  the  Association.  The  guidelines 
were  developed  by  the  OSMA  Committee  on 
Judicial  and  Professional  Relations. 

* * * 

1.  “Multiphasic  health  testing”  (MHT)  is 
defined  as  a method  of  acquiring,  storing,  collating 
and  reproducing  medical  data  on  individual  pa- 
tients. N.B.:  MHT  is  not  in  and  of  itself  a com- 
plete health  service  or  a complete  health  or 
physical  examination:  MHT  procedures  comprise 
only  part  of  the  physical  examination  of  the  pa- 
tient conducted  by  the  physician  and  shall  be  per- 
formed only  upon  request  or  order  of  the  patient’s 
physician  for  his  use  as  an  aid  in  continuing  pa- 
tient examination  and  care.  MHT  procedures 
must  be  limited  to  fact-finding  and  exclude  inter- 
pretation. Findings  disclosed  by  MHT  procedures 
should  be  interpreted  only  by  physicians. 

2.  The  practicing  physician  may  recommend 
MHT  procedures  where  he  believes  it  may  be 
helpful  to  him  in  the  care  of  his  patient.  Prudence 
dictates  that  the  physician  be  selective  in  recom- 
mending or  requiring  patients  to  utilize  the  ser- 
vices of  MHT  facilities  and  not  adopt  the  practice 
of  routinely  requiring  that  all  patients  or  all  new 
patients  undergo  such  testings. 

.\n  attending  physician  may  not  receive  a re- 
bate, referral  fee,  commission  or  the  like  from  a 
program  whose  facilities  have  been  used  by  his 
patients. 

3.  Any  MHT  facility  operating  in  Ohio  shall 
conform  to  all  applicable  federal,  state  and  local 
laws  and  regulations  and  each  facility  shall  main- 
tain its  own  quality  control  and  quality  control 
records. 

4.  Physicians  must  be  inv'olved  in  the  plan- 
ning, development  and  evaluation  of  MHT  fa- 
cilities and  programs. 

5.  The  operation  of  any  MHT  facility  and 
program  shall  be  supervised  by  a duly  licensed  and 
qualified  physician  or  physicians  at  the  testing 
facility.  Testing  facilities  should  preferably  be 
located  in  hospitals. 


6.  Any  MHT  program  should  be  designed  to 
make  maximum  use  of  allied  health  professionals 
and  to  utilize  technical  and  automated  techniques 
where  justified. 

7.  For  professional  and  economic  feasibility, 
all  MHT  programs  should  include  tests  that  are 
simple,  safe,  easy  to  interpret,  inexpensive  and 
quick  to  perform,  and  that  have  acceptable  levels 
of  sensitivity,  specificity,  high  predictive  value, 
and  patient  acceptance.  Tests  which  are  com- 
plicated, involve  risk  to  the  patient  and  are  more 
difficult  to  interpret  may  be  included  in  the  pro- 
gram only  if  adequate  physician  supervision  is 
available  and  utilized  to  insure  both  quality  con- 
trol and  adequate  patient  care. 

8.  All  MHT  programs  should  include  the 
following  criteria:  reliability,  accuracy  of  output, 
saving  of  time  of  physicians  and  allied  health  per- 
sonnel, adequate  utilization,  and  sufficient  flexi- 
bility for  customization  to  physician  and  patient 
needs. 

9.  All  MHT  programs  shall  provide  for  and 
maintain  the  confidentiality  of  patient  data. 

10.  It  is  not,  in  and  of  itself,  unethical  for  a 
physician  to  own  a MHT  facility  or  an  interest 
therein.  The  use  the  physician  makes  of  this  owner- 
ship or  interest  may,  however,  be  unethical. 

1 1.  Solicitation  directly  or  indirectly  by  MHT 
systems  shall  be  unethical. 

12.  A physician  employed  by  a MHT  facility 
should  not,  in  conformity  with  the  well-established 
policy  of  the  Ohio  State  Medical  Association,  (a) 
dispose  of  his  professional  attainments  to  any 
corporation  or  lay  body  under  terms  or  conditions 
which  permit  the  sale  of  the  services  of  that 
physician  by  such  corporation  or  lay  body  for  a 
fee,  or  (b)  allow  his  name  or  the  prestige  of  his 
professional  status  as  a physician  to  be  used  in  the 
promotion  of  any  commercial  enterprise.  The 
physician  should  neither  aid  nor  abet  an  un- 
licensed individual  or  corporation  to  practice 
medicine. 

13.  The  Council  of  the  Ohio  State  Medical 
Association  is  ready  to  assist  in  answering  and 
should  be  consulted  regarding  any  ethical  ques- 
tions regarding  the  planning,  development  and 
operation  of  a MHT  facility  and  program. 
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need  equipment? 
use  our  Capital— not  yours 


Conserve  your  capital  and  improve  cash  flow— lease 
business  or  professional  equipment  from  Capital  Finan- 
cial Services  Leasing. 

We  lease  just  about  everything  except  large  rolling 
stock,  and  we  lease  it  in  a hurry.  Most  lease  arrange- 
ments are  completed  within  five  days. 

Equipment  leasing  gives  you  the  advantages  of  new 
equipment  without  the  disadvantages  of  large  capital 
outlay.  No  down  payment  is  needed.  Lease  charges  are 


ordinary  business  expenses  and  may  be  written  off 
accordingly. 

Ask  your  accountant  about  the  tax  and  accounting  ad- 
vantages of  equipment  leasing,  then  call  and  tell  us  what 
you  need.  You  can  lease  office  communications  systems, 
new  furniture,  instruments,  everything  from  typewriters  to 
tables,  from  accounting  machines  to  X-ray  equipment. 

Call  George  Stumpf  614/228-6301  collect  or  mail  the 
coupon  below. 


Name . 
Street- 


City  and  State- 


Type  of  equipment  needed. 
Business/Office  Name 


Caprtal 

Financial 


Exec.  Offices  100  E.  Broad  St.  Columbus,  Ohio  43215 
Affiliated  with  THE  CONTINENTAL  CORPORATION 


we  can  provide 
some  form  of 
health  insurance 
to . . . 


of  OSMA  members — regardless  of  health  history 


Complete  protection  is  available  for  you  and 
your  family  with  the  OSMA  sponsored  Extra 
Cash  Hospital  Plan  and  comprehensive  Major 
Medical  Insurance,  Also  available  to  Ohio  phy- 
sicians are  Disability  Income  Protection,  Practice 
Overhead  Expense  Protection  and  Accidental 
Death,  Dismemberment  and  Disability  Insurance. 
Choose  the  plans  that  fill  your  insurance  needs 
and  send  the  coupon  today  for  complete  de- 
tails. Or  better  yet.  for  immediate  information, 
call  us  collect! 

Spencer  W.  Cunningham 
DANIELS-HEAD  & ASSOCIATES,  INC. 

Daniels-Head  Building 
Portsmouth,  Ohio  45662 
Telephone  614/354-4561 


I have  checked  the  plans  in  which  I am  most  interested.  Please 
send  me  complete  details  on  how  I can  take  advantage  of  this 
high  value  insurance  protection  at  low  group  rates. 

OSMA  SPONSORED  PLANS 


□ EXTRA  CASH  HOSPITAL 
PLAN 


□ COMPREHENSIVE  MAJOR 
MEDICAL  INSURANCE 


ALSO  AVAILABLE  TO  OHIO  PHYSICIANS 

□ DISABILITY  INCOME  □ PRACTICE  OVERHEAD 

PROTECTION  EXPENSE  PROTECTION 

□ ACCIDENTAL  DEATH,  DISMEMBERMENT  and  DISABILITY 
INSURANCE 

Name 

Address 

City 

State 


-Zip- 
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Obituaries 


Floyd  Pierpont  Allen,  M.D.,  Cincinnati;  Uni- 
versity of  Michigan  Medical  School,  1921;  aged 
81;  died  February  14;  member  of  OSMA  and 
AMA;  former  director  of  research  for  the  Public 
Health  Federation  in  Cincinnati  from  1929  to 
1956,  and  fonner  assistant  professor  of  preventive 
medicine  at  the  University  of  Cincinnati. 

Jerry  E.  Arrington,  M.D.,  Columbus;  Uni- 
versity of  Tennessee  College  of  Medicine,  1932; 
aged  64;  died  February’  15;  member  of  OSMA, 
■\M.-\,  and  the  American  Academy  of  Ophthal- 
mology’ and  Otolaryngology^;  diplomate,  American 
Board  of  Otolaryngology;  practitioner  of  long 
standing  in  Columbus,  specializing  in  ophthal- 
mology and  otolary’ngology’. 

Walter  Michael  Barth,  M.D.,  \Vestlake  and 
Cleveland;  St.  Louis  University  School  of  Medi- 
cine, 1942;  aged  55;  died  February’  2;  member 
of  OSMA  and  AMA;  Fellow,  American  College 
of  Obstetricians  and  Gynecologists;  practicing  phy- 
sician in  the  Cleveland  area  for  a number  of  years, 
specializiner  in  obstetrics  and  gynecology;  veteran 
of  World  War  II. 

Robert  John  Becksted,  M.D.,  Cleveland; 
\Vestem  Reserve  University  School  of  Medicine, 
1946;  aged  50;  died  February  15;  former  member 
of  OSM.\;  practitioner  in  Dayton  for  a number 
of  years  and  in  recent  years  in  the  Parma  area  of 
Greater  Cleveland;  served  in  the  Air  Force  Medi- 
cal Corps  during  the  Korean  Conflict. 

Russel  D.  Bussdicker,  M.D.,  Duarte,  Calif.; 
Ohio  State  University  College  of  Medicine,  1917; 
aged  81;  died  February  5;  medical  missionary  in 
Iran  for  37  years;  veteran  of  World  War  I. 

Ernest  Willianr  Campbell,  M.D.,  Moraga, 
Calif.;  Univ’ersity  of  Pittsburgh  School  of  Medi- 
cine, 1907;  aged  91;  died  January  6;  former  mem- 
ber of  OSMA  and  AMA;  practitioner  from  1924 
to  1957  in  Toledo  where  he  specialized  in  the 
EENT  field. 

Gordon  Lee  Gudakunst,  M.D.,  Columbus; 
Ohio  State  University  College  of  Medicine,  1961; 
aged  37;  died  January’  28;  resident  in  psychiatry', 
associated  with  the  Columbus  Area  Mental  Health 
Center. 


Estes  J.  Gunn,  M.D.,  Clev'eland;  Meharry 
Medical  College  School  of  Medicine,  1919;  aged 
80;  died  January  29;  former  member  of  OSMA 
and  the  AMA;  member,  American  Academy  of 
Family  Physicians,  and  the  National  Medical  As- 
sociation; general  practitioner  of  long  standing  in 
Cleveland  and  recipient  of  the  OSMA  50-Year 
•Award;  veteran  of  World  War  I. 


Adolf  Haas,  M.D.,  Columbus;  medical  de- 
gree from  the  University  of  Marburg/ Lahn,  \\^est 
German,  1951;  aged  52;  died  February'  18;  mem- 
ber of  OSM.A,  AM.A,  and  American  Psychiatric 
Association;  diplomate,  American  Board  of  Psy- 
chiatry’ and  Neurology;  practitioner  in  Columbus 
for  a number  of  years,  specializing  in  psychiatry’. 


Edith  Wallace  Hammill,  M.D.,  Cleveland; 
Ohio  State  University  College  of  Medicine,  1928; 
aged  72;  died  January  28;  member  of  OSMA  and 
.AMA;  general  practitioner  in  Cleveland  before 
her  retirement  in  1967.  Her  husband.  Dr.  Gordon 
H.  Hammill  was  killed  in  action  during  World 
War  II.  Among  survivors  is  a physician  son.  Dr. 
William  .A.  Hammill,  of  Spartanburg,  S.C. 


Joseph  B.  Klein,  M.D.,  North  Canton;  Uni- 
versity of  Louisville  School  of  Medicine,  1931; 
aged  68;  died  February  6;  member  of  OSM.A, 
AMA,  American  .Academy  of  Dermatology,  and 
American  Academy  of  Facial,  Plastic  and  Recon- 
structive Surgery;  diplomate,  American  Board  of 
Dermatology’;  practicing  dermatologist  in  the  Can- 
ton area  for  27  years;  veteran  of  World  War  II. 

Sydney  Levin,  M.D.,  Cleveland;  University 
of  Cincinnati  College  of  Medicine,  1922;  aged 
74;  died  February  10;  former  member  of  OSMA; 
private  practitioner  in  Cleveland  until  about  25 
years  ago  when  he  joined  the  Veterans  Admin- 
istration and  moved  first  to  California  and  later 
to  Michigan;  retired  about  five  years  ago  and  re- 
turned to  Cleveland. 

Henry  Andrew  Long,  Jr.,  M.D.,  Dayton; 
Meharry’  Medical  College  School  of  Medicine, 
1962;  aged  42;  died  February  4 of  a gunshot 
wound;  former  member  of  OSMA  and  AM.A; 
practitioner  for  about  ten  years  in  Dayton. 
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Joseph  John  McHugh,  M.D.,  Ottawa,  Ohio; 
Jefferson  Medical  College  of  Philadelphia,  1943; 
aged  55;  died  February  4;  member  of  OSMA; 
practitioner  in  the  Ottawa  area  since  1949  and 
Putnam  County  health  commissioner  since  1971; 
veteran  of  World  War  II. 

Elizabeth  Ann  Leggett  McKee,  M.D.,  La- 
Guna  Hills,  Calif.;  University  of  Minnesota  Med- 
ical School,  1928;  aged  74;  died  July  31;  former 
member  of  OSMA;  member,  American  Thoracic 
Society;  Fellow,  American  College  of  Chest  Physi- 
cians; physician  at  Kent  State  University  until 
1949  when  she  moved  to  California.  Her  husband 
died  about  a year  ago. 

Peter  James  McOwen,  M.D.,  Tustin,  Calif.; 
Dalhousie  University  Faculty  of  Medicine,  Canada, 
1926;  aged  75;  died  February  10;  member  of 
OSMA,  AMA,  and  American  Academy  of  Der- 
matology; moved  to  California  in  1970  after  prac- 
ticing since  1929  in  Youngstown  where  he  spe- 
cialized in  dermatology;  formerly  associated  in 
practice  with  his  son.  Dr.  Peter  J.  McOwen,  Jr., 
Youngstown,  who  is  among  survivors. 

Alva  Justin  Payne,  M.D.,  Ironton;  Ohio 
State  University  College  of  Medicine,  1935;  aged 
64;  died  January  18;  member  of  OSMA  and 
AMA;  practitioner  in  Lawrence  County  since 
1936.  Two  sons  are  professional  men,  A.  Burton 
Payne,  M.D.,  and  William  P.  Payne,  D.D.S.,  both 
of  Ironton. 

Roger  Edmund  Pinkerton,  M.D.,  Akron; 
University  of  Illinois  College  of  Medicine,  1923; 
aged  77;  died  February  12;  member  of  OSMA, 
AMA,  American  Psychiatric  Association,  and  Cen- 


tral Neuropsychiatric  Association;  practitioner  of 
long  standing  in  Akron,  specializing  in  psychiatry 
and  neurology.  Among  professional  men  in  the 
family  are  sons,  Dr.  Donald  R.  Pinkerton  and  Dr. 
Burnel  Pinkerton,  and  brothers.  Dr.  Charles  P. 
Pinkerton  and  Dr.  John  Pinkerton. 

Arlington  Joseph  Rawers,  M.D.,  Celina; 
Ohio  State  University  College  of  Medicine,  1924; 
aged  74;  died  January  23;  former  member  of 
OSMA;  practitioner  of  long  standing  in  the  Ce- 
lina area;  former  health  commissioner  of  Mercer 
and  Auglaize  Counties;  former  secretary  of  the 
Mercer  County  Medical  Society. 

Leo  Rosenberg,  M.D.,  Dayton;  Tufts  Uni- 
versity School  of  Medicine,  1924;  aged  72;  died 
January  31;  member  of  OSMA,  AMA,  American 
Rheumatism  Society,  and  American  Academy  of 
Physical  Medicine  and  Rehabilitation;  diplomate, 
American  Board  of  Physical  Medicine  and  Re- 
habilitation; associated  for  some  20  years  with  the 
rehabilitation  service  at  the  Veterans  Administra- 
tion Flospital  in  Dayton;  also  associated  with 
Good  Samaritan  Hospital,  and  a private  practi- 
tioner recently  in  Dayton;  clinical  associate  profes- 
sor, OSU  College  of  Medicine;  active  duty  during 
World  War  II  and  retired  captain  in  the  Navy 
Reserve. 

Henry  A.  Schlink,  M.D.,  Cleveland;  Univer- 
sity of  Michigan  Medical  School,  1913;  aged  81; 
died  January  29;  member  of  OSMA  and  AMA; 
practitioner  of  long  standing  in  Cleveland;  veteran 
of  World  War  I,  during  which  he  served  in  the 
Army  Medical  Corps;  associated  in  practice  with 
his  brother  Dr.  Albert  G.  Schlink  who  survives. 

(Continued  on  Next  Page) 
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John  Warren  Stack,  M.D.,  Mesquite,  Texas; 
University  of  Cincinnati  College  of  Medicine, 
1947;  aged  48;  died  January  29;  practitioner  in 
the  Mesquite  area  since  1948.  A former  resident 
of  Athens  County,  he  was  a grandson  of  the  late 
Dr.  ^Varren  Sprague. 

Charles  Frederick  Thompson,  M.D.,  Cald- 
well; Ohio  State  University  College  of  Medicine, 
1929;  aged  71;  died  January  15;  former  member 
of  OSMA  and  AMA;  practitioner  of  long  stand- 
ing in  Noble  County;  former  member  of  the  Noble 
County  Health  Department;  past  president  of  the 
Noble  County  Medical  Society. 

Louis  Alfred  Vogel,  M.D.,  Euclid;  St.  Louis 
University  School  of  Medicine,  1932;  aged  66; 
died  January  25;  member  of  OSMA,  AMA,  and 
American  Academy  of  Family  Physicians;  General 
practitioner  of  long  standing  in  the  Euclid  area; 
veteran  of  World  War  II.  Among  survivors  is  a 
son.  Dr.  Donald  Vogel  who  was  associated  with 
his  father  in  practice. 


Bert  McKinley  Warne,  M.D.,  Ft.  Lauderdale, 
Fla.;  Eclectic  Medical  College,  Cincinnati,  1920; 
aged  79;  died  January  21;  former  member  of 
OSMA  and  AMA;  retired  some  years  ago  after 
practicing  in  the  Cincinnati  area  where  he  spe- 
cialized in  radiology. 

Cyrus  Rogers  Wood,  M.D.,  Port  Clinton; 
University  of  Louisville  School  of  Medicine,  1929; 
aged  70;  died  February  11;  member  of  OSMA 
and  AMA;  practitioner  in  the  Port  Clinton- 
Toledo  area  since  1930;  served  as  Ottawa  County 
health  commissioner  for  20  years;  served  in  the 
Army  Medical  Corps  during  World  War  II. 

Wendell  Irving  Zaring,  M.D.,  Kenton;  Indi- 
ana University  School  of  Medicine,  1954;  aged 
46;  died  January  22;  member  of  OSMA,  AMA, 
American  Society  of  Anesthesiologists,  and  the  In- 
ternational Anesthesia  Research  Society;  practi- 
tioner in  Hardin  County  since  1956  specializing  in 
anesthesiology. 


The  treatment  of 


impotence 


\ due  to  androgenic  deficiency  in  the  American  male. 
\ The  concept  of  chemotherapy  plus  the 
physician’s  psychological  support  is  confirmed 
as  effective  therapy. 


The  Treatment  of  Impotence 
with  Methyltestosterone  Thyroid 
(too  patients  — Double  Blind  Study) 
T.  Jakobovits 

Fertility  and  Sterility,  January  1970 
Official  Journal  of  the 
American  Fertility  Society 


Android 


(thyroid-androgen)  tablets 


I 


Double-Blind  Study  and  Type  of  Patient; 

100  patients  suffering  from  impotence.  Of 
the  patients  receiving  the  active  medication 
(Android)  a favourable  response  was  seen 
in  78%.  This  compares  with  40%  on 
placebo.  Although  psychotherapy  is  indi- 
cated in  patients  suffering  from  functional 
impotence  the  concomitant  role  of  chemo- 
therapy (Android)  cannot  be  disputed. 


Choice  of  4 strengths: 

Android  Android-HP 


Android-X  Android-Plus 


HIGH  POTENCY 


EXTRA  HIGH  POTENCY 


Each  yellow  tablet  contains: 
Methyl  Testosterone  ..2.Smg. 
Thyroid  Eit.(1/G  sr.)  ..10  mg. 

Glutamic  Acid  SO  mg. 

Thiamine  HCL  10  mg. 

Dose:  1 tablet  3 times  daily. 
Available: 

Bottles  of  100,  500,  1000. 


Each  red  tablet  contains: 
Methyl  Testosterone  ..S.Omg. 
Thyroid  Eit. (Ve  gr.)  ...30  mg. 

Glutamic  Acid  SO  mg. 

Thiamine  HCL  10  mg. 

Dose:  1 tablet  3 times  daily. 
Available: 

Bottles  of  100,  500,  1000. 


Each  orange  tablet  contains: 
Methyl  Testosterone  .12.5  mg. 

Thyroid  Eit.  (1  gr.)  64  mg. 

Glutamic  Acid  SO  mg. 

Thiamine  HCL  10  mg. 

Dose:  1 or  2 tablets  daily. 
Available: 

Bottles  of  60.  SOO. 


WITH  HIGH  POTENCY 
B COMPLEX  AND  VITAMIN  C 
Each  white  tablet  contains: 
Methyl  Testosterone  ..2.5  mg. 
Thyroid  Ext.('/4  gr.)  ..  .15  mg. 
Ascorbic  Acid  (Vit.C)  .250  mg. 

Thiamine  HCL  25  mg. 

Glutamic  Acid  100  mg. 

Pyndoxine  HCL S mg. 

Niacinamide  75  mg. 

Calcium  Pantothenate  .10  mg. 

Vitamin  B-12  2.S  meg. 

Riboflavin  S mg. 

Dose:  2 tablets  daily. 
Available:  Bottles  of  60,  SOO. 


Contraindications:  Android  is  contraindicated  in  patients  with  prostatic  carcinoma,  severe  cardiorenal 
disease  and  severe  persistent  hypercalcemia,  coronary  heart  disease  and  hyperthyroidism.  Occasional 
cases  of  jaundice  with  pluggme  biliary  eanaliculi  have  occurred  with  average  doses  of  Methyl  Testes- 
terone.  Thyroid  is  net  to  be  used  in  heart  disease  and  hypertension. 

Warnings:  large  dosages  may  cause  anorexia,  nausea,  vomiting  abdominal  pain,  diarrhea,  headache, 
diaziness,  lethargy,  paresthesia,  skin  eruptions,  loss  of  libido  in  males,  dysuria,  edema,  congestive  heart 
failure  and  mammary  carcinoma  in  males. 

Precautions:  If  hypothyroidism  is  accompanied  by  adrenal  insufficiency  the  latter  must  be  corrected  prior 
to  and  during  thyroid  administration. 

Adverse  Reactions:  Since  Androgens,  in  general,  tend  to  promote  retention  of  sodium  and  water,  patients 
receiving  Methyl  Testosterone,  in  particular  elderly  patients,  should  be  observed  for  edema. 
Hypercalcemia  may  occur,  particularly  in  immobilized  patients:  use  of  Testosterone  should  be  discontinued 
as  soon  as  hypercalcemia  is  detected. 


Thyroid-androgen  interrelations  and  the  hyaocholesteremic  effect  of  androsterone.  J Clin  Endoer  19:936 
1959.  5.  Fams.  E.  i..  and  Colton,  S.  W.  Effects  of  L-thyrexine  and  liotbyronlne  on  spermatogenesis 
J Urol  79  163.  1958.  6.  Osol,  A.,  and  Farrar,  C.  E.  Uoited  States  Dispensatory  (ed.  21).  Lippincott,  Phila 
delphia.  1955,  p.  1432.  7.  Wershub,  L.  P.  Sexual  Impotence  in  the  Male.  Thomas,  Springfield, 

III.,  1959,  pp.  79-99. 
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“The  history  of  science,  and  in 
particular  the  history  of  medicine.. . . is ... . 

the  history  of  man’s  reactions  to  the 
truth,  the  history  of  the  gradual  revelation 
of  truth,  the  history  of  the  gradual 
liberation  of  our  minds  from  darkness 
and  prejudice.’’ 

—George  Sarton,  from  “The  History 

of  Medicine  Versus  the  History  of  Art” 


Are  there  significant 
differences  in  bioavailability 
and  clinical  predictability 
among  drug  products? 


Results  of  a questionnaire  to 
7,000  physicians: 

44.6% 

Agree  there  is  a significant 
difference 

24.9% 

Believe  there  is  no  difference 


30.5% 

Had  no  opinion 


predictabilify  among  drug  products! 


I 


Teacher  of  Medicine 


Alfred  Gilman,  Ph.D. 

Wm.  S.  Lasdon 
Professor  & Chairman 
Department  of 
Pharmacology 
Albert  Einstein 
College  of  Medicine  of 
Yeshiva  University 
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I think  that  there  can  be 
a very  great  distinction 
between  generic  drugs  and 
brand  name  drugs.  And  that 
applies  to  products  of  origi- 
nal research  that  have 
outlived  their  patent  pro- 
tection as  well  as  to  drugs 
that  have  long  been  in  the 
public  domain.  Let  me  ex- 
plain why. 


The  Importance 
of  the  Manufacturing 
Environment 
In  terms  of  formulation, 
quality  control,  and  the 
ability  to  reproduce  an  es- 
sentially identical  iiroduct, 
batch  after  batch,  I doubt 
that  many  firms  are  prop- 
erly equipped  to  put  out  a 
product  that  is  as  carefully 
controlled  as  the  product 
marketed  by  a pharmaceu- 
tical company  with  sophis- 
ticated research  and  high 
quality  manufacturing  fa- 
cilities. For  example,  when 
a company  comes  out  with 
its  own  preparation  of  a 
drug  that  has  just  lost  its 
patent  protection,  there  is 
no  assurance  that  the  drug 
it  produces  will  be  a thera- 
peutic equivalent.  The  raw 
material  could  be  identical 
and  yet  bioavailability 
might  vary  from  complete 
unavailability  to  that  which 
is  equivalent  to  the  original. 

It  Isn’t  Enough  to  Meet 
USP  and  NF  Standards 
Meeting  USP  and  NF 
standards  is  not  enough  to 
guarantee  therapeutic 
equivalence.  In  certain  in- 
stances, stricter  standards 
must  be  applied.  Right 
now,  the  New  York  Heart 
Association  has  a commit- 
tee that  is  studying  the 
problem  of  digoxin  equiva- 


lency. I am  certain  that 
they  are  going  to  recom- 
mend a bioavailability  as- 
say of  a particular  digoxin. 
flnless  this  is  done,  they 
will  not  recommend  it  for 
purchase  or  use  in  New 
York  City  hospitals.  It  rep- 
resents too  much  of  a haz- 
ard. They  have  gone  so  far 
as  to  recommend  a batch- 
by- batch  certification  of 
bioavailability  even  though 
the  company  has  been  re- 
producing and  marketing  a 
digoxin  product  through 
the  years. 

The  Problem  of  Controlling 
Bioavailability  of  Generics 
The  FDA  does  not  have 
the  manpower  to  inspect 
the  quality  control  capabil- 
ities of  hundreds  of  houses 
specializing  in  generic 
products.  And  I don’t  think 
that  the  average  pharma- 
cist is  knowledgeable  or 
aware  of  the  quality  and 
bioavailability  of  the  infi- 
nite numbers  of  generic 
preparations.  A recom- 
mendation has  been  made 
that  every  time  a generic 
house  (or  for  that  matter  a 
large  pharmaceutical  com- 
pany) markets  an  already 
existing  drug  for  the  first 
time,  a modified  new  drug 
application  should  be  sub- 
mitted. The  manufacturer 
would  have  to  show  that  his 
compound  is  the  therapeu- 
tic equivalent  of  the  stand- 
ard compound  in  use, 
assuming  that  the  standard 
compound  is  one  that  has 
been  available  for  an  ex- 
tended period  — say  15 
years.  This  would  be  one 
indication  that  the  control 
of  bioavailability  is  begin- 
ning to  get  the  attention 
that  it  deserves. 


Clinical  Predictability  i 
More  Important  Than  Pri^^ 
Although  the  question  o 
price  has  been  greatly  ex 
aggerated,  it  is  true  tha' 
patients  can  on  occasiot 
save  money  on  generi 
drugs.  But  you  are  not  go 
ing  to  dare  attempt  to  savt 
money  if  it  jeopardizes  tb 
patient’s  health.  Let’s  re 
turn  to  the  example  tha 
has  become  very  prominent 
in  recent  years,  that  of  tb 
cardiac  glycosides.  They? 
are  probably  the  most  toxic 
drugs  we  use  with  respe^ 
to  the  smalt  difference  be 
tween  a maximally  effectje 
dose  and  a toxic  dose.  Wh|ii 
you  are  dealing  with  dri4- 


of  this  type,  the  first  con  |i 
cern  must  be  clinical  pte  '' 


dictability.  At  the  risk  cf 


ll 


ity,  it  would  be  sheer  foil; 
to  try  to  save  the  patient 
what  might  amount  to 
maybe  $10  or  $20  a yeai 
The  physician  cannot  man 
age  his  patient  unless  he  is 
sure  that  the  drug  he  Is 
prescribing  has  the  same 
positive  effect  each  tia? 
the  prescription  is  renewed 
This  is  especially  signif- 
cant  when  the  patient  takes 
the  product,  not  for  months, 
but  for  the  rest  of  his  life. 
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Although  equivalence  of 
ferent  preparations  of  a 
ig  substance  may  be  de- 
ad by  certain  physical, 
mical  or  biological  char- 
eristics,  identity  is  not 
ays  assured  even  though 
tjse  characteristics  may 
described  in  compendia 
h as  the  USP,  NF  or  de- 
ed by  other  specific 
irce  standards.  More- 
r,  even  with  equivalent 
Ig  substances,  similar 
irmaceutical  products 
L-ji  be  produced  by  differ- 
manufacturers  such 
t these  products  are  bio- 
blically  or  therapeutically 
irquivalent. 

\ Growing  Awareness 
of  Potential  for 
Nonequivalence 
\s  experience  increases 
v^h  drug  substances  de- 
d from  different  sources 
akl  under  different  condi- 
t [IS,  it  should  be  possible 
h jstablish  specifications  in 
icient  detail  to  minimize 
1 1 potential  for  their  non- 
eliivalence.  However, 
t ire  is  general  agreement 
t it  product  therapeutic 
ejuvalence  would  still  not 
b [assured  even  if  one  could 


minimize  nonequivalence 
of  drug  components  pro- 
duced by  different  manu- 
facturers. Arguments  re- 
late largely  to  the  extent 
of  product  inequivalences. 
Experience  over  the  past 
six  years  has  uncovered  a 
greater  incidence  of  non- 
equivalence of  products 
prepared  by  different  man- 
ufacturers from  generically 
equivalent  substances  than 
many  had  previously  sur- 
mised. 

Newer  Bioavailability 
Studies  Reveal  Differences 

Bioavailability  may  be 
defined  as  a measure  of  the 
rate  and  amount  of  absorp- 
tion of  a drug  substance 
from  its  administered  dos- 
age form.  For  several  years 
pharmaceutical  scientists 
have  proposed  that  bio- 
availability data  on  pre- 
sumably equivalent  dosage 
forms  provide  the  best 
measure  of  product  equiva- 
lence-short of  adequate 
clinical  trial.  In  their  con- 
tinued search  for  shortcuts 
to  the  evaluation  of  product 
equivalence,  medical  and 
pharmaceutical  scientists 
have  increasingly  relied 
upon  bioavailability  char- 
acteristics as  reflected  by 
blood  levels  of  a drug  after 
its  administration  to  hu- 
man subjects. 

Leading  manufacturers 
now  conduct  comparative 
bioavailability  studies  on 
their  own  product  dosage 
forms  after  production 
process  changes  that  would 
have  been  considered  in- 
consequential a few  years 
ago.  This  isn’t  surprising, 
since  there  are  so  many 
possible  differences  in  pro- 
duction operations  that  the 
opportunities  for  inequiva- 


lent generic  and  brand 
name  products  are  numer- 
ous-even when  the  pro- 
duction process  begins  with 
identical  chemical  sub- 
stances. Moreover,  repu- 
table manufacturers  are 
striving  to  improve  in  vitro 
control  measures,  such  as 
dissolution  characteristics, 
which  are  being  related 
more  meaningfully  to  bio- 
availability reference  data. 

As  a result  of  advances  in 
scientific  instrumentation 
and  analytical  methodology 
which  permit  measure- 
ments of  small  quantities  of 
drug  substances  in  the 
body,  our  abilities  to  detect 
differences  in  bioavailabil- 
ity and  possible  therapeutic 
nonequivalance  have  ap- 
preciably improved. 

Product  Selection 
Based  on  Patient  Response 

Improved  specifications 
and  standards  can  better 
assure  the  equivalence  of 
drug  substances.  Manufac- 
turers, compendia  and  reg- 
ulatory agencies  can  all 
play  a part.  However,  it  is 
the  drug  product,  not  the 
drug  substance , that  the 
physician,  pharmacist, 
nurse  and  patient-customer 
utilize.  How  can  these  indi- 


viduals make  or  influence 
specific  product  selections 
to  minimize  variations  in 
therapeutic  equivalence  of 
multisource  drugs?  Pa- 
tients’ responses  to  a drug 
product  provide  a basis  of 
experience  to  aid  the  phy- 
sician in  his  selection  of  a 
particular  product.  The 
nurse  and  pharmacist  can 
also  help  detect  patient  re- 
sponses, but  ultimate  re- 
sponsibility must  remain 
with  the  physician. 

Reputation  of 
Manufacturer  as  Basis  for 
Product  Selection 
The  physician,  to  assure 
that  his  patients  receive 
quality  health  care,  must 
rely  upon  the  capabilities 
of  the  reputable  pharma- 
ceutical manufacturer  who 
is  equipped  to  develop,  pre- 
pare and  control  a quality 
product  of  uniform,  reliable 
therapeutic  performance. 
Substitution  with  purport- 
edly equivalent  generic 
products  that  are  only  su- 
perficially evaluated  by  an 
imitator  manufacturer  can 
place  the  health  of  the  pa- 
tient secondary  to  factors 
of  price  or  convenience  for 
the  provider. 


Opinion  ^Dialogue 

What  is  your  opinion,  doctor? 

We  would  welcome  your  comments. 


The  Pharmaceutical  Manufacturers  Association 
1 155  Fifteenth  Street,  N.W.,  Washington,  D.C.  20005 


Our  skin—the  human  Integument 
—covers  us,  defines  us,  protects 
us.  But  skin  is  subject  to  cuts, 
burns,  abrasions.  And  Infections. 
Neosporin  Ointment  fights 
infection  by  providing  broad 
antibacterial  action  against  sus- 
ceptible skin  Invaders.  It  contains 
antibiotics  that  are  rarely  used 
systemically,  reducing  the  risk 
of  sensltiza|;ion. 


‘ ’’ 

INDlCATldNS;*ffrerapeut7ca<^  used«§  an  adiuae^o  appropriate  systemic 

* . therapy  for  topical  infections,  primary  6t  secondary,  due  to  suscej^bl® 
organisms,  as^in:  • infected  bums,  skin  grafts,  surgltiatindsions,  otitis  ejdema 

• primajy  pyodermas  (impetigo,  ecthyma,  sycosis  vulgaris, iparonyChia) 

• secondarily  infected  dermatoses  (eczema,  herpes,  and  seborrheic  dermatitis) 
• traumatic  lesions,  inflamed  or  suppurating  as  aTesult  of  bacterial  infection. 


Prophylactically,  the  ointment  may  be  used  to  prevent  bacterial  contamination 
in  burns,  skin  grafts,  incisions,  and  other  clean  lesions.  For  abrasions,  minor  cuts  and 
wounds  accidentally  incurred,  its  use  may  prevent  the  development  of  infection  and 

permit  wound  healing. 


CONTRAINDICATIONS:  Not  for  use  in  the  external  ear  canal  if  the  eardrum  is  perforated. 
This  product  is  contraindicated  in  those  individuals  who  have  shown  hypersensitivity 

to  any  of  the  components. 


PRECAUTION:  As  with  other  antibiotic  preparations,  prolonged  use  may  result  in 
overgrovrth  of  nonsusceptible  organisms  and/or  fungi.  Appropriate  measures  should  betaken 
if  this  occurs.  Articles  in  the  current  medical  literature  indicate  an  increase  in  the  prevalence 
of  persons  allergic  to  neomycin.  The  possibility  of  such  a reaction  should  be  borne  in  mind. 


Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 


NEOSPOREVOintment 


Each  gram  contains:  Aerosporin®  brand  Polymyxin  B Sulfate  * 
5,000  units;  zinc  bacitracin  400  units:  neomycin  sulfate  5 mg. 
(equivalent  to  3.5  mg.  neomycin  base):  special  white  petrolatum  / 
q.s.  In  tubes  of  1 oz.  and  V4  oz.  and  oz.  (approx.)  foil  packets.  - 


Wellcome 


/Burroughs  Wellcome  Co. 

Research  Triangle  Park 
North  Carolina  27709 
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Placidyf 

[ETHCHLORVYNOL) 

Brief  Summary 

Indications— Placidyl  (ethchlorvynol)  is  Indicated 
as  short-term  hypnotic  therapy  in  the  management 
of  Insomnia. 

Contraindications— Drug  hypersensitivity  and  por- 
phyria. 

Bfamings— Not  recommended  during  the  first  and 
second  trimester  of  pregnancy.  Caution  patients 
sf  possible  combined  exaggerated  effects  with 
ilcohol,  barbiturates,  tranquilizers  or  other  CNS 
depressants.  Exaggerated  effects  might  result  in 
Slurring  of  vision,  paralysis  of  accommodation  and 
srofound  hypnosis.  Caution  patients  concerning 
driving  a motor  vehicle,  operating  machinery,  or 
sther  hazardous  operations  requiring  alertness  al- 
ter taking  the  drug.  ADMINISTER  WITH  CAUTION 
TO  PATIENTS  WITH  SUICIDAL  TENDENCIES  AND 
DO  NOT  PRESCRIBE  LARGE  QUANTITIES  OF  THE 
DRUG.  Adjustment  of  the  dosage  of  oral  anticoag- 
ulants might  be  necessary  when  beginning  ethchlor- 
/ynol  therapy,  during  therapy,  or  after  stopping 
iherapy.  This  drug  is  not  recommended  for  use  in 
shildren.  PLACIDYL  HAS  THE  POTENTIAL  FOR 
THE  DEVELOPMENT  OF  PSYCHOLOGICAL  AND 
PHYSICAL  DEPENDENCE.  INSTANCES  OF  SE- 
/ERE  WITHDRAWAL  SYMPTOMS,  INCLUDING 
DONVULSIONS  AND  DELIRIUM  CLINICALLY  SIM- 
LAR  TO  THOSE  SEEN  WITH  BARBITURATES, 
HAVE  BEEN  REPORTED  IN  PATIENTS  TAKING 
REGULAR  DOSES  AS  LOW  AS  1000  MG,  PER  DAY 
DVER  A PERIOD  OF  TIME  WHEN  THE  DRUG  WAS 
SUDDENLY  DISCONTINUED.  PROLONGED  AD- 
MINISTRATION OF  THE  DRUG  IS  NOT  RECOM- 
MENDED. Addiction-prone  patients  or  those  who 
ire  likely  to  increase  dosages  of  the  drug  on  their 
jwn  initiative  should  be  observed  for  evidence  of 
signs  or  symptoms  which  may  indicate  possible 
larly  withdrawal  or  abstinence  symptoms.  Signs 
ind  symptoms  associated  with  withdrawal  and  ab- 
stinence include  unusual  anxiety,  tremor,  ataxia, 
slurring  of  speech,  memory  loss,  perceptual  dis- 
ortions,  irritability,  agitation  and  delirium.  Other 
ess  well  defined  signs  and  symptoms,  not  neces- 
sarily due  to  withdrawal  and  abstinence,  may  in- 
:lude  anorexia,  nausea  or  vomiting,  weakness, 
iizziness,  sweating,  muscle  twitching  and  weight 
oss.  Abrupt  discontinuance  of  Placidyl  following 
irolonged  overdosage  may  result  in  convulsions 
ind  delirium. 

’recautlons— Toxic  amblyopia  has  been  reported 
vith  long-term  continuous  use  of  ethchlorvynol. 
Permanent  visual  defects  have  been  observed,  al- 
hough  amblyopia  has  improved  after  discontinua- 
ion  of  the  drug.  Drug  dosage  should  be  limited 
or  elderly  and  debilitated  patients  to  the  smallest 
iffective  amount.  If  pain  is  present,  this  drug 
ihould  only  be  given  if  insomnia  persists  after 
lain  is  controlled  with  analgesics.  Caution  Is  ad- 
rised  in  prescribing  the  drug  for  patients  who  are 
leing  treated  with  either  MAO  inhibitors  or  anti- 
Jepressants.  Transient  delirium  has  been  reported 
vith  the  combination  of  Placidyl  and  amitryptyline. 
Drug  dosage  should  be  reduced  if  prescribed  for 
latients  receiving  MAO  inhibitors  or  antidepres- 
rants.  Caution  should  be  exercised  in  patients 
vith  impaired  hepatic  or  renal  function.  Patients 
vho  respond  unpredictably  to  barbiturates  or  alco- 
lol,  or  who  exhibit  excitement  and  release  of  inhi- 
lition  in  association  with  such  agents,  may  also 
eact  In  this  way  to  Placidyl.  Rarely,  patients  may 
(xhibit  symptoms  suggestive  of  an  unusual  sus- 
leptibility  to  the  drug;  such  as  prolonged  hypnosis, 
irofound  muscular  weakness,  excitement,  hysteria, 
>r  syncope  without  marked  hypotension.  Transient 
liddiness  or  ataxia  may  occur. 

Vdverse  Reactions— Hypotension,  nausea  or  vom- 
ting,  gastric  upset,  aftertaste,  blurring  of  vision, 
Iizziness,  facial  numbness,  and  allergic  reaction 
ypified  by  urticaria  have  been  reported  following 
’lacidyl  administration.  Mild  "hangover"  and  symp- 
oms  of  mild  excitation  have  occurred  in  some 
I latients.  There  have  been  rare  reports  of  cholestatic 

Jaundice  occurring  in  patients  taking  ethchlorvynol. 
V few  cases  of  thrombocytopenia  have  been  re- 

Iiorted  in  patients  receiving  ethchlorvynol.  304431 


Give  us  his  nights^ 


Prescribe  Placidyl.  Chances  are,  we’ll  give  him  - 
a good  night’s  sleep.  V 

Insomnia  may  often  accompany  surgical 
convalescence.  During  those  long  nights  following 
surgery,  sleep  can  be  as  elusive  as  it  is  vital. 

When  sleep  is  synonymous  with  therapy, 
remember . . . Placidyl  is  synonymous  with  sleep. 

It  has  been  for  over  17  years. 

If  time  is  the  criterion  to  inspire  your  confidence  . . 
you  can  rest  assured  with  Placidyl. 


Prescribed  by  physicians  for  over  1 7 years. 

Placidyf  © 

(ETHCHLORVYNOL  CAPSULES,  500  or  750  mg.) 


SiviALt  ROl'  • 


Two  forms  of  Cordran^ 


J5i» 

FlURAfJB^  .5 


Flurandrenolido 


Additional  information  available 
to  the  profession  on  request. 


Eli  Lilly  and  Company  • Indianapolis,  Indiana  46206 
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OST  PHYSICIANS  are  familiar  with  the 
history  of  the  development  of  medical  sci- 
ence and  the  discoveries  which  have  contributed 
to  medical  knowledge.  However,  the  concept  of 
medical  education  and  academic  medicine  has 
also  advanced  and  changed  during  the  past  cen- 
turies, but  its  objective  of  providing  adequate  and 
constantly  improving  medical  care  for  the  people 
has  remained  the  same.  For  many  centuries,  aca- 
demic medicine  and  the  education  of  doctors  of 
the  future  centered  around  an  individual:  the 
clinical  practitioner.  Grouped  around  him  were 
one  or  two  aspiring  physicians  who,  simply  by 
constant  observation,  became  familiar  with  the 
role  of  the  physician  and  with  the  medical  knowl- 
edge he  employed  in  treating  his  patients.  The 
aspiring  physician  was  nothing  more  than  an  ap- 
prentice; he  was  not  a student.  There  was  no 
formal  structure  to  his  education,  and  research 
was  completely  nonexistent. 

European  Medical  Education 

The  first  association  of  medical  education 
with  the  university  took  place  in  Bologna,  Italy, 
in  the  Middle  Ages.^  There  was  a small  medical 


'I'his  paper  was  adapted  for  publication  from  a talk 
presented  by  the  author  at  the  Alpha  Omega 
Alpha  Breakfast  at  The  Ohio  State  University, 
Columbus,  Ohio,  May  8,  1971. 
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faculty,  again  consisting  primarily  of  practitioners 
clustered  within  the  university,  who  delivered  a 
few  lectures  and  conducted  some  anatomical  dis- 
sections. Known  as  the  Student  Master,  the  faculty 
member  held  a highly  respected  position,  which 
e.xceeded  that  of  the  Cardinal  of  the  Church. 
However,  his  responsibilities  to  his  students  were 
indeed  great.  It  was  a firm  rule  that  the  teacher 
could  not  be  absent  without  the  students’  permis- 
sion, and  the  instructors  were  required  to  take  an 
oath  of  obedience  to  the  students.  The  professors 
had  no  fixed  salaries  at  this  time,  and  they  were 
paid  for  their  instruction  by  the  students,  with  the 
result  that  some  popular  teachers  were  able  to 
amass  great  fortunes  from  their  fees.  Later,  the 
City  of  Bologna  paid  the  salaries  of  all  teachers 
to  eliminate  the  necessity  of  student  popularity 
for  financial  stability. 

Medical  education  changed  very  little  for  one 
or  two  centuries,  while  the  science  of  medicine 
advanced  greatly  with  the  stimulus  of  such  people 
as  Leonardo  DaVinci,  Ambrose  Parc,  and  many 
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others.^  The  center  for  medical  knowledge  grad- 
ually shifted  from  Italy  to  England  and  France, 
but  the  system  of  education  remained  basically 
the  same.  In  1518,  the  Royal  College  of  Physi- 
cians was  founded  in  England  in  an  attempt  to 
examine  and  license  physicians  and  thus  guarantee 
the  public  the  adequacy  of  their  medical  knowl- 
edge. Medical  and  surgical  knowledge  at  this  time 
was  still  extremely  primitive,  as  evidenced  by  the 
rule  that  “surgeons  should  not  barber  and  barbers 
could  not  practice  surgery.”  In  the  year  1535,  a 
private  company  was  founded  called  the  Company 
of  Barbers  and  Surgeons  which,  by  means  of  a 
very  limited  curriculum,  attempted  to  teach  the 
clinical  practice  of  surgery. 

The  medical  schools  of  the  late  18th  and 
early  19th  centuries  in  England  and  France  were 
almost  exclusively  the  clinical  type.  The  student 
learned  anatomy  outside  the  hospital  from  a prac- 
ticing physician  and  followed  him  through  the 
hospital  wards  as  an  apprentice.  He  was  solely 
an  apprentice,  and  still  not  yet  a student.  Never- 
theless, this  era  produced  some  outstanding  physi- 
cians and  investigators,  such  as  Claude  Bernard 
and  Louis  Pasteur.  However,  there  was  a lack  of 
interest  on  the  part  of  the  medical  schools  and 
the  governments  to  provide  adequate  research 
facilities;  Bernard  worked  in  a wine  cellar  and 
Pasteur,  in  his  attic.  It  was  this  failure  of  the 
medical  schools  to  assume  the  role  of  scientific 
investigation  that  led  to  the  decline  of  French 
and  English  medicine  around  1850  and  to  the 
rise  of  the  excellence  of  medicine  as  practiced  in 
Germany,  Holland,  and  the  Scandinavian  coun- 
tries. In  these  countries,  medical  education  became 
very  intimately  linked  with  the  universities  and 
the  teachers  held  university  rank  of  professor 
of  medicine.  In  addition,  laboratory  support  was 
provided  to  the  medical  educator,  and  his  re- 
search was  expected  of  him  as  much  as  his  teach- 
ing.2  Within  a very  brief  period,  medical  science 
advanced  greatly  in  Germany  because,  for  the  first 
time,  academic  medicine  had  assumed  a new  role : 
that  of  active  investigation  or  formalized  research. 
However,  as  judged  by  the  current  definition  of 
a student,  the  young  doctor  in  training  remained 
an  apprentice;  formal  curriculum  was  scanty;  lec- 
tures remained  sporadic;  and  uniform  standards 
were  never  applied. 


Preceptorships  and  Proprietary  Schools 

The  teaching  of  medicine  and  medical  prac- 
tice in  the  American  Colonies  in  the  early  I700’s 
was  understandably  influenced  by  the  English  and 
French  systems  more  than  by  the  Germanic.  Young 
men  wishing  to  be  doctors  were  taken  in  as  ap- 
prentices by  older  established  physicians  who  had 
been  trained  in  the  European  schools.  They  learned 


simply  by  watching  their  preceptors  treat  patients. 
This  method  temporarily  filled  the  need  for  doc- 
tors in  this  country,  and  when  a doctor  finished 
his  apprenticeship,  his  preceptor  issued  him  a 
“license”  to  practice  medicine. 

Formal  medical  education  did  not  begin  in 
the  United  States  until  1765,  with  the  founding 
of  the  College  of  Philadelphia,^  later  the  Uni- 
versity of  Pennsylvania  Medical  School,  by  John 
Morgan  and  William  Shippen.  The  College  of 
Philadelphia  was  the  first  to  attempt  to  bring 
together  in  a formal  university  structure  the  teach- 
ing of  academic  medicine  in  the  United  States. 
It  awarded  the  first  medical  diploma  in  this 
country  in  1768,  just  slightly  over  200  years  ago. 
Although  the  second  medical  school,  the  Medical 
School  of  King’s  College  of  the  City  of  New  York, 
was  founded  in  1768,  the  teaching  of  medical  stu- 
dents and  the  application  of  research  technics  in 
this  country  remained  extremely  haphazard.  Medi- 
cal leadership  continued  to  reside  in  Germany, 
Great  Britain,  and  France,  and  with  their  stimu- 
lus, the  lecture  system  was  incorporated  into  the 
medical  schools  of  this  country.  In  the  late  1700’s 
and  early  1800’s,  a large  number  of  proprietary 
schools  developed  within  this  country.  Small  groups 
of  physicians  banded  together  and  called  them- 
selves medical  faculties.  They  were  able  to  obtain 
charters  from  state  legislatures  which  gave  them 
the  right  to  conduct  medical  training  and  grant 
degrees.  The  proprietary  schools  had  no  entrance 
requirements,  the  course  was  limited  to  about  ten 
weeks,  and  the  schools  usually  consisted  of  one  lec- 
ture room  and  a few  books  that  were  loosely  called 
a library’.  Within  a very  short  time,  over  400  of 
these  proprietary  schools  came  into  existence,  turn- 
ing loose  on  the  public  large  numbers  of  indi- 
viduals who  were  legally  able  to  call  themselves 
physicians  but  had  no  foundation  in  the  medical 
sciences.  In  the  early  1800’s,  less  than  10  percent 
of  the  physicians  in  the  United  States  were  gradu- 
ates of  the  few  medical  schools,  and  more  than 
80  percent  of  the  physicians  had  never  even  at- 
tended a lecture. 

During  this  period,  there  were  no  activities  on 
the  part  of  the  few  medical  schools  in  the  area 
of  research.  With  the  exception  of  participation 
in  charity  clinical  care,  there  were  no  activities  in 
the  area  of  social  medical  reform.  Academic  medi- 
cine was  indeed  in  a state  of  chaos  in  this  country 
little  more  than  125  years  ago.  In  1848,  the  re- 
cently established  American  Medical  Association 
organized  a Committee  on  Medical  Education 
which  suggested  that  a formal  curriculum  be  estab- 
lished in  medical  schools,  that  a high  school  educa- 
tion be  necessary  for  admission  into  medical  school, 
and  that  licensure  be  separated  from  education. 
Some  of  these  suggestions  were  adopted  by  such 
schools  as  Northwestern  University  in  1859,  which 
instituted  a graded  and  formal  curriculum. 


262  j The  Ohio  State  Medical  Journal 


Organized  Academic  Medicine 

There  is  little  doubt  that  the  greatest  impetus 
to  improved  medical  education  and  organization 
of  academic  medicine  within  this  country  came 
from  the  founding  of  Johns  Hopkins  University 
Medical  School  in  1892.  With  an  endowment  of  $7 
million,  a medical  school  was  organized  by  Doc- 
tors Welch,  Kelley,  Halsted,  and  Osier,  with  an 
extremely  close  university  affiliation.  A full-time 
salaried  faculty  was  appointed;  for  the  first  time 
students  were  required  to  have  an  undergraduate 
degree;  a formal  structured  curriculum  was  insti- 
tuted; and  women  were  even  admitted  to  medical 
school  for  the  first  time.  With  the  institution  of 
the  full-time  system  of  medicine  and  the  require- 
ment of  undergraduate  education,  a prospective 
physician  became  a true  student.  The  full-time 
system  provided  for  organization  and  participation 
in  research  activities  by  the  faculty  which  more 
closely  approximated  the  research  carried  on  in 
the  continental  schools  of  medicine.  By  the  early 
1900’s,  the  adequacy  of  medical  care  in  this  coun- 
try under  the  guidance  of  medical  schools  was 
being  met  through  a three-pronged  system  of  stu- 
dent education,  research,  and  clinical  practice 
within  the  hospitals.  The  organization  of  the 
Hopkins  system  stressed  the  need  for  the  combina- 
tion of  these  three  activities  within  a formal  uni- 
versity structure. 

In  spite  of  the  leadership  provided  by  Johns 
Hopkins,  the  proprietary  school  system  died  a very 
slow  death.  In  the  early  1900’s,  the  American 
Medical  Association  asked  the  Carnegie  Institute 
to  undertake  an  evaluation  of  the  American  medi- 
cal educational  system,  which  was  performed  under 
the  direction  of  Dr.  Abraham  Flexner,  a young 
biologist  at  the  Carnegie  Institute.  Dr.  Flexner’s 
report‘d  was  the  most  thorough  analysis  of  the 
American  medical  educational  system  that  had 
yet  been  undertaken,  and  he  pointed  out  the  main 
deficiencies  of  the  system.  Salaries  of  the  medical 
educators  had  not  kept  pace  with  inflation,  and 
had  actually  declined  from  1900  to  1915.  The 
expenditure  for  research  by  the  institutions  and 
states  was  grossly  inadequate.  In  many  schools 
faculty  were  undertrained,  clinical  facilities  were 
inadequate,  and  research  was  not  properly  amal- 
gamated with  clinical  teaching.  Following  the 
Flexner  report,  many  of  the  weaker  schools  dis- 
appeared and  the  early  1920’s  marked  the  begin- 
ning of  medical  education  in  this  country  as  a 
university  discipline  with  definite  academic  stan- 
dards. Schools  were  graded,  graduates  of  doubtful 
schools  were  not  licensed,  and  it  became  accepted 
that  the  faculty  of  the  medical  sciences  should 
consist  of  experienced  teachers  who  were  able  to 
engage  in  productive  research  and  clinical  prac- 
tice, as  well  as  student  instruction.  It  was  recog- 
nized that  hospitals  should  be  integral  parts  of 
medical  schools  and  student  tuition  alone  was 


declared  inadequate  to  maintain  the  activities  of 
a medical  school. 


Medical  Education  in  Ohio 

The  development  of  medical  education  in 
Ohio  and  at  The  Ohio  State  University  re- 
flects in  many  ways  the  development  of  medical 
education  in  the  country  as  a whole.  Ohio  has  its 
own  unique  contribution  to  medical  education  and 
academic  medicine,  and  an  understanding  of  its 
history  is  essential  to  those  trying  to  understand 
the  current  concept  of  academic  medicine.^’®  Fol- 
lowing the  Revolutionary  War,  two  graduates  of 
the  Fairfield  Medical  School  in  New  York  State 
were  among  the  citizens  who  settled  in  the  village 
of  Chagrin  in  the  Connecticut  Western  Reserve 
in  Northeastern  Ohio.  As  the  village  grew,  the 
citizens  succeeded  in  obtaining  a charter  for  a 
university.  These  two  physicians  were  instrumental 
in  steering  the  direction  of  this  university  to  that 
of  a medical  school.  The  school  was  named  Wil- 
loughby University  of  Lake  Erie  after  the  founder 
of  the  Fairfield  School,  Dr.  Westel  Willoughby. 
At  this  time,  there  were  only  two  other  medical 
schools  in  the  state  and  there  were  no  medical 
schools  west  of  Ohio.  The  original  medical  school 
in  Chagrin  offered  only  a few  lectures,  some  op- 
tional dissecting  experience  and  clinical  experience 
with  preceptors,  again  in  the  form  of  an  appren- 
ticeship. The  school,  which  opened  in  1834,  was 
conducted  in  the  second  floor  of  a brick  building 
over  a store  and  was  attended  by  25  students. 
By  1836  the  school  had  moved  into  a new  build- 
ing, but  in  1840  dissension  arose  within  the  fac- 
ulty; in  addition,  the  school  outlived  its  welcome 
among  the  townspeople  because  of  the  question- 
able source  of  some  of  the  dissecting  material.  As 
a result,  the  Legislature  authorized  Willoughby  to 
move  to  Columbus  in  1847.  The  period  of  1847 
through  1914  proved  to  be  troubled  times  for 
medical  education  and  academic  medicine  in  Co- 
lumbus, as  there  were  several  splits  in  the  faculties 
resulting  in  the  organization  of  several  medical 
schools  within  the  city.  Finally,  in  1914,  The  Ohio 
State  University  College  of  Medicine  was  estab- 
lished by  the  merger  of  the  Starling-Ohio  Medical 
College  and  The  Ohio  State  University.  Thus,  The 
Ohio  State  University  College  of  Medicine  traces 
its  history  through  six  medical  schools,  beginning 
with  the  Willoughby  Medical  College  of  Columbus 
in  1847. 

The  size  of  The  Ohio  State  University  Col- 
lege of  Medicine  has  grown  rapidly,  as  evidenced 
by  the  fact  that  in  1934  there  were  only  85  mem- 
bers of  the  medical  faculty,  which  by  1968  had 
increased  to  well  over  1,000.  The  student  body, 
which  now  numbers  over  200  in  a class,  had  a 
class  size  of  50  in  the  early  1920’s.  In  1944,  an 
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expansion  program  was  undertaken  within  the 
medical  school,  and  the  new  hospital  which  we 
now  use  was  completed  in  1951.  The  policy  of 
expansion  has  continued,  resulting  in  a major 
medical  complex. 

Goals  to  Be  Met 

It  is  thus  clear  that  in  the  past  several  centu- 
ries academic  medicine  and  medical  education 
have  become  increasingly  complex.  New  areas  of 
responsibility  have  been  added  while  few  old  ones 
have  been  deleted.  These  responsibilities  are  so 
intermeshed  within  the  structure  of  medical  edu- 
cation that  the  deletion  of  any  one  of  them  would 
make  impossible  the  fulfillment  of  the  role  of 
delivering  adequate  medical  care  to  the  nation. 
It  is  an  oversimplification  to  state  that  the  only 
function  of  a medical  school  is  to  train  the  medi- 
cal student.  The  responsibility  of  academic  medi- 
cine is  to  train  the  physicians  for  tomorrow.  A 
faculty  not  engaged  in  research  will  be  teaching 
the  practitioners  of  tomorrow  the  medicine  of 
yesterday.  In  addition,  teaching  will  be  sterile 
and  unimaginative;  the  new  physician  will  be 
taught  a science  that  is  antiquated  the  day  he 
graduates.  The  function  of  academic  medicine 
is  to  guarantee  adequate  and  constantly  improving 
medical  care,  and  this  need  cannot  be  met  without 
the  further  achievement  of  scientific  knowledge. 
This  need  is  best  met  within  the  confines  of  an 
academic  medical  institution.  Thus,  both  proper 
medical  student  education  and  the  advancement 
of  the  clinical  science  of  medicine  demand  that 
the  faculty  of  a medical  school  engage  in  research. 

It  is  evident  that  research  and  student  educa- 
tion are  closely  linked;  similarly,  the  clinical  prac- 
tice of  medicine  and  student  education  are  closely 
linked.  The  proper  training  of  medical  students 
must  be  conducted  within  an  atmosphere  of  clin- 
ical excellence.  In  order  for  this  to  be  achieved, 
the  members  of  the  medical  faculty  must  be  clinical 
practitioners.  The  medical  school  has  a respon- 
sibility for  setting  high  standards  of  clinical  care, 
standards  which  will  be  transmitted  to  their  stu- 
dents and  later  to  the  community.  A faculty  which 
is  not  actively  engaged  in  the  clinical  practice  of 
medicine  will  soon  become  unaware  of  the  medical 
needs  of  the  country  and  of  the  best  methods  of 
meeting  those  needs.  It  is  impossible  for  a faculty 
that  is  divorced  from  day-to-day  patient  responsi- 
bilities to  properly  influence  future  physicians;  it 
is  equally  impossible  for  them  to  be  aware  of  the 
clinical  problems  that  need  to  be  sohed  if  they 
are  not  engaged  in  the  practice  of  medicine. 

Thus,  the  proper  education  of  students  de- 
pends upon  a practicing  faculty  that  is  engaged 
in  research  activities.  There  is,  however,  another 
area  of  responsibility  for  academic  medicine.  For 
many  years  the  members  of  academic  faculties 


have  preferred  to  remain  aloof  and  isolated  from 
the  jjroblems  of  community  medicine  and  from 
the  development  of  federal  and  state  programs 
that  are  designed  to  change  and  improxe  health 
care  delivery.  We  can  no  longer  afford  this  iso- 
lationism. A system  of  health  care  delivery  that 
permits  the  further  training  of  students  and 
specialists  must  be  preserv’ed.  If  we  are  to  influ- 
ence the  direction  in  which  these  systems  evolve, 
we  must  be  willing  to  participate  actively  in  na- 
tional and  local  discussions  concerning  these  pro- 
grams. Organized  academic  medicine  must  allow 
its  voice  to  be  strongly  heard  through  its  scien- 
tific and  political  organizations.  Thus,  there  are 
four  pillars  that  will  support  and  foster  adequate 
medical  care;  student  education,  research,  clinical 
practice,  and  community  service. 


Conclusion 

In  my  discussion  of  the  historical  development 
of  academic  medicine  I mentioned  some  of  the 
financial  systems  that  tied  together  medical  stu- 
dent education,  research,  and  the  clinical  practice 
of  medicine.  In  the  earliest  days  of  medical  edu- 
cation, student  fees  paid  directly  to  the  teacher 
provided  the  sole  source  of  income  to  the  medical 
faculty.  Because  of  the  abuses  of  this  system  by 
the  proprietary  schools,  and  because  this  system 
limited  the  activities  of  the  faculty,  it  was  aban- 
doned and  several  other  systems  were  introduced. 
In  the  first  half  of  this  century  the  full-time 
system  instituted  at  Johns  Hopkins  proved  quite 
successful.  Other  institutions  gained  financial  sup- 
port for  the  medical  faculties  through  a combina- 
tion of  patient  fees  and  state,  federal,  and  priv'ate 
funds.  There  is  little  doubt  that  all  of  these  sys- 
tems have  their  unique  advantages,  but  also  have 
their  disadvantages.  While  competitive  private 
practice  is  a superb  system  for  the  delivery  of 
health  care,  it  may  be  more  appropriate  for  this 
competition  in  a medical  school  to  be  directed 
toward  improving  teaching,  research,  and  the  de- 
velopment of  community  programs.  A recent 
survey^  has  suggested  that  the  full-time  system 
will  not  provide  an  adequate  flow  of  patient  ma- 
terial to  support  financially  the  departments  or  to 
provide  the  number  of  patients  required  for  sur- 
gical education.  Educational  programs  founded 
upon  the  concept  of  the  indigent  patient  are  anti- 
quated and  will  not  function  in  the  latter  1970’s. 
In  view  of  the  attitude  of  the  current  federal  gov- 
ernment, the  disappearance  of  the  indigent  patient 
as  a source  of  teaching  material,  and  the  inability 
of  an  institution  to  provide  in  full  for  adequate 
medical  faculty  salaries  and  research,  it  seems  most 
likely  that  academic  departments  in  the  future 
will  be  organized  around  prepaid  medical  pro- 
grams that  will  provide  both  patient  material  and 
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financial  support  for  an  institution  to  carry  on 
its  role. 

Sununary 

I have  tried  this  morning  to  trace  the  evolu- 
tion of  academic  medicine  and  I would  like  to 
leave  you  with  a very  specific  message.  To  those 
of  you  considering  entering  academic  medicine,  I 
hope  this  brief  presentation  will  provide  a stimulus 
for  obtaining  further  knowledge  of  medical  history. 
Only  through  an  understanding  of  the  past  de- 
velopment of  medical  education  will  you  be  able 
to  solve  its  future  problems.  To  those  recent  mem- 
bers of  Alpha  Omega  Alpha  who  intend  ultimately 
to  enter  community  practice,  you  have  the  respon- 
sibility of  forming  a bridge  between  academic  in- 
stitutions and  the  practicing  community.  These 
two  spheres  of  medicine  must  work  more  closely 
together  and,  as  a recent  medical  school  graduate 
and  as  a member  of  the  practicing  community,  it 
will  be  your  responsibility  to  narrow  any  differ- 
ences between  university  and  community  medicine. 
It  is  obvious,  therefore,  that  academic  medicine 


will  continue  to  change  and  evolve.  It  will  greatly 
depend  upon  the  efforts  of  Alpha  Omega  Alpha 
members,  within  both  university  and  community 
medicine,  to  provide  adequate  medical  care  by 
successfully  directing  the  future  evolution  of  aca- 
demic medicine  to  assure  that  a proper  balance 
exists  between  clinical  practice,  student  education, 
research,  and  community  service. 
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E.N.T.  Case  of  the  Month 


Andrew  W.  Miglets,  Jr.,  M.D.* 


This  37-year-old  man  presents  with  a rapidly 
enlarging  mass  behind  his  right  ear  (Fig.  1).  What 
are  the  diagnostic  possibilities,  and  how  should  he 
be  evaluated. 

( See  p.  276  of  this  issue  for  further  informa- 
tion and  discussion.) 


*Dr.  Miglets,  Columbus,  is  Assistant  Professor  of 
Otolaryngology,  The  Ohio  State  University  Col- 
lege of  Medicine. 

Submitted  February  22,  1973. 


Fig.  1.  Patient  presents  with  an  asymptomatic, 
rapidly  enlarging  mass  in  posterior  of  his  neck. 
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Pelvic  Exenterations  in 
Gynecologic  Cancer 


John  G.  Boutselis,  M.D. 


TN  SPITE  OF  FAVORABLE  REPORTS  during 
the  past  20  years  regarding  the  use  of  pelvic 
exenteration  procedures  in  the  management  of 
recurrent  cervical  carcinoma,  the  medical  profes- 
sion, including  many  gynecologic  surgeons,  has 
continued  to  view  such  an  operation  with  some 
degree  of  skepticism.  The  basis  for  this  guarded 
attitude  has  been  the  high  mortality  rate  noted 
in  the  early  reports  and  the  discouraging  morbidity 
and  complication  rates  that  all  surgical  groups 
have  found  in  their  initial  experiences  with  this 
operation.  Additional  causes  for  pessimism  have 
been  the  degree  of  “mutilation,”  the  rapidity  with 
which  recurrences  may  appear,  and  the  relatively 
low  five-year  survival  rates  obtained. 

During  the  past  decade,  the  survival  rates  from 
pelvic  exenteration  have  improved  with  the  gen- 
eral acceptance  of  this  operation  as  a primary'  pro- 
cedure for  advanced  cervical  cancer  and  earlier 
application  of  exenteration  for  recurrent  carcinoma 
rather  than  the  use  of  chemotherapy  or  reirradia- 
tion, which  with  rare  exceptions,  are  palliative 
measures.  In  addition  to  a better  selection  of  pa- 
tients, other  factors  responsible  for  the  improved 
salvage  rates  include  improved  surgical  and  anes- 
thetic technics,  blood  replacement  modalities,  and 
improved  postoperative  care.* 

Pelvic  exenteration  was  first  performed  suc- 
cessfully by  Appleby^  in  1943  for  extensive  carci- 
noma of  the  rectum,  however,  it  was  previously 
attempted  twice  in  1940  by  Bricker  and  Modlin,^ 
and  the  outcome  was  operative  deaths.  Brunsch- 
wig"*  intensified  and  popularized  interests  in  this 
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surgical  procedure,  developed  it  as  a true  cancer 
operation,  and  demonstrated  the  feasibility  of  re- 
moving the  primary  growth  with  its  pelvic  exten- 
sions to  neighboring  organs  and  regional  lymph 
nodes  with  relative  safety.  Since  Brunschwigs’  re- 
port in  1948,  numerous  reports  have  appeared  in 
the  literature  relating  their  own  experiences  and 

that  of  others  with  this  procedure. Without 

exception,  these  authors  concluded  that  the  use 
of  pelvic  exenteration  as  a curative  procedure  de- 
serves a place  in  the  management  of  centrally  re- 
current carcinoma  of  the  cervix  following  irradia- 
tion therapy  and  as  the  primary  mode  of  treatment 
in  other  malignant  tumors  of  the  pelvis,  including 
advanced,  untreated  cervical  cancer.^ 

It  is  paramount  importance  in  the  successful 
outcome  of  pelvic  exenterative  procedure  to 
shorten  the  usually  prolonged  operating  time  asso- 
ciated with  this  extensive  operation.  This  can  best 
be  accomplished  by  using  the  “team-approach” 
method  particularly  in  patients  requiring  both  ab- 
dominal and  vaginal-perineal  surgery.  Schmitz  and 
others**  have  reported  the  many  advantages  of  the 
team  approach.  When  the  operative  time  exceeds 
eight  hours,  it  has  been  shown  that  there  is  a 
significant  increase  in  morbidity  and  mortality 
rates  compared  with  those  patients  who  could  be 
managed  in  a shorter  period  of  time.^  We  certainly 
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concur  with  the  team-approach  method,  and  many 
of  the  patients  reported  in  this  series  had  the 
benefit  of  either  a urologist  or  general  surgeon 
working  in  close  cooperation  with  the  gynecologic 
surgeon. 

Clinical  Material 

Prior  to  1960,  only  two  ultra-radical  operative 
procedures  were  performed  for  gynecologic  cancer 
in  the  Department  of  Obstetrics  and  Gynecology 
at  The  Ohio  State  University  Medical  Center. 
During  the  past  decade  and  in  particular  during 
the  past  five  years,  an  additional  15  exenterations 
were  performed.  This  shift  toward  curative  exen- 
terative  surgery  has  been  attributed  to  enthusiastic 
reports  in  the  literature  and  the  gratifying  survival 
rates  in  treating  patients  with  recurrent  cervical 
carcinoma.  In  the  present  series,  13  patients  had 
recurrent  cervical  carcinoma  after  complete  radia- 
tion therapy,  and  four  patients  had  extensive  pri- 
mary carcinoma  of  the  vuvla.  This  group  of  pa- 
tients appears  to  constitute  the  ideal  indication  for 
primary  or  secondary  operation  by  pelvic  exen- 
teration in  gynecologic  cancer  patients,  because 
death  frequently  follows  with  disease  confined  only 
to  the  pelvis  in  a majority  of  patients.^  The  initial 
diagnosis,  therapy,  indication  for  exenterative  sur- 
gery, and  the  type  of  surgical  procedure  are  noted 
in  Table  I.  Although  carcinoma  involving  the  rec- 
tum spreads,  characteristically  by  lymphatic  metas- 
tases  to  the  regional  lymph  nodes  and  may  involve 
adjacent  organs  by  local  extension  thus  presenting 
an  ideal  indication  for  pelvic  exenteration,  the 
number  of  these  patients  in  the  present  study  was 
small.  Pelvic  exenterations  for  extensive  radiation 
necrosis  were  not  performed  in  our  department 
because  they  are  frequently  associated  with  local 
sepsis,  slough,  hemorrhage,  and  fistulas,  thereby 
making  the  patient  more  miserable  during  the 
terminal  phase  of  life. 

Patient  Selection 

Pelvic  exenteration  has  been  employed  as  a 
secondary  operation  for  radiation  failures,  although 
this  procedure  was  used  as  a primary  operation  in 
four  patients  with  advanced  carcinoma  of  the 
vulva. 

Although  age  has  been  considered  in  the  over- 
all assessment  of  operability,  no  patient  was  refused 
the  operation  on  this  account  alone,  providing  the 
patient  was  judged  to  possess  the  physiologic  and 
mental  capabilities  which  would  allow  her  to  with- 
stand the  surgical  procedure  and  make  a satis- 
factory adjustment  to  the  altered  excretory  and 
sexual  functions.  In  this  group  of  patients,  the 
age  ranged  between  29  and  74  years  with  an 
average  age  of  46  years. 

Complete  medical  evaluation  was  carried  out 
on  all  patients  with  determination  of  electrolytes. 


chest  roentgenograms,  urograms,  electrocardio- 
grams, lower  gastrointestinal  series,  sigmoidoscopy, 
cystoscopy,  etc.  Blood  volume  studies  were  done 
whenever  indicated  in  depleted  patients.  Distant 
mestastases  constituted  a definite  contraindication 
to  the  operation,  and  a detailed  but  reasonable 
search  was  made  for  their  detection.  All  patients 
were  properly  screened  to  exclude  the  possibility  of 
metastatic  disease  beyond  the  field  of  operation. 

Although  radiographic  studies  of  the  kidney 
and  ureters  and  cystoscopic  examination  were  car- 
ried out,  they  usually  added  little  information 
concerning  the  operative  resectability  of  the  lesion. 

The  findings  of  bimanual  examination  of  the 
pelvic  organs  are  often  difficult  to  interpret  prop- 
erly, and  final  opinions  were  rendered  while  the 
patient  was  under  general  anesthesia.  Unless  the 
degree  of  fixation  was  advanced,  most  patients 
were  finally  assessed  under  anesthesia.  All  border- 
line cases  deserved  and  obtained  exploration,  since 
only  operation  and  local  dissection  of  the  para- 
metria can  demonstrate  unequivocally  whether  or 
not  a lesion  is  resectable.  Not  infrequently  after 
lateral  dissection,  lesions  have  been  found  to  be 
less  advanced  than  anticipated  at  the  time  of 
examination  before  or  under  anesthesia. 

Pelvic  exenteration  has  seldom  been  consid- 
ered a satisfactory  means  of  intentional  palliation. 
Therefore,  explorator)’  laparotomy  was  offered 
only  to  patients  whose  cancer  was  confined  to  the 
pelvis  as  determined  by  clinical,  physical,  isotopic, 
chemical,  and  roentgenographic  studies.  The  pres- 
ence of  unilateral  leg  edema,  sciatic  leg  pain,  pye- 
lographic  evidence  of  bilateral  ureteral  obstruction, 
a fixed  (frozen)  pelvis  in  primary  cases,  and  the 
unusual  instance  of  a medically  or  psychiatrically 
unstable  patient  contraindicated  exploratory  lapa- 
rotomy. Recent  studies  have  shown  that  chest 
tomography,  radioisotopic  bone  scans,  and  scalene 
node  biopsy  have  prevented  unwarranted  lapa- 
rotomies. The  most  frequent  reason  for  intraopera- 
tive rejection  is  a frozen  section  diagnosis  of  tumor 
fixed  to  the  common  iliac  vessels,  invading  the 
lateral  pelvic  wall,  or  metastatic  spread  beyond 
the  confines  of  the  pelvis. 

During  operative  evaluation,  all  areas  suspi- 
cious for  tumor  metastases  and  selected  para-aortic 
lymph  nodes  were  removed  for  frozen  section  an- 
alysis. (While  waiting  for  the  results  of  these  tests, 
the  lateral  pelvic  walls  may  be  exposed  by  blunt 
finger  dissection,  allowing  evaluation  of  lateral 
tumor  extension  to  major  \essels,  sciatic  nerve,  or 
the  pelvic  wall  itself.)  Histologic  documentation  of 
of  invasion  of  the  lateral  pelvic  wall  or  metastases 
to  para-aortic  nodes  was  ordinarily  a contraindi- 
cation to  further  surgery.  As  stated  previously, 
patients  with  extrapelvic  metastases  were  consid- 
ered to  be  inoperable.  However,  peritoneal  involve- 
ment within  the  pelvis,  or  perhaps  the  result  of 
direct  extension  of  malignancy  to  an  adherent  loop 
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of  sigmoid  or  small  bowel,  does  not  contraindicate 
operation,  and  some  surxival  may  be  obtained.  In 
general,  unless  it  is  apparent  that  all  malignant 
tissue  can  be  excised,  one  should  not  proceed  with 
the  operation. 

Results 

The  results  of  17  pelvic  exenterations  are 
noted  in  Tables  1 and  2.  In  addition  to  the  exen- 
terative  procedures,  with  radical  Wertheim’s  oper- 
ations and  pelvic  lymphadenectomy,  four  radical 
vulvectomies  with  femeral,  inguinal,  or  pelvic 


lymphadenectomy  were  jjcrformed  in  these  17 
patients. 

Of  nine  anterior  exenterations,  the  ileal  con- 
duit (Bricker  pouch)  as  a means  of  urinary  diver- 
sion was  performed  in  eight  patients,  and  in  one 
instance,  the  ureters  were  implanted  into  the  sig- 
moid colon.  Revision  of  the  ileal  conduit  was 
necessary  in  one  patient  where  torsion  of  the  ileal 
pouch  occurred  with  ureteral  obstruction  and 
anuria.  In  the  one  patient  where  the  ureters  were 
implanted  into  the  sigmoid  colon,  subsequent  acute 
fulminating  pyelitis  terminated  fatally.  As  noted  in 
Table  2,  of  nine  patients  with  anterior  exentera- 


Table  1.  Treatment  and  Results  in  17  Pelvic  Exenterations 


Age 

Primary  Diagnosis 
of  Pelvic  Cancer 

Previous 

Therapy 

Indication  for 
Exenteration 

Type  of  Ultraradical  Status  of 

Pelvic  Surgery  Lymph  Nodes 

Survival 

Rate 

70 

Cert'ix,  stage  II 

Radiation 

Bladder  extension 

Anterior  exenteration; 
Bricker  pouch 

+ 

Postoperative 
death  (2  wk) 

30 

Cervix,  stage  I 

Radiation; 

Wertheim 

Rectov'aginal  extension  Posterior  exenteration 

— 

Living  without 
disease,  6 yr. 

66 

Vulva;  vaginal 
urethral  extension 

None 

Urethral  and  bladder 
extension 

Radical  vulvectomy 
nodes; 

Wertheim-vaginectomy 
anterior  exenteration; 
Bricker  pouch 

-h 

Expired  with 
disease,  6 mo. 

46 

Cervix,  stage  II-B 

Radiation 

Rectovaginal  extension  Posterior  exenteration 

— 

Living  without 
disease,  5 yr. 

29 

Cervix,  stage  II-B 

Radiation 

Bladder  and  rectum 
extension 

Total  exenteration; 
Bricker  pouch 

— 

Expired  with 
disease,  6 yr. 

36 

Cervix,  stage  II-B 

Radiation 

Bladder  extension 

-interior  exenteration; 
Bricker  pouch 

-h 

Expired  with 
disease,  8 mo. 

38 

Cervix,  stage  III 

Radiation; 

infusion 

Bladder  extension 

.Anterior  exenteration; 
Bricker  pouch 

— 

Living  without 
disease,  5 yr. 

74 

Cervix,  stage  I 

Radiation 

Bladder  extension 

.Anterior  exenteration; 
Bricker  pouch 

— 

Living  without 
disease,  3 yr. 

62 

Cervix,  stage  II 

Radiation 

1953 

Vag.  implants 
1958 

Rectal  extension 

Posterior  exenteration 

-h 

Expired  without 
disease,  9 yr. 

50 

Cervix,  stage  II 

Radiation 

Bladder  extension 

.Anterior  exenteration; 
ureterosigmoidostomy 

+ 

Pyelitis 

Expired  with 
pyelitis,  1 yr. 

66 

Cervical  stump, 
stage  II 

Radiation 

Bladder  extension 

.Anterior  exenteration; 
Bricker  pouch 

— 

Living  without 
disease,  1 yr. 

38 

Cervix,  stage  I 

Total  hysterectomy: 
radiation 

; Bladder  extension 

Anterior  exenteration; 
Bricker  pouch 

— 

Living  without 
disease,  10  yr. 

71 

Vulva  and  rectum 

None 

Rectal  extension 

Posterior  exenteration, 
radical  vulvectomy 
and  nodes 

— 

Living  without 
disease,  3 yr. 

56 

Cervix,  stage  II 

Radiation 

Vaginal  and  bladder 
extension 

Anterior  exenteration; 
Bricker  pouch 

+ 

Expired  with 
disease,  18  me 

62 

Vulva  and  rectum 

None 

Rectal  extension 

Posterior  exenteration, 
radical  vulvectomy,  and 
pelvic  lymphadenectomy; 
radiation  to  groin 

+ 

Living  with 
disease,  2 yr. 

46 

Cervix,  stage  II 

Radiation 

Bladder  and  rectal 

Total  exenteration 
Bricker  pouch 

+ 

Expired  with 
disease,  10  me 

47 

Vulva  with  extension 
to  rectum,  vagina, 
and  urethra 

None 

Urethra  and  rectal 
extension 

Total  exenteration; 
radical  vulvectomy, 
vaginectomy,  and 
inquinal  nodes 
Bricker  pouch 

-h 

Living  without 
disease,  15  m^ 
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Table  2.  Survival  Rates  in  17  Pelvic  Exenterations 


Type  of  Exenteration 

No.  of  Patients 

5-Year 

Survivors 

Expired  With 
Disease  Less 
Than  5 Years 

Living  Without 
Disease  Less  Than 
5 Years 

■interior  exenteration 

9 

2 (11.8%) 

5 

2 

Posterior  exenteration 

5 

3 (17.7%) 

1 

1 

Total  exenteration 

3 

1 ( 5.9%) 

1 

1 

Totals 

17 

6 (35.4%) 

7 (41.1%) 

4 (23.5%) 

tion,  five  died  with  disease  within  five  years  of 
surgery,  two  are  living  without  clinical  disease  less 
than  five  years,  and  two  (11.8  percent)  represent 
five-year  survivors. 

Five  patients  were  subjected  to  a posterior 
exenteration,  and  only  one  of  these  patients  died 
with  disease  within  five  years  of  surgery.  Three 
patients  (17.7  percent)  represent  five-year  survi- 
vors, and  one  is  living  without  disease  less  than 
five  years. 

Of  three  total  exenterations,  one  patient  died 
with  disease  and  one  is  living  without  disease  less 
than  five  years,  while  the  third  patient  represents  a 
five-year  survivor. 

In  the  entire  group  of  17  patients,  the  five- 
year  survival  rate  was  35.4  percent  with  the  best 
results  obtained  in  those  patients  subjected  to 
posterior  exenterations. 


Complications 

The  clinically  significant  complications  are 
listed  in  Table  3,  and  it  should  be  emphasized  that 
multiple  complications  were  frequently  noted  in 
one  patient. 

There  was  one  postoperative  death  with  an 
acute  myocardial  infarction,  bowel  and  urinary 
fistulas.  A second  patient  died  several  months  post- 
operatively  after  fulminating  pyelonephritis  from 
a ureteral  sigmoidostomy. 

It  has  been  emphasized'^  that  the  majority  of 
early  postoperative  complications  are  related  to  the 
development  of  bacterial  infections  either  in  the 
raw  pelvis,  abdominal  incision,  urinary  tract,  or 
ileal  loop.  The  frequency  of  pelvic  infection  se- 
quelae is  not  surprising  considering  the  presence 
of  a large  open,  frequently  sloughing,  and  invari- 
ably infected  pelvic  cavity.  This  infected  basin  is 
“roofed”  by  adherent  loops  of  intestine  and  omen- 
tum indicating  that  an  element  of  pelvic  peritonitis 
exists  in  most  patients.  Appropriate  intensive  anti- 
biotic therapy  and  adequate  drainage  usually  con- 
trols this  postoperative  complication. 

Gastrointestinal  complications,  such  as  bowel 
obstruction  and  fistulas,  are  frequently  associated 
with  an  improperly  peritionealized  raw  pelvis.  As 
noted  in  Table  3,  four  of  17  patients  experienced 
these  complications.  Despite  the  variety  of  methods 


for  peritonealization,  a completely  satisfactory 
method  useful  in  all  cases  has  yet  to  be  developed. 
Preservation  of  visceral  and  parietal  peritoneum  to 
cover  the  pelvis  at  the  level  of  the  sacropromontory 
has  been  utilized,  but  the  amount  of  available 
peritoneum  is  usually  insufficient.  When  suffici- 
ently redundant,  the  contiguous  sigmoid  and 
cecum  with  their  mesentaries  can  be  used  to  cover 
the  pelvic  brim,  as  described  by  Schweitzer." 
Unfortunately,  while  both  methods  keep  small 
bowel  and  omentum  up  out  of  the  pelvic  cavity, 
perhaps  preventing  adhesions,  obstruction,  and 
fistula  formation,  they  tend  to  create  and  per- 
petuate a large  open  pelvic  cavity  that  becomes 
infected,  sloughs,  and  produces  problems  that  may 
recjuire  6 to  12  months  to  subside  completely. 
Similarly  the  use  of  a “pelvic  lid”'^  of  tantalum 
or  mersilene  mesh  not  only  prevents  bowel  and 
omentum  from  dropping  into  and  obliterating  the 
large  pelvic  cavity  but  also  provides  additional 
problems  in  that  such  foreign  materials  are  poorly 
tolerated  in  the  infected  pelvis.  Many  of  these  have 
to  be  removed  at  an  early  date.  The  e.xperimental 
use  of  fetal  membranes  appeared  encouraging  but 
when  used  in  humans,  complete  disintegration  fre- 
quently occurs  in  seven  to  eight  days  following  in- 
sertion.'^ The  Mayo  Clinic  surgeons'"'  have  reported 
satisfactory  results  by  mobilizing  a large  vascular- 
ized omental  pedicle  from  the  right  side  of  the 
transverse  colon,  leading  it  down  into  the  pelvis, 
and  suturing  it  to  the  edge  of  the  levator  fascia. 
While  allowing  the  abdominal  viscera  to  descend 
and  obliterate  the  large  pelvic  cavity,  the  omen- 
tum prevents  jjotentially  lethal  adhesions,  obstruc- 
tion, and  fistula  fonnation  in  the  small  bowel.  The 
sigmoid  colon,  when  sufficiently  redundant,  may 
be  used  in  most  anterior  exenterative  procedures. 
In  either  case,  we  have  found  hemovac  suction  of 
the  pelvis  most  helpful  in  draining  the  collection 
of  fluid  thereby  expediting  the  healing  processes 
and  reducing  postoperative  morbidity. 

Although  pelvic  packing  for  hemostasis  is  not 
necessary,  it  was  used  in  two  patients  for  hemo- 
stasis and  to  prevent  intestinal  prolapse.  As  a rule, 
such  packing  should  be  removed  on  approximately 
the  fifth  postoperative  day. 

Urinary  tract  problems  appear  to  be  one  of 
the  most  distressing  complications  encountered  in 
the  present  study.  To  minimize  these  complica- 
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tions,  it  is  of  paramount  importance  to  select  the 
proper  modality  of  urinar}'  diversion.  Until  recent- 
ly, Barber  and  Brunschwig’^  continued  to  recom- 
mend ureterosigmoidostomy  as  the  method  of 
choice.  Schmitz,  et  al*^  preferred  the  creation  of 
a continent  rectal  reser\  oir  in  patients  subjected  to 
anterior  exenterations.  By  diverting  the  fecal  stream 
through  a single-barrel  sigmoid  colostomy  and 
closing  the  distal  sigmoid,  one  should  provide 
urinary  continence  and  theoretically  obviate  many 
complications  (fecal  reflux,  infection,  stones,  elec- 
trolyte disturbance,  etc.)  associated  with  uretero- 
sigmoidostomies  involving  the  intact  bowel.  There 
are  many  reports  of  favorable  experience  with  the 
use  of  a rectal  reservoir  for  urinary  diversion  after 
urologic  operations.  However,  other  authors*'^’’® 
found  this  procedure  unsatisfactory  and  advocate 
ileal  or  sigmoid  conduits.  These  authors  report 
e.xperience  with  26  sigmoid  conduits  and  26  ileal 
conduits  and  found  this  modality  for  urinary  di- 
version very  satisfactory  for  long-term  preservation 
of  the  urinary  tract.  The  ileal  conduit  appears  to 
be  the  procedure  of  choice  in  anterior  exentera- 
tions, and  the  sigmoid  conduits  in  posterior  and 
total  exenterations.  In  the  present  study,  all  but 
one  patient  requiring  urinary  diversion  was  sub- 
jected to  an  ileal  conduit.  The  most  serious  com- 
plication encountered  in  one  instance  was  torsion 
of  the  ileal  conduit  with  ureteral  obstruction.  Sec- 
ondary revision  of  the  conduit  resulted  in  proper 
function  of  the  urinary  tract  without  further 
sequela. 

The  remaining  postoperative  complications  are 
noted  on  Table  3 and  are  self-explanatory. 


Comments 

That  exenterativ^e  operations  can  provide  an 
appreciable  cure  rate  of  patients  harboring  recur- 
rent pelvic  cancer,  especially  carcinoma  of  the  cer- 
vix, has  been  demonstrated  by  many  institutions 
reporting  significant  experience  with  this  proce- 
dure.’ ^>*0,12,18  Galante  reported  a five-year  survival 
rate  of  34.5  percent  with  a 2.4  percent  mortality 
rate,  Symmonds  26  percent  and  2.3  percent  re- 
spectively, Deckers  48.5  percent  and  10.2  percent 
respectively,  Ketcham  38  percent  and  7 percent 
respectively,  and  Brunschwig  a five-year  survival 
rate  of  20  percent.  In  one  of  the  largest  series  of 
241  pelvic  exenterations  from  Florence,  Italy,  In- 
giulla  reported  a five-year  survival  rate  of  21  per- 
cent for  anterior  exenterations,  35  percent  for 
posterior  exenterations,  6 percent  for  total  exen- 
terations, with  an  overall  five-year  survival  rate 
of  21  percent.  The  fiv^e-year  survival  rate  in  the 
present  study  was  46.1  percent  with  a mortality 
rate  of  6 percent.  The  gynecologists  who  continue 
to  regard  this  operation  with  disfavor  are  those 
who  have  based  their  opinions  on  few  opera- 
tions.’'’■’6  They  have  unnecessarily  abandoned  this 


Table  3.  Immediate  Postoperative  Complications  of 
Pelvic  Exenterations 


Complications  Number 


Postoperative  death  (14  days)  1 

Acute  myocardial  infarction 
Bowel  and  urinary  fistulas 

Pelvic  cellulitis  -f-  abscess  3 

Small  or  large  bowel  fistulas  3 

Small  bowel  obstruction  2 

Prolonged  ileus  1 

(nasogastric  tube  lO-f  days) 

Pelvic  thrombophlebitis  and  arterial  thrombosis 

necessitating  arterial  embolectomy  1 

Septicemia  1 

Fatal  pyelitis  (ureterosigmoidostomy)  1 

Ileal  loop  complications: 

Urinary  fistulas  2 

Pyelonephritis  1 

Hydronephrosis  (transient)  2 

Hyperchloremia  1 

Torsion  of  ileal  conduit  with  ureteral  obstruc- 
tion, hydronephrosis  and  anuria  1 

Total  Complications  20 


potentially  curative  operation  and  have  returned 
to  therapeutic  measures  of  irradiation  and  chemo- 
therapy, which  are  palliative  in  patients  with  re- 
current malignancy. 

Retrospective  analysis  in  the  present  study  and 
a review  of  recent  Iiterature’'^40,i2,i8  have  con- 
vinced us  that  many  of  the  operative  and  post- 
operative deaths  can  be  avoided  with  the  proper 
management  of  postoperative  hypotension,  oliguria, 
anuria,  electrolyte  disturbances,  etc.  As  an  ex- 
ample, constant  monitoring  of  central  venous  pres- 
sure during  and  for  several  days  after  operation 
has  provided  considerable  assistance  in  evaluating 
the  patient’s  fluid  and  blood  requirements.  During 
recent  years,  with  the  abandonment  of  uretero- 
sigmoidoscopy  as  a means  of  urinary  diversion,  the 
complications  have  been  reduced  markedly,  there- 
by decreasing  both  morbidity  and  mortality  rates. 
Ureterosigmoidostomy  was  employed  in  one  pa- 
tient in  the  present  study,  and  it  eventually  ter- 
minated fatally  from  acute  pyelonephritis.  All  other 
patients  were  subjected  to  an  ileal  conduit  pro- 
cedure which  was  found  to  be  most  satisfactory^. 
In  this  group  of  patients,  the  only  postoperative 
mortality  was  a patient  who  experienced  acute 
myocardial  infarction  two  weeks  postoperatively. 

Although  bowel  complications  are  not  listed 
as  a cause  of  operative  mortality  in  the  present 
series,  obstruction  and  fistulas  unquestionably  were 
factors  in  increased  morbidity  and  prolonged  hos- 
pitalization. Despite  considerable  efforts,  postop- 
erative bowel  problems  remained  one  of  the  two 
most  troublesome  complications  directly  related  to 
our  operative  technic.  Additional  thoughts  and 
research  must  be  developed  toward  their  preven- 
tion. It  should  be  emphasized  that  patients  who 
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have  developed  postoperative  bowel  and  urinary 
complications  are  those  who  represent  radiation 
failures.  When  an  exenterative  procedure  is  used 
as  a primary  operation,  urinary  and  bowel  com- 
plications are  significantly  reduced. This  was  also 
our  experience  with  four  patients  in  the  present 
series. 

Rutledge'^  has  emphasized  that  a more  care- 
ful selection  of  patients  for  exenterativ^e  surgery 
will  result  in  an  increased  survival  rate,  a steady 
decrease  in  operative  morbidity,  and  will  establish 
pelvic  exenteration  as  a safe,  worthwhile  proce- 
dure. This  philosophy  was  strictly  adhered  to  in 
the  present  study,  which  may  explain  the  rela- 
tively high  five-year  survival  rate  of  46.1  percent 
and  a reduced  mortality  rate  of  6 percent.  Abso- 
lute contraindications  to  pelvic  exenteration  should 
include  unilateral  or  bilateral  leg  edema,  unilateral 
or  bilateral  ureteral  obstruction,  unilateral  or  bi- 
lateral leg  pain  typical  of  sciatic  nerve  root  com- 
pression, a frozen  pelvis  in  the  untreated  patient, 
and  generally  advanced  age,  senility,  massive  obes- 
ity, and  significant  medical  disability.^^ 

The  presence  of  positive  lymph  nodes  in 
patients  with  recurrent  pelvic  malignant  tumor 
has  a marked  influence  on  the  patient’s  survival. 
Although  several  authors  have  reported  no  sur- 
vivors when  lymph  nodes  were  reported  positive 
for  tumor, *>544,16, 18  Deckers,  et  al***  have  reported 
25  patients  with  positive  nodes  treated  by  exentera- 
tion as  a primary  procedure,  and  the  survival  rate 
was  not  adversely  affected.  In  the  present  series, 
patients  with  positive  nodes  either  died  or  are 
living  with  evidence  of  disease  less  than  five  years 
after  surgery  (Table  1).  The  explanation  for  this 
discrepancy  is  not  apparent  unless  we  differentiate 
between  patients  who  are  subjected  to  exenterative 
surgery  for  recurrent  carcinoma  and  those  who 
were  previously  untreated. 

Summary 

Seventeen  gynecologic  pelvic  exenterations 
have  been  performed  at  The  Ohio  State  Univer- 
sity Hospitals  yielding  a five-year  survival  rate  of 
46  percent.  Of  the  17  patients,  13  exenterations 
were  for  recurrent  carcinoma  of  the  cervix  fol- 
lowing complete  radiation  therapy  and  four  were 
for  extensive  primary  carcinoma  of  the  vulva.  A 
postoperative  mortality  rate  of  6 percent  represents 
one  patient  with  acute  myocardial  infarction.  Post- 


operative morbidity  has  been  discussed.  The  mod- 
ality of  choice  for  urinary  diversion  was  the  ileal 
conduit.  Factors  to  reduce  morbidity  and  mortality 
have  been  discussed.  When  indicated,  pelvic  ex- 
enteration can  be  a curative  surgical  operation. 
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APAROSCOPY  HAS  BEEN  USED  in  the 
Department  of  Obstetrics  and  Gynecology  at 
Akron  City  Hospital  since  August  1971.  The  pur- 
pose of  this  paper  is  to  review  our  series  of  lapa- 
roscopy patients  and  to  e\  aluate  critically  the  use- 
fulness and  safety  of  laparoscopy  at  a community 
hospital.  Laparoscopy  is  a method  of  direct  visuali- 
zation of  the  pelvic  organs  by  endoscopic  technic. 
In  recent  years  this  technic  has  gained  new  popu- 
larity, primarily  because  of  the  refinement  of  lapa- 
roscopic instruments.  The  development  of  a fiber- 
optic laparoscope  has  made  it  possible  for  the  light 
source  to  be  external  to  the  patient,  thus  avoiding 
the  possibility  of  thermal  injur)’  and  electrical 
shock.  The  180°  lens  on  the  laparoscope  gives  the 
operator  a good  panoramic  view  of  the  pelvis. 
Other  developments  in  instrumentation  now  make 
it  possible  to  do  more  than  visualize  the  internal 
organs.  It  is  now  possible  to  perform  tubal  sterili- 
zation by  coagulating  and  cutting  the  fallopian 
tubes,  to  biopsy  the  ovaries,  to  aspirate  fluid  from 
ovarian  cysts  or  ascites,  to  lyse  pelvic  adhesions,  and 
to  coagulate  implants  of  endometriosis. 

The  original  term  “peritoneoscopy”  was  used 
years  ago  to  describe  this  technic.  The  histor)'  of 
peritoneoscopy  goes  back  to  1901  when  Kelling  (in 
Germany)  visualized  the  peritoneal  cavity  in  dogs. 
The  same  technic  was  used  on  humans  in  1910  in 
Germany,  and  in  1911  in  .America  by  Bemheim. 
The  gastroenterologists  have  helped  to  keep  the 
technic  alive  throughout  the  years.  In  1937,  Rud- 
dock in  the  United  States  reported  the  first  large 
series  including  some  tubal  sterilizations.*  The 
newer  instruments  are  called  laparoscopes  and  the 
number  of  hospitals  and  clinics  now  using  them 
has  mushroomed. 

Materials  and  Methods 

Records  were  reviewed  on  all  patients  who 
underwent  laparoscopy  at  our  hospital  from  August 
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1971  through  March  1972.  The  total  series  of  71 
patients  had  an  average  age  of  28.4  years,  with 
a range  of  19  to  43  years.  A history  of  previous 
abdominal  surgery  was  taken  into  account  in  the 
selection  of  patients  for  laparoscopy.  Sixteen  of  our 
patients  had  previous  abdominal  surgery  as  de- 
tailed in  Table  1.  Note  that  six  of  these  were 
pelvic  operations.  Eight  patients  were  obese,  rang- 
ing from  12  to  79  pounds  overweight,  based  on 
their  height.  Private  patients  comprised  54  (76 
percent)  of  the  series  and  clinic  patients  17  (24 
percent)  of  the  series.  Seven  attending  physicians 
and  five  resident  physicians  performed  these  pro- 
cedures. 

The  indications  for  laparoscopy  are  shown  in 
Table  2.  Sterilization  accounted  for  39  patients, 
diagnostic  laparoscopy  in  31,  including  chronic 
pelvic  pain,  infertility,  pelvic  mass,  and  vaginal 
agenesis.  One  patient,  who  had  previously  under- 
gone tuboplasty  with  placement  of  polyethylene 
tubal  splints,  had  these  polyethylene  tubes  re- 
moved by  laparoscope. 

The  technic  used  for  laparoscopy  was  that 
described  by  Steptoe.2  The  Wisap  CO2  pressure 
regulator  was  used  for  controlled  insufflation.  The 
5-mm  Eder  laparoscope  used  was  made  by  the 
Eder  Instrument  Company;  perintoneal  insuffla- 
tion of  CO2  was  accomplished  by  using  the  Verres 
needle,  which  has  a spring-loaded  blunt  trocar 
inside  the  needle.  The  Eder  biopsy  tong  was  used 
for  grasping  and  coagulating  the  fallopian  tubes, 
The  Semm  intrauterine  cannula  with  negative 
suction  was  applied  to  the  cerv’ix  so  that  the  posi- 
tion of  the  uterus  could  be  manipulated,  and  if 
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li)drotubation  was  desired,  methylene  blue  dye 
was  injected  through  this  into  the  uterus. 

Anesthetic  technic  (Table  3)  included  66 
patients  with  general  anesthesia  using  endotracheal 
intubation;  three  patients  had  general  anesthesia 
without  intubation  and  two  had  spinal  anesthesia. 
The  physical  status  of  each  patient  was  evaluated, 
relative  to  anesthetic  risk:  85  percent  were  class  1, 
13  percent  were  class  2,  and  2 percent  were  class  3. 

After  the  patient  receives  her  anesthetic,  the 
Semm  intrauterine  cannula  is  applied  transvagin- 
ally,  and  a Foley  catheter  is  placed  in  the  bladder. 
The  abdomen  is  prepared  and  draped  as  for  a 
pelvic  laparotomy.  The  patient  is  placed  in  15  to 
30  degree  Trendelenburg  position.  A 1-cm  trans- 
verse incision  is  made  through  the  skin  in  the 
inferior  ridge  of  the  umbilicus,  the  Verres  needle 
is  inserted  into  the  peritoneal  cavity,  and  3 to  4 
liters  of  COg  is  insufflated  to  achieve  abdominal 
distention.  A 6-mm  trocar  with  surrounding  sheath 
is  then  placed  through  the  same  incision,  the  tro- 
car withdrawn,  and  the  5-mm  laparoscope  is  in- 
serted through  the  sleeve.  The  pelvic  organs  can 
then  be  visualized.  However,  for  better  visualiza- 
tion and  manipulation,  a second  trocar  is  inserted 
in  the  right  or  left  lower  quadrant  and  a probe  or 
operating  instrument  is  inserted  through  this  sec- 
ond sleeve.  When  the  procedure  is  completed,  the 
instruments  are  withdrawn  and  a single  skin  clip 
or  suture  is  placed  in  each  small  incision.  The 
intrauterine  cannula  is  removed,  and  the  patient 
is  awakened  and  taken  to  the  recovery  room. 

The  technic  of  tubal  sterilization  is  summar- 
ized in  Table  4.  In  one  patient,  each  tube  was 
coagulated  once.  In  11  patients,  each  tube  was 
coagulated  once  and  a segment  was  excised;  in 
12  patients,  each  tube  was  coagulated  twice  but 
no  segment  was  excised;  and  in  12  patients,  each 
tube  was  coagulated  twice  and  a segment  was 
excised. 

Results 

Sterilization. — The  results  of  the  39  lapar- 
oscopies done  for  sterilization  are  summarized  in 
Table  5.  In  36  patients  (92  percent)  the  proce- 
dure was  successful.  Laparotomy  was  necessary  in 
three  patients.  Two  of  these  had  pehdc  adhesions, 
making  the  tubes  inaccessible,  one  of  which  had 
a past  history  of  cholecystectomy  and  appendect- 
omy. The  third  patient  was  obese  (45  lb  over- 
weight) and  entrance  into  the  abdominal  cavity 
by  the  laparoscope  could  not  be  accomplished. 

Diagnostic  Laparoscopies. — The  results  of 
the  17  diagnostic  laparoscopies  done  for  chronic 
pelvic  pain  are  reviewed  in  Table  6.  A normal 
pelvis  was  found  in  41  percent  (7  out  of  17  pa- 
tients), pelvic  adhesions  were  found  in  29  percent 
(five  patients),  pelvic  inflammatory  disease  was 
found  in  24  percent  (four  patients),  and  one 


Table  1.  Laparoscopy  Patients  with  Previous 
Abdominal  Surgery 


Appendectomy  8 

Cholecystectomy  and  appendectomy  2 

Hysterectomy  2 

Adnexal  surgery  4 

Total  16 


Table  2.  Indication  for  Laparoscopy 


Indication 

No. 

of  Patients 

Sterilization 

39 

Diagnosis 

31 

Chronic  pelvic  pain 

17 

Infertility 

10 

Pelvic  mass 

3 

Vaginal  agenesis 

1 

Removal  of  polyethylene  tubes 

1 

Total 

71 

Table  3.  Type  of  Anesthetic  Technic  Used 
in  7 1 Laparoscopies 

Technic 

No.  of  Patients 

General  anesthesia  with 

endotracheal  intubation 

66 

General  anesthesia  without 
endotracheal  intubation 

3 

Spinal  anesthesia 

2 

Table  4.  Technic  of  Laparoscopic 

Sterilization 

Technic 

No.  of  Patients 

Each  tube  coagulated  once 

1 

Each  tube  coagulated  once 

and  a segment  excised 

11 

Each  tube  coagulated  twice 

12 

Each  tube  coagulated  twice 

and  a segment  excised 

12 

Total 

36 

Table  5.  Results  of  Laparoscopic  Sterilizations 

Outcome 

No.  of  Patients 

Successful  laparoscopic 

tubal  sterilizations 

36  (92%1 

Laparotomy  indicated 

Adhesions  precluding 

3 

laparoscopic  tubal 
Obesity  precluding 

2 

successful  laparoscopy 

1 

Total 

39 

patient  was  diagnosed  as  having  a pelvic  congestion 
syndrome. 

Table  7 summarizes  the  findings  of  the  ten 
patients  evaluated  for  previously  unexplained  in- 
fertility. Polycystic  or  sclerocystic  o\aries  were 
found  in  three  patients,  one  of  whom  also  had 
adhesions  and  a dermoid  cyst.  Tubal  occlusion  was 
found  in  three  patients,  endometriosis  in  two  pa- 
tients, and  a normal  pelvis  in  two  patients. 

Three  patients  underwent  laparoscopy  for  pel- 
vic masses.  Two  of  these  were  found  to  have  sub- 
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acute  tubo-o\arian  abscesses  and  one  patient  had 
a tubal  pregnancy. 

The  patient  with  congenital  absence  of  the 
\ agina  was  found  by  laparoscopy  to  have  no  uterus 
and  only  streak  ovaries.  Artificial  construction  of 
the  vagina  followed  the  laparoscopic  examination. 

follow-up  kar\otype  revealed  her  to  be  a mosaic 
Turner’s  syndrome  with  XX/XO  mosaicism.  On 
the  basis  of  the  findings  during  diagnostic  lapa- 
roscopies, seven  patients  were  submitted  to  lapa- 
rotomy for  definitive  surgery  (Table  8) , and  future 
definitive  surgery'  if  indicated,  could  be  discussed 
intelligently  with  other  patients. 

Complications. — The  incidence  of  compli- 
cations associated  with  laparoscopy  are  shown  in 
Table  9.  The  most  serious  reported  complications 
are  gastrointestinal  perforation  and  bleeding  from 
injury  to  a major  intra-abdominal  vessel.*  ^ We  had 
none  of  these  in  our  series.  The  bleeding  from  the 
tubes  when  divided  with  the  electrical  current  or 
accidentally  torn  during  sterilization  was  easily 
controlled  by  additional  coagulation  under  direct 
laparoscopic  vision.^  The  hematomas  of  the  ov'ary 
and  broad  ligament  were  small  and  self-limited 
and  recjuired  no  operative  inter\'ention.  The  ute- 
rine perforation  by  the  Semm  intrauterine  can- 
nula had  no  sequelae,  the  patient  did  well,  never 
recjuiring  any  pain  medication,  and  she  was  dis- 
charged on  the  first  postoperative  day. 

Pneumoperitoneum  could  not  be  obtained  in 
one  patient  who  was  45  lbs  overweight,  and  sev- 


Table  6.  Results  of  Diagnostic  Laparoscopy  for 
Chronic  Pelvic  Pain 


Findings 

No. 

Patients 

% 

Normal  pelvis 

7 

41 

Pelvic  adhesions 

5 

29 

Pelvic  inflammatory  disease 

4 

24 

Pelvic  congestion  syndrome 

1 

6 

Totals 

17 

100 

Table  7.  Results  of  Laparoscopy  in  10  Patients  with 
Previously  Unexplained  Infertility 

Findings  No.  of  Patients 


Polycystic  ovaries  2 

Polycystic  ovaries,  adhesions,  and  a 

dermoid  cyst  1 

Tubal  occlusion  3 

Endometriosis  2 

Normal  pelvis  2 


'Fable  8.  Indications  for  Laparotomy  in  7 Patients 
After  Diagnostic  Laparoscopy 

Indication  No.  of  Patients 


Infertility  surgery  4 

Pain  due  to  pelvic  adhesions  1 

Pain  due  to  old  PID  1 

Ectopic  tubal  pregnancy  1 


'I  ABLE  9.  Incidence  of  Complications  Associated  with 
Laparoscopy  in  71  Patients 


Complication  No.  of  Patients 


Major  Complications 

Mortality 

0 

Bowel  perforation 

0 

Gastric  perforation 

0 

Bleeding  from  major  vessel 

0 

Minor  Bleeding  Problems 

Fallopian  tube 

2 

Parietal  peritoneum 

1 

Hematoma  of  ovary 

1 

Hematoma  of  broad  ligament 

1 

Minor  Complications 

Uterine  perforation  by  intrauterine 

cannula 

1 

Temporary  Bovie  unit  failure 

3 

Failed  pneumoperitoneum 

1 

Difficulty  obtaining  pneumoperitoneum 

6 

Wound  infection 

0 

Late  Complication  Following  Laparoscopy 

Pelvic  abscess  with  peritonitis 

1 

Table  10.  Postoperative  Stay  of  60  Patients 
Undergoing  Laparoscopy 


No.  of  Days 

No.  of  Patients 

1 

31 

2 

21 

3 or  more 

7 

Diagnostic  tests 

3 

Continued  pain 

2 

Exacerbation  of  PID 

1 

No  apparent  reason 

1 

Outpatient 

1 

eral  attempts  were  required  in  six  other  patients 
before  successful  insufflation  of  CO2  was  accom- 
plished. When  this  difficulty  is  encountered,  it  is 
usually  easy  to  detect,  because  the  CO2  pressure 
gauge  indicates  an  abnormally  high  pressure  as 
subcutaneous  emphysema  develops,  and  the  tip 
of  the  Verres  needle  does  not  feel  free  in  the 
peritoneal  cavity.  In  each  of  these  six  patients, 
however,  laparoscopy  was  successfully  completed. 

We  had  no  wound  infections  that  we  know 
of,  however,  one  of  the  tubal  sterilization  patients 
was  readmitted  on  the  third  postoperative  day 
with  abdominal  pain  and  fever  and  then  developed 
generalized  peritonitis  which  localized  to  a pelvic 
abscess.  She  gradually  improved  with  intensive 
antibiotic  therapy  and  was  discharged  in  two 
weeks. 

Length  of  Hospital  Stay. — The  length  of  stay 
in  the  hospital  after  laparoscopy  is  summarized  in 
Table  10.  Excluded  are  the  patients  that  also  un- 
derwent laparotomy.  Thirty-one  patients  were  dis- 
charged the  first  postoperative  day,  21  on  the  sec- 
ond day,  and  seven  patients  stayed  three  or  more 
days.  Several  of  these  stayed  for  diagnostic  tests. 
The  one  patient  who  had  laparoscopy  done  as 
an  outpatient  was  discharged  three  hours  post- 
operatively. 

Morbidity. — Postoperative  pain  seems  to  be 
fairly  mild  after  laparoscopy,  even  when  tubal  co- 
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agulation  is  done  (Table  11).  Excluding  those 
patients  with  preoperative  pain,  55  patients  were 
evaluated  for  pain,  and  23  (42  percent)  of  this 
number  never  complained  of  any  pain  or  took  any 
analgesic  medication.  Twenty-one  (38  percent) 
complained  of  abdominal  or  incisional  pain,  six 
(11  percent)  had  shoulder  pain,  and  five  (9  per- 
cent) had  pain  at  other  sites.  An  oral  analgesic 
was  used  by  14  patients  and  14  patients  used  an 
intramuscular  narcotic.  One  third  of  the  patients 
had  nausea  or  vomiting  postoperatively.  Only  three 
patients  had  a temperature  over  38  C (100.4  F) 
postoperatively  and  antibiotics  were  rarely  used  in 
this  series. 

Anesthesia. — One  of  the  major  criticisms  of 
laparoscopy  has  been  the  recommended  anesthetic 
technic.h^.G  As  detailed  previously,  66  of  our  71  pa- 
tients had  general  anesthesia  with  endotracheal 
intubation  and  assisted  ventilation.  This  has  been 
recommended  along  with  the  use  of  muscle  re- 
laxants  so  that  there  is  less  likelihood  of  the  bowel 
moving  into  the  operative  field  of  the  pelvis,  and 
gastric  distention  does  not  occur  to  give  rise  to 
possible  gastric  perforation  with  the  needle  or  tro- 
car. Table  12  summarizes  anesthesia  time  for  our 
laparoscopies.  The  largest  number  of  patients  were 
in  the  31-  to  90-minute  range,  the  average  time 
being  67  minutes.  The  first  half  of  our  cases  aver- 
aged 78  minutes,  the  last  half — 63  minutes.  The 
range  of  time  was  20  to  180  minutes,  the  180- 
minute  procedure  being  the  first  one  in  this  series. 
One  would  expect  a further  decrease  in  average 
time  as  each  surgeon  and  the  operating  room  per- 
sonnel become  more  familiar  with  the  procedure 
and  equipment. 

There  were  no  major  complications  of  anes- 
thesia noted  in  these  71  patients.  However,  the 


Table  11.  Postoperative  Pain  in  Laparoscopy  Patients 


Type  of  Pain 

No.  of  Patients 

% 

Location  of  pain 

Abdominal  or  incisional 

21 

38 

Shoulder 

6 

11 

Other  sites 

5 

9 

No  complaint  of  pain 

23 

42 

Total* 

55 

100 

■*Total  of  55  patients  after  exclusion  of  those  with 
laparotomies  and  significant  preoperative  pain. 


Table  12.  Anesthesia  Time  for  Laparoscopy 
Time  No.  of  Patients 


0-31  min  4 

31-60  min  27 

61-90  min  25 

> 90  min  8 


Mean  time  65  min 

Avg  time  67  min 

First  36  cases 78  min 

Next  35  cases  63  min 

Range  of  time  20  to  180  min 


author  recalls  several  patients  in  which  a transient 
cardiac  arrhythmia  was  seen  on  the  monitor.  In 
each  case,  the  arrhythmia  either  disappeared  spon- 
taneously or  responded  to  increased  oxygenation 
and  ventilation. 

Blood  loss  for  a laparoscopic  procedure  is 
usually  minimal.  The  average  blood  loss  for  our 
laparoscopies  was  13  cc  with  the  range  from  1 cc 
to  50  cc.  In  many  cases,  the  operator  recorded 
“none”  for  blood  loss,  in  which  case  a figure  of 
5 cc  was  used  in  calculating  the  av'erage. 

Discussion 

Laparoscopy  has  been  used  in  this  hospital 
for  less  than  a year.  Our  results  over  all  have  been 
good.  The  mortality  was  zero  and  the  morbidity 
minimal.  The  one  severe  complication  of  post- 
operative peritonitis  and  pelvic  abscess  could  have 
been  related  to  laparoscopy.  Unrecognized  bleed- 
ing resulting  in  an  infected  hematoma,  infection 
introduced  by  the  laparoscope,  or  an  unrecognized 
perforation  of  the  bowel  could  hav’e  occurred  to 
explain  the  postoperative  illness.  Since  a lapa- 
rotomy was  not  deemed  necessary  on  this  patient, 
we  do  not  know  the  precise  etiology  of  her  illness. 

As  a group,  the  patients  that  were  sterilized 
by  laparoscopy  were  well  satisfied  with  the  pro- 
cedure because  of  the  short  hospital  stay,  the 
minimal  discomfort  postoperatively,  the  small  in- 
cisions, and  the  early  return  of  normal  activity 
that  it  allows.  The  literature  on  laparoscopy  as- 
sures us  that  this  type  of  tubal  sterilization  is  just 
as  effective  as  the  conventional  partial  salpingec- 
tomy, as  long  as  adequate  coagulation  is  done  on 
each  tube.^'^  Although  our  series  is  not  large  enough 
or  long  enough  for  evaluation  of  failure  rate,  other 
series  generally  report  a 0.3  percent  failure  rate. 
Sterilization  by  this  method  does  reduce  the  pa- 
tient days  needed  for  our  scarce  hospital  beds,  and 
with  the  minimal  morbidity,  this  can  now  be 
recommended  as  an  outpatient  procedure.®  Only 
one  of  our  series  was  done  as  an  outpatient,  poly- 
ethylene tubes  being  removed  by  laparoscope  after 
previous  tuboplasty.  Laparoscopic  sterilization  can 
also  be  done  in  the  immediate  postpartum  period 
although  we  have  not  done  any  of  these  in  this 
early  series. 

Previous  abdominal  surgery  does  not  appear 
to  be  a contraindication  to  laparoscopy,  as  15  out 
of  16  patients  with  such  a history  had  successful 
laparoscopy.  Laparoscopy  in  our  hospital  has  been 
done  with  a major  anesthetic.  However,  in  some 
hospitals,^’®  it  is  being  done  with  a local  anesthetic 
and  neuroleptanalgesia,  using  Innovar.^  This  has 
been  recommended  by  some  for  the  procedure  as 
on  outpatient.  However,  a well-administered  gen- 
eral anesthetic  even  with  intubation  leaves  the  pa- 
tient much  more  alert  in  two  hours  than  a local 
anesthetic  supplemented  heavily  with  a tran- 
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cjuilizer  and  narcotic  with  their  ding  hangover.  In 
addition,  tliere  is  less  risk  of  the  major  complica- 
tions of  laparoscojjy  it  the  patient  is  deeply  anes- 
thetized.’ The  anesthetic  time  is  prolonged  in  a few 
of  these  cases.  It  must  be  kept  in  mind,  however, 
that  this  is  the  total  anesthesia  time,  which  in- 
cludes intubation,  insertion  of  uterine  cannula, 
preparation  of  the  abdomen,  laparoscopy,  and  e.x- 
tubation  of  the  patient.  In  addition,  in  a teaching 
hospital  such  as  ours,  a considerable  amount  of 
time  was  spent  in  teaching  the  procedure  to  attend- 
ing and  resident  physicians  with  several  observers 
looking  through  the  laparoscope  in  many  of  these 
cases. 

The  value  of  laparoscopy  is  obvious  in  une.x- 
plained  infertility,  chronic  pelvic  pain,  and  obscure 
peh  ic  pathology.  In  80  percent  of  the  unexplained 
infertility  cases,  pelvic  disease  was  found.  This 
provides  an  intelligent  basis  for  further  medical  or 
surgical  treatment  and  avoids  unnecessar)'  lapa- 
rotomy, which  may  only  produce  damaging  ad- 
hesions. Chronic  pehic  pain  is  a frequent  gyne- 
cologic complaint  and  it  often  escapes  a certain 
diagnosis.  An  etiology  for  chronic  pelvic  pain  was 
found  in  60  percent  of  our  patients,  and  the  other 
40  percent  could  be  confidently  reassured  of  the 
absence  of  pelvic  disease.  Laparotomy  was  avoided 
for  patients  in  whom  no  disease  was  found,  thus 
axoiding  a long  postoperative  recovery  and  ex- 
tended hospital  stay.  The  diagnosis  of  ectopic 
pregnancy  was  made  in  only  one  case  in  this  series, 
but  it  was  ruled  out  by  laparoscopic  examination 
in  several  patients  with  pelvic  pain. 

Summary 

A series  of  71  patients  underwent  laparoscopy 
at  .'\kron  City  Hospital.  Thirty-nine  of  these  were 
done  for  sterilization,  and  31  were  done  for  diag- 
nosis. Most  of  the  patients  received  endotracheal 
anesthesia.  Of  the  17  patients  with  chronic  pelvic 


Discussion  of  E.N.T 

( continued 

A rapidly  enlarging  cervical  mass  in  an  adult 
is  most  likely  a lymph  node  metastasis  from  a pri- 
mary cancer  in  the  head  and  neck.  Since  the  lym- 
phatic drainage  from  the  nasopharynx  is  directed 
toward  the  posterior  triangle  of  the  neck  (where 
this  lesion  is  located),  e.xamination  of  this  area  is 
essential  in  his  evaluation.  In  this  instance,  an 
ulcerative  lesion  was  found  in  the  nasopharynx 
which  upon  biopsy  proved  to  be  a squamous 
carcinoma. 

If  physical  examination  fails  to  reveal  an 
obvious  primary  site  then,  blind  biopsy  of  the 


pain,  ten  were  found  to  ha\e  pehic  disease,  and 
seven  had  a normal  pehis.  .\n  etiology  for  unex- 
])lained  infertility  was  found  in  eight  of  ten  pa- 
tients. In  the  three  patients  with  pehic  masses, 
two  had  subacute  tubo-ovarian  abscesses,  and 
one  had  an  ectopic  pregnancy.  Laparotomy  was 
avoided  when  no  disease  was  found,  thus  avoid- 
ing a long  postoperative  recovery  and  extended 
hospital  stay.  No  major  complications  such  as 
bowel  or  gastric  perforation  occurred  in  this  series, 
although  one  patient  developed  a pelvic  abscess. 
Five  minor  bleeding  problems  occurred  which  did 
not  require  laparotomy.  The  majority  of  patients 
were  discharged  on  the  first  postoperative  day, 
and  only  seven  of  them  stayed  three  days  or  more. 
Forty- two  percent  required  no  postoperative  anal- 
gesic, and  pain  was  minimal  in  the  rest.  Over-all 
patient  acceptance  of  this  procedure  was  excellent. 
In  our  experience,  laparoscopy  has  proved  to  be  a 
safe  and  useful  technic  for  female  sterilization  and 
lor  the  diagnosis  of  obscure  pelvic  disease. 
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nasophannx,  tonsil,  and  base  of  tongue  should 
be  done.  Submucosal  cancers  in  these  areas  which 
are  not  evident  during  the  initial  physical  exam- 
ination may  be  detected  by  this  method. 

When  nasopharyngeal  carcinoma  is  present, 
radiographic  evaluation  of  the  base  of  the  skull 
should  be  done  to  determine  if  the  tumor  has 
extended  into  this  area.  The  close  approximation 
■)f  nasopharyngeal  cancers  to  essential  structures 
such  as  the  internal  carotid  arter)-  and  base  o^ 
the  skull,  make  wide  surgical  excision  impossible. 
Carcinomas  in  this  area  are  usually  treated  with 
radiation  therapy. 
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What’s  in  it 
for  her? 

All  steroid  molecules  are  not  the 
same ...  in  their  activity.  In  pre- 
scribing birth-control  pills,  estrogen/ 
progestogen  activity  is  more  impor- 
tant than  milligrams.  The  woman’s 
hormone  profile  often  indicates  the 
activity  best  for  her. 


mestranol/100  meg 


ethynodiol  diacetate/1  mg 


ethyno: 
diacetate/ 1 f 
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of  the  “balanced”  profile 
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• clear  complexion 

• normal  figure  with 
normal  secondary 
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• normal  cytohormonal 
pattern 

This  “center  spectrum” 
pill  has  had  excellent 
user  acceptance  for  over 
seven  years. 


Typical  characteristics 
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estrogenic  profile 

• heavy  flow 

• large  breasts, 
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• premenstrual  syndrome, 
fluid  retention 
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fibroids 

• high  pyknotic  index 


This  formulation,  which  hai' 
less  estrogenic  activity  and 
a moderate  progestogen 
dominance,  may  be  a good 
beginning. 
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use  of  hormonal  contraceptives  has  now  been  shown  in  studies  con- 
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ease in  users  of  sequential  products.  This  risk  cannot  be  quantitated, 
and  further  studies  to  confirm  this  finding  are  desirable. 

Discontinue  medication  pending  examination  if  there  is  sudden  par- 
tial or  complete  loss  of  vision,  or  if  there  is  a sudden  onset  of  proptosis, 
diplopia  or  migraine.  If  examination  reveals  papilledema  or  retinal 
vascular  lesions  medication  should  be  withdrawn. 

Since  the  safety  of  Ovulen  and  Demulen  in  pregnancy  has  not  been 
demonstrated,  it  is  recommended  that  for  any  patient  who  has  missed 
two  consecutive  periods  pregnancy  should  be  ruled  out  before  con- 
tinuing the  contraceptive  regimen.  If  the  patient  has  not  adhered  to  the 
prescribed  schedule  the  possibility  of  pregnancy  should  be  considered 
at  the  time  of  the  first  missed  period. 

A small  fraction  of  the  hormonal  agents  in  oral  contraceptives  has 
been  identified  in  the  milk  of  mothers  receiving  these  drugs.  The  long- 
range  effect  to  the  nursing  infant  cannot  be  determined  at  this  time. 

Precautions— The  pretreatment  and  periodic  physical  examinations 
should  include  special  reference  to  the  breasts  and  pelvic  organs, 
including  a Papanicolaou  smear  since  estrogens  have  been  known  to 
produce  tumors,  some  of  them  malignant,  in  five  species  of  subprimate 
animals.  Endocrine  and  possibly  liver  function  tests  may  be  affected  by 
treatment  with  Ovulen  or  Demulen.  Therefore,  if  such  tests  are  abnor- 
mal in  a patient  taking  Ovulen  or  Demulen,  it  is  recommended  that  they 
be  repeated  after  the  drug  has  been  withdrawn  for  two  months.  Under 
the  influence  of  progestogen-estrogen  preparations  pre-existing  uterine 
fibromyomas  may  increase  in  size.  Because  these  agents  may  cause 
some  degree  of  fluid  retention,  conditions  which  might  be  influenced 
by  this  factor,  such  as  epilepsy,  migraine,  asthma,  cardiac  or  renal  dys- 
function, require  careful  observation.  In  breakthrough  bleeding,  and 
in  all  cases  of  irregular  bleeding  per  vaginam,  nonfunctional  causes 
should  be  borne  in  mind.  In  undiagnosed  bleeding  per  vaginam  ade- 
quate diagnostic  measures  are  indicated.  Patients  with  a history  of 
psychic  depression  should  be  carefully  observed  and  the  drug  dis- 
continued if  the  depression  recurs  to  a serious  degree.  Any  possible 


influence  of  prolonged  Ovulen  or  Demulen  therapy  on  pituitary,  ovanai  I 
adrenal,  hepatic  or  uterine  function  awaits  further  study.  A decrease  i . 
glucose  tolerance  has  been  observed  in  a significant  percentage  { ; 
patients  on  oral  contraceptives.  The  mechanism  of  this  decrease 
obscure.  For  this  reason,  diabetic  patients  should  be  carefully  observe  1 
while  receiving  Ovulen  or  Demulen  therapy.  The  age  of  the  patient  co  ] 
stitutes  no  absolute  limiting  factor,  although  treatment  with  Ovulen  i J 
Demulen  may  maskthe onset  of  the  climacteric.  The  pathologist  shou  ' 
be  advised  of  Ovulen  or  Demulen  therapy  when  relevant  specimei  i 
are  submitted.  Susceptible  women  may  experience  an  increase  j 
blood  pressure  following  administration  of  contraceptive  steroids 

Adverse  reactions  observed  in  patients  receiving  oral  coi 
traceptives  — A statistically  significant  association  has  been  dem^ 
strated  between  use  of  oral  contraceptives  and  the  following  serioi 
adverse  reactions:  thrombophlebitis,  pulmonary  embolism  and  cei 
bra  I thrombosis. 

Although  available  evidence  is  suggestive  of  an  association,  such| 
relationship  has  been  neither  confirmed  nor  refuted  for  the  followi 
serious  adverse  reactions:  neuro-ocular  lesions,  e.g.,  retinal  thro 
bosis  and  optic  neuritis. 

The  following  adverse  reactions  are  known  to  occur  in  patieri 
receiving  oral  contraceptives:  nausea,  vomiting,  gastrointestinal  sym  •! 
toms  (such  as  abdominal  cramps  and  bloating),  breakthrough  bleedir 
spotting,  change  in  menstrual  flow,  amenorrhea  during  and  after  tre  1 
ment,  edema,  chloasma  or  melasma,  breast  changes  (tenderne: 
enlargement  and  secretion),  change  in  weight  (increase  or  decrees 
changes  in  cervical  erosion  and  cervical  secretions,  suppression 
lactation  when  given  immediately  post  partum,  cholestatic  jaundic 
migraine,  rash  (allergic),  rise  in  blood  pressure  in  susceptible  individua 
and  mental  depression. 

Although  the  following  adverse  reactions  have  been  reported  ir 
users  of  oral  contraceptives,  an  association  has  been  neither  co|'j 
firmed  nor  refuted:  anovulation  post  treatment,  premenstrual-likE 
syndrome,  changes  in  libido,  changes  in  appetite,  cystitis-like  syndrom^  i; 
headache,  nervousness,  dizziness,  fatigue,  backache,  hirsutism,  loss  fft 
scalp  hair,  erythema  multiforme,  erythema  nodosum,  hemorrhagk 
eruption  and  itching.  n 

The  following  laboratory  results  may  be  altered  by  the  use  of  or|. 
contraceptives:  hepatic  function:  increased  sulfobromophthalein  retel* 
tion  and  other  tests;  coagulation  tests:  increase  in  prothrombin.  Facto®' 
VII,  VIII,  IX  and  X;  thyroid  function:  increase  in  FBI  and  butanol  extract 
able  protein  bound  iodine,  and  decrease  in  P uptake  values;  metyraporl' 
test  and  pregnanediol  determination.  | 
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traception  and  Thrombo-Embolic  Disease,  J.  Coll.  Gen.  Pract.  13;267 
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Between  Use  of  Oral  Contraceptives  and  Thromboembolic  Disease.  ^Ii 
Further  Report,  Brit.  Med.  J.  2:651-657  (June  14)  1969.  4.  Sartwelll 
P.  E.;  Masi,  A.  T;  Arthes,  F.  G.;  Greene,  G.  R.,  and  Smith,  H.  E.:  Thromb<j| 
embolism  and  Oral  Contraceptives:  An  Epidemiologic  Case-Contrd 
Study,  Amer.  J.  Epidem.  90:365-380  (Nov.)  1969. 
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^LINICAL  FEATURES  of  pulmonary  embolic 
'^disease  are  so  varied  that  there  is  no  single 
certain  way  of  pinpointing  the  diagnosis.  High 
index  of  suspicion  leads  one  to  undertake  all 
available  modern  diagnostic  methods.  It  has  been 
shown  that  in  only  50  percent  of  patients  who 
showed  evidence  of  pulmonary  embolism  at  autop- 
sy, a correct  antemortem  diagnosis  was  made.' ^ 
The  diagnosis  of  pulmonary  embolism  depends  on 
keen  clinical  awareness  aided  by  recent  diagnostic 
approaches  like  lung  scan  and  pulmonary  arteri- 
ography. In  order  to  assess  the  diagnostic  accuracy 
of  various  laboratory  studies  and  to  review  the 
various  clinical  facets  of  the  disease,  we  analyzed 
all  the  hospital  records  of  patients  who  were  dis- 
charged from,  or  who  died  at,  the  Toledo  Hos- 
pital, Toledo,  Ohio  with  the  diagnosis  of  pul- 
monary embolism  or  infarction  in  the  period 
between  June  1,  1969  and  May  31,  1970.  We  also 
studied  the  incidence  of  certain  clinical  states  con- 
sidered favorable  for  the  development  of  pulmo- 
nary embolism. 

Materials  and  Methods 

Under  the  term  pulmonary  embolic  disease 
we  include  pulmonary  embolism  and  infarction. 
There  were  164  charts  of  patients  with  the  diag- 
nosis of  pulmonary  embolism  or  infarction  between 
June  1969  and  May  1970.  We  discarded  48  of 
these  charts  since  they  did  not  contain  sufficient 
information.  The  remaining  116  charts  were 
analyzed  for  the  following  factors:  age  and  sex; 
presence  of  favorable  predisposing  conditions  such 
as  postoperative  period,  postpartum  period,  and 
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oral  contraceptive  intake;  clinical  evidence  of 
thrombophlebitis;  symptomatology  and  mode  of 
presentation;  diagnostic  studies  including  chest 
roentgenogram,  electrocardiogram,  lung  scan,  and 
pulmonary  arteriography;  mortality;  findings  at 
autopsy;  and  associated  uncommon  conditions. 


Results 

Of  the  116  patients  studied,  51  were  men 
(44  percent)  and  65  women  (56  percent).  Table 
1 shows  the  incidence  of  pulmonary  embolic  dis- 
ease in  various  age  groups  in  both  men  and  wom- 
en. Slight  preponderance  of  women  over  men  is 
evident.  This  becomes  more  conspicuous  below 
the  age  of  40  years  where  it  is  seen  that  26  percent 
of  the  total  number  of  women  with  pulmonary 
embolism  fell  in  this  group,  whereas  only  12  per- 
cent of  the  total  number  of  men  were  less  than 
40  years  old.  On  analyzing  the  incidence  of  several 
known  favorable  preceding  conditions,  it  is  noted 
that  25  patients  were  in  the  immediate  post- 
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operative  period,  viz,  within  ten  days  after  major 
surgery.  To  put  it  differently,  more  than  20  per- 
cent of  patients  who  developed  pulmonary  em- 
bolism did  so  within  ten  days  after  surger)'.  There 
were  five  women  (4.3  percent)  in  the  postpartum 
period.  Of  the  total  number  of  women,  9.3  per- 
cent gave  a history  of  oral  contraceptive  intake  for 
a period  ranging  from  a few  weeks  to  several 
months.  Definite  evidence  of  thrombophlebitis  of 
the  legs  by  history  or  clinical  observation  was 
available  only  in  13  patients  (11  percent).  Electro- 
cardiographic evidence  of  recent  myocardial  in- 
farction was  seen  in  12  patients  (10  percent),  and 
congestive  heart  failure  of  v^arious  etiology  was 
present  in  17  patients  (14.1  percent). 

In  Table  2,  the  incidence  of  various  clinical 
states  which  are  considered  conducive  to  the  de- 
velopment of  pulmonary  embolic  disease  are  com- 
pared. The  variety  of  symptoms  with  which  the 
patients  presented  at  the  time  of  admission  is 
shown  in  Table  3.  It  is  seen  that  58  percent  had 
pleuritic  chest  pain,  55  percent  had  shortness  of 
breath,  13  percent  hemoptysis,  and  3.4  percent 
were  admitted  in  a state  of  circulatory  collapse. 

Table  4 shows  various  diagnostic  procedures 
undertaken  and  the  percentage  of  their  accuracy 
in  helping  to  make  the  diagnosis.  X-ray  studies  of 
the  chest  in  various  views  were  done  on  all  the  pa- 
tients. Sixty-eight  patients  (58.6  percent)  showed 
evidence  of  infiltration  in  the  lung  compatible 
with  a diagnosis  of  pulmonary  infarct.  Of  the  113 
patients  in  whom  the  conventional  12-lead  electro- 
cardiograms were  done,  only  14  (12.4  percent) 
showed  changes  such  as  deep  S wave  in  lead  I 
with  Q in  lead  III,  right  heart  strain  pattern,  right 
bundle  branch  block  pattern,  and  change  in  the 
axis.  A perfusion  lung  scan  was  performed  in  82 
(72  percent)  patients,  65  percent  of  whom  showed 
a perfusion  defect  corresponding  to  the  site  of  pul- 
monary infiltration  in  the  chest  film.  More  de- 
fects in  the  lung  scan  than  suggested  by  the  chest 
x-ray  study  were  seen  in  15  patients.  In  only  ten 
patients  was  the  lung  scan  normal,  and  it  did  not 
contribute  to  the  diagnosis.  Serum  enzyme  studies, 
which  were  done  in  99  patients,  showed  elevated 
lactic  acid  dehydrogenase  (LDH)  in  58  patients, 
high  serum  glutamic  oxaloacetic  transaminase 
(SCOT)  in  13  patients,  and  high  creatine  phos- 
phokinase  (CPK)  in  six  patients.  Some  patients 
showed  elevation  of  more  than  one  enzyme.  Hy- 
droxybutrate  dehydragenase  (HBD)  fraction  of 
LDH  was  not  done  in  these  patients. 

Of  the  116  patients  who  were  diagnosed  to 
have  pulmonary  embolic  disease,  18  died  while  in 
the  hospital,  giving  an  overall  mortality  rate  of 
15.5  percent.  Patients  who  died  were  analyzed  as 
to  the  age  group  and  the  time  interval  between  di- 
agnosis and  death,  and  the  result  is  shown  in  Table 
5.  The  higher  mortality  in  the  older  age  group 


is  noted  and  is  probably  attributable  to  a long 
standing,  serious  underlying  disease.  It  is  also  seen 
that  55  percent  of  the  mortality  was  within  24 
hours  of  the  diagnosis.  Autojjsy  studies  were  avail- 
able in  13  of  the  18  patients  who  died.  In  11 
patients,  the  clinical,  antemortem  diagnosis  of 
pulmonary  embolic  disease  as  the  cause  of  death 
was  confirmed.  One  patient  had  massive  pneu- 
monia, and  the  other  showed  intra-alveolar  hemor- 
rhage suggestive  of  Goodpasture’s  disease.  It  was 
interesting  to  note  that  in  seven  patients  (6  per- 
cent) a pulmonary  embolic  episode  was  associated 
with  or  secondary  to  multiple  injuries  sustained  in 
automobile  accidents. 


Discussion 

The  analysis  of  the  116  patients  with  pul- 
monary embolic  disease  has  revealed  some  inter- 
esting though  not  altogether  unexpected  aspects  of 
the  disease.  Taking  age  and  sex  into  consideration, 
there  appears  to  be  a slight  preponderance  of 
females  in  the  ratio  of  1.25:1.  When  we  consider 
the  younger  age  group  between  19  and  40  years, 
the  incidence  among  women  (26  percent)  was 


Table  1.  Age  (Years)  Group  Distribution  in  Men  & 
Women 


19  & Below  20  to  30  40  to  50  60  to  79  80  & Above 

% % % % 

% 

Men  nil  5.8  16.6  20.0 

11.7 

Women  1.5  12.3  14.5  16.9 

10.7 

'I'able  2.  Percentage  of  Patients  in  Various  Clincial 

State  Favorable  to  Pulmonary  Embolism 

Postoperative  period 

21.5 

Postpartum  period 

4.3 

Oral  contraceptives 

9.3 

Clinical  thrombophlebitis 

11.0 

Recent  myocardial  infarction 

10.2 

Congestive  heart  failure 

14.1 

Table  3.  Mode  of  Presentation 

% 

Chest  pain 

58.0 

Hemoptysis 

13.0 

Shortness  of  breath 

55.0 

Circulatory  collapse 

3.4 

Table  4.  Contribution  of  Various  Diagnostic  Procedures 

for  a Positive  Diagnosis 

% 

Chest  x-ray 

58.6 

Electrocardiogram 

12.5 

Lung  scan 

65.0 

Serum  enzymes  elevation 

SCOT 

13.0 

CPK 

6.0 

LDH 

58.0 
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more  than  twice  that  of  men  in  the  same  age 
range  (12  percent).  The  cause  of  this  must  neces- 
sarily lie  in  factors  to  which  women  of  this  age 
group  are  exposed.  The  two  factors  are  pregnancy 
and  oral  contraceptive  intake,  both  of  which  are 
known  to  favor  venous  thromboembolism.  Unfor- 
tunately, in  this  study  there  was  no  consistent 
record  of  negative  history,  but  those  who  had 
positive  history  were  recorded.  It  is  seen  that  9.2 
percent  of  women  with  pulmonary  embolic  disease 
have  been  on  oral  contraceptives  for  a varying 
period  at  the  time  of  the  episode.  Tietze^  reported 
the  incidence  of  venous  thromboembolism  among 
women  on  birth  control  pills  between  the  ages  of 
15  and  49  years,  as  4.6  per  1000  against  an  inci- 
dence of  1.6  per  1000  for  other  nonpregnant 
women  of  the  same  age  group,  who  are  not  on 
birth  control  pills.  Vessey  and  Doll‘d  estimated  that 
about  1 in  every  2000  women  using  birth  control 
pills  are  admitted  to  the  hospitals  with  idiopathic 
venous  thrombosis  every  year.  It  is  interesting  to 
note  that  clinical  evidence  of  thrombophlebitis  was 
obtained  in  only  11  percent  of  the  patients.  This 
does  not  rule  out  silent  deep-vein  thrombosis. 
Among  other  favorable  predisposing  conditions,  it 
is  found  that  10  percent  of  patients  had  recent 
myocardial  infarction  and  14.6  percent  of  patients 
were  in  congestive  heart  failure  of  various  etiology. 

Considering  the  symptomatology  of  this  dis- 
ease, it  is  seen  that  58  percent  of  patients  com- 
plained of  pleuritic-type  chest  pain,  13  percent  of 
patients  had  hemoptysis,  55  percent  had  shortness 
of  breath,  and  3.4  percent  were  in  acute  circula- 
tory collapse.  It  is  worth  emphasizing  that  there 
were  42  percent  of  patients  who  never  had  any 
chest  pain,  87  percent  did  not  have  any  hemopty- 
sis, and  45  percent  of  patients  had  no  shortness 
of  breath.  The  triad  of  chest  pain,  hemoptysis,  and 
shortness  of  breath  is  infrequent  enough  to  be 
stressed.  This  triad  was  seen  only  in  13  percent  of 
patients  as  reported  by  Hildner  and  Ormand.^ 
Schwaber®  gives  the  following  data  regarding  the 
frequency  of  symptoms  in  acute  pulmonary  em- 
bolic disease:  dyspnea  and  pleuritic  pain  50  to 
100  percent,  cough  50  to  75  percent,  hemoptysis, 
syncope,  apprehension,  fatigue,  substemal  oppres- 
sion, and  abdominal  pain  all  under  25  percent. 

Among  the  diagnostic  methods  available,  lung 
scan  and  pulmonary  arteriography  are  the  least 
fallible.  Perfusion  lung  scan,  however,  may  yield 
many  false  positive  results.  It  is  well  known  that 
the  findings  of  chest  x-ray,  if  positive,  are  at  best 
only  suggestive.  They  do  not  show  the  difference 
between  inflammation  and  infarction.  In  this 
series,  58.6  percent  of  the  chest  x-ray  films  were 
suggestive  of  pulmonary  infarction  or  embolism. 
It  is  observed  that  the  electrocardiogram  appears 
to  be  the  least  sensitive  of  all  the  diagnostic  aids. 
Only  12.5  percent  of  patients’  electrocardiograms 
showed  changes  such  as  right  atrial  hypertrophy. 


Table  5.  Correlating  Mortality  and  Age  Group  with 
Time  Interval  Between  Diagnosis  and  Death 

No.  of  Patients  That  Died Years  of  Age 


2 

Below  50 

3 

51  to  60 

4 

61  to  70 

9 

71  and  above 
Time  Interval 

Between  Diagnosis  and  Death 

5 

Within  12  hrs. 

5 

Between  12  and  24  hrs. 

6 

After  24  hrs. 

In  2 patients  diagnosis  was  made  post  mortem. 


right  heart  strain  pattern.  Si  Q3  pattern,  and  axis 
deviation.  Hildner  and  Ormand^  found  normal 
electrocardiograms  in  72  percent  of  patients  with 
pulmonary  embolism.  Elevation  of  serum  LDH  in 
the  presence  of  normal  CPK  and  SCOT  will 
u.sually  suggest  pulmonary  embolic  disease.  Lung 
tissue  is  relatively  devoid  of  CPK.  Hydroxybutyrate 
dehydrogenase  (HBD)  is  the  fraction  of  LDH  that 
is  specifically  elevated  in  myocardial  damage. 
Hence,  elevated  LDH  in  the  face  of  normal  HBD, 
SCOT,  and  CPK  will  very  strongly  suggest  pul- 
monary embolic  disease  and  help  to  rule  out  myo- 
cardial infarction,  which  is  the  only  other  condi- 
tion that  can  clinically  simulate  this.^  In  this  series, 
58  percent  of  patients  showed  an  elevated  LDH, 
13  had  elevated  SCOT,  and  six  had  increased 
level  of  CPK.  Patients  who  had  elevated  SCOT 
and  CPK  probably  had  myocardial  damage  as 
well. 

Perfusion  lung  scan  is  a more  useful  procedure 
and,  if  available,  should  be  done  in  every  case  of 
suspected  pulmonary  embolic  disease.  In  this  study, 
65  percent  showed  a positive  scan.  Hildner  and 
Ormand^  reported  60  percent  positive  results  for 
lung  scan.  Poulose,  et  al®  cited  33  percent  positive 
lung  scans  in  a study  of  74  patients.  Twelve  of 
their  patients  who  had  a negative  lung  scan  also 
had  negative  pulmonary  arteriography.  However, 
it  is  well  known  that  perfusion  defects  can  occur 
in  inflammatory  as  well  as  atelectatic  lesions. 
DeNardo,  et  al®  suggested  that  the  combined  use 
of  ventilatory  lung  scan  using  xenon  133  and  per- 
fusion lung  scan,  increases  diagnostic  accuracy, 
especially  in  patients  with  pulmonary  embolism 
without  infarction.  They  studied  15  patients  by 
this  method,  ten  of  whom  had  arteriographically 
documented  pulmonary  embolism.  These  patients 
showed  underperfused  but  normally  ventilated 
areas.  Five  other  patients  with  pulmonary  diseases 
other  than  embolism  or  infarction  showed  ventila- 
tory abnormalities  equal  to  or  exceeding  that  of 
perfusion  defects.  Pulmonary  arteriography,  which 
is  a vitally  important  diagnostic  procedure,  was 
done  only  in  four  patients  in  this  series,  two  of 
whom  showed  positive  angiographic  evidence  of 
pulmonary  embolism.  With  this  small  number,  one 
cannot  draw  a fruitful  conclusion.  Poulose,  et  al,® 
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in  a study  of  74  jjatients  with  pulmonary  em- 
bolism, made  a comparison  of  pulmonary  angiog- 
raphy and  lung  scan  and  found  that  33  percent 
showed  segmental  perfusion  defect.  Out  of  these, 
75  percent  of  patients  showed  positi\e  angiogra- 
phy. Of  the  38  percent  of  the  total  patients  who 
showed  diffuse  patchy  nonsegmental  defects  in 
lung  scan,  only  25  percent  were  jtositive  by  angi- 
ograph)-.  This  suggests  that  lung  scan  and  angi- 
ography are  corollan-  to  one  another  and  must  be 
done  within  the  first  24  hours  in  all  patients  sus- 
pected of  pulmonary  embolism. 

Recently  Szucs,  et  aP®  reported  a prospective 
study  of  50  patients  with  angiographically  proven 
diagnosis  of  pulmonaiv'  embolism  and  found  that 
only  nine  patients  showed  electrocardiographic 
changes  and  also  found  that  nonspecific  chest 
x-ray  findings  were  present  (infiltration,  effusion, 
elevated  diaphragm,  etc)  in  71  percent.  LDH 
was  increased  in  83  percent  but  SGOT  and  bili- 
rubin had  little  value.  Abnormal  lung  scan  was 
found  in  48  percent,  in  which  there  were  no  false 
negatives  but  many  false  positives.  They  found 
that  arterial  hypoxemia  and  h^pocarbia  coupled 
with  lung  scan  were  the  most  useful  diagnostic 
aids.  A mortality  rate  of  15.5  percent  in  this  series 
is  about  the  same  as  other  reports.  It  is  interesting 
to  note  that  sev'en  patients  had  pulmonarv^  em- 
bolism associated  with  multiple  injuries  sustained 
in  automobile  accidents.  It  is  also  an  interesting 
fact  that  more  than  55  percent  of  those  who  died 
did  so  within  24  hours  after  the  episode,  making 
it  imperative  that  one  must  make  early  diagnosis 
of  this  condition  so  that  a fruitful  and  rational 
therapeutic  approach  can  be  undertaken. 


Summary 

One  hundred  and  si.xteen  patients  with  the 
diagnosis  of  pulmonary  embolism  or  infarction 
were  studied  by  retrospective  analysis  of  the  case 
records.  It  is  noted  that  there  was  more  than 
double  the  number  of  patients  among  women 
below  40  years  of  age  as  compared  to  men  of  the 
same  age  group.  Among  the  postulated  causes,  oral 
contraceptive  intake  may  be  an  important  one. 
More  than  20  percent  of  the  patients  developed 


pulmonary  embolism  within  ten  days  after  surgery 
The  low  rate  of  diagnostic  accuracy  of  chest  x-ray, 
electrocardiography,  and  serum  enzymes  is  brought 
out.  Lung  scan  and  pulmonary  anteriography 
seetrr  to  be  the  two  inrportant  procedures  which 
are  rrrandatory  for  the  early  diagnosis.  The  overall 
rrrortality  rate  was  15.5  percent  and  it  is  rroted 
to  be  higher  in  the  elderly  patients.  The  often- 
sought-for,  preceding  clinical  throrrrbophlebitis  was 
seerr  orrly  in  11  percent  of  the  patients.  It  is  inter- 
esting to  note  that  seven  patients  had  puhrronary 
embolic  disease  associated  with  multiple  injuries, 
and  55  percent  of  these  died  within  the  first  24 
hours. 
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Choose  Your  ‘Educare’  Courses 


at  the  OSMA  1973  Annual  Meeting 

Columbus,  May  6-9 

Note:  Each  of  the  following  programs  is  acceptable  for 
three  hours  of  prescribed  credit  by  the  American  Academy 
of  Family  Physicians. 


'T^HERE  IS  ONE  MEETING  in  particular  that 

physicians  should  be  thinking  about  at  this 
time,  and  that  is  the  1973  Ohio  State  Medical 
.\ssociation  Annual  Meeting  in  Columbus,  May 
6-9.  The  Annual  Meeting  is  a composite  of  con- 
tinuing medical  education  programs  via  postgrad- 
uate courses,  general  sessions,  symposia,  and  ex- 
hibits. 

This  meeting  is  a once-a-year  medical  con- 
clave during  which  Ohio  physicians  in  all  fields 
of  practice  may  find  programs  to  fit  their  particu- 
lar likings  and  needs,  with  education  and  patient 
care  Number  One  on  the  agenda.  The  Ohio  State 
Medical  Association  has  adopted  “Educare:  1973” 
as  the  theme  for  this  medical  meeting. 

Listed  in  the  following  columns  are  some  sci- 
entific programs  from  which  physicians  may  make 
selections  to  fit  their  particular  needs  and  interests. 


TUESDAY,  MAY  8,  1973 

CHEST  PHYSICIANS 

9:00  a.m. 

Room  206-207,  Second  Floor 
Veterans  Memorial  Building 

Program  sponsored  by  the  Ohio  Chapter, 
American  College  of  Chest  Physicians. 

PROGRAM 

Presiding:  Richard  A.  Krumholz,  M.D., 

Kettering,  Pres.,  Ohio  Chapter, 
American  College  of  Chest 
Physicians. 

9:00-  9:40  a.m.  Pulmonary  Disability:  Occupa- 
tional Aspects  — Stewart 
Brooks,  M.D.,  Kettering  Insti- 
tute, Cincinnati. 

9:40-10:20  a.m.  Pulmonary  Disability:  Environ- 
mental Aspects  — James  Ten- 
nenbaum,  M.D.,  Ohio  State 
Univ'ersity  School  of  Medicine, 
Columbus. 


10:20-10:40  a.m.  Coffee  Break 


(Chest  Physicians — Contd.) 

10:40-11:20  a.m.  Pulmonary  Disability:  The 

Chest  Physician’s  View  — Wil- 
liam Anderson,  M.D.,  Univer- 
sity of  Louisville,  School  of 
Medicine,  Louisville,  Ky. 

11:20-12:00  Noon  Business  Meeting 


TUESDAY,  MAY  8,  1973 

SPORTS  MEDICINE 

9:00  a.m. 

South  Terrace,  Ground  Floor 
Veterans  Memorial  Building 

Program  sponsored  by  the 
OSMA  Section  on  Sports  Medicine. 

PROGRAM 

Opening  Remarks:  Sol  Maggied,  M.D.,  West 
Jefferson,  Chairman,  Section 
on  Sports  Medicine  and  Joint 
Advisory  Committee  on  Sports 
Medicine  of  the  Ohio  State 
Medical  Association. 

9:10  a.m.  Head  Injury  Incidence — Richard  F. 

Slager,  M.D.,  Columbus,  Instructor, 
Division  of  Orthopedic  Surgery,  Ohio 
State  University. 

9:20  a.m.  Available  Protective  Devices — John 
Bozick,  Equipment  Director,  Ohio 
State  University. 

9:30  a.m.  The  Role  of  the  Neck  in  Collision 
Sports — Alan  W.  Hart,  Head  Ath- 
letic Trainer,  The  Ohio  State  Uni- 
versity. 

9:40  a.m.  Neck  Injury  Patient — (Game  Plan  to 
Manage — Acutely;  When  to  Return 
to  Game;  Value  of  Cervical  Collar) 
John  N.  Meagher,  M.D.,  Associate 
Professor,  Neurological  Surgery,  Ohio 
State  University. 
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(Sports  Medicine — Contd.) 

10:00  a.m.  Head  Protection  in  Football — (Brain 
Tolerance  to  Impact  as  Recorded 
Inside  Headgear) — Stephen  E.  Reid, 
M.D.,  Associate  Professor  of  Surgery, 
Northwestern  University  Medical 
School,  Evanston,  Illinois. 

10:40  a.m.  Movie:  A Study  of  Injuries  of  the 
Knee  Associated  with  Blocking  at 
the  Knee  Level — Thomas  R.  Peter- 
son, M.D.,  Ann  Arbor,  Mich.,  Ortho- 
paedic Surgeon,  Clinical  Instructor 
in  Orthopaedic  Surgeiy,  University 
of  Michigan  Medical  Center,  mem- 
ber American  Orthopaedic  Society 
for  Sports  Medicine. 
Recommendation 


11:10  a.m.  Reflections  and  Recommendation — 
(Neck  Strengthening  Exercises; 
“Spear”  Blocking;  Face  Masks; 
Headgears;  and  Changing  Blocking 
Techniques) — W.  W.  “Woody” 
Hayes,  Head  Football  Coach,  Ohio 
State  University. 

1 1 :40  a.m.  Summary — Robert  Murphy,  M.D., 
Associate  Professor  of  Medicine,  De- 
partment of  Physical  Medicine,  Ohio 
State  University. 


TUESDAY,  MAY  8,  1973 

PATHOLOGY 

9:00  a.m. 

(ALL  DAY) 

Room  201,  Second  Floor 
Veterans  Memorial  Building 

Program  sponsored  by  the  Ohio  Society  of 
Pathologists  in  cooperation  with  the  Section 
on  Pathology  of  the  Ohio  State 
Medical  Association. 

PROGRAM 

“Birth-Defect  Syndromes” 

Presiding:  Daniel  J.  Hanson,  M.D.,  President, 

Ohio  Society  of  Pathologists. 

9:00  a.m.  Birth-defect  Syndrome  Diagnosis 

Ronald  G.  Davidson,  M.D.,  Chief  of 
Medical  Genetics,  Children’s  Hos- 
pital, Buffalo,  New  York,  Professor 
of  Pediatrics,  State  University  of 
New  York  at  Buffalo. 

Stella  B.  Kontras,  M.D.,  Chief  of 
Genetics,  Children’s  Hospital,  Co- 
lumbus, Professor  of  Pediatrics,  Ohio 
State  University 


( Pathology — Contd. ) 

Annemarie  Sommer,  M.D.,  Assistant 
Professor  of  Pediatrics,  Ohio  State 
University,  Columbus 

10:00  a.m.  Amniocentesis  from  the  Obstetri- 
cian’s Viewpoint — William  C.  Rigs- 
by, M.D.,  .\ssociate  Professor  of  Ob- 
stetrics and  Gynecology,  Ohio  State 
University,  Columbus. 

10:30  a.m.  Break  for  Tour  of  Exhibits 

10:45  a.m.  Management  Responsibility  in  the 
Medical  Laboratory  (A  panel  Dis- 
cussion) 


1 1 :45  a.m.  Business  meeting  of  the  Ohio  Society 
of  Pathologists 


12:30  p.m.  Lunch 

2:00  p.m.  Symposium  on  Amniotic  Fluid 
Studies  for  Prenatal  Detection  of 
Genetic  Disorders — Ronald  G.  Da- 
vidson, M.D.,  Chief  of  Medical  Ge- 
netics, Children’s  Hospital,  Buffalo, 
New  York,  Professor  of  Pediatrics, 
State  University  of  New  York  at 
Buffalo. 


3:00  p.m.  Break  for  Tour  of  Exhibits 
3:15  p.m.  Symposium  Continued 


TUESDAY,  MAY  8,  1973 

NEUROLOGY 

1:30  p.m. 

Room  208,  Second  Floor 
Veterans  Memorial  Building 

Program  sponsored  by  the 
OSMA  Section  on  Neurology. 

PROGRAM 

“Symposium  on  Aphasia  and  Learning  Disorders” 

Presiding:  Anthony  J.  lannone,  M.D.,  Toledo, 

Chairman,  Section  on  Neurology 

1:30  p.m.  Aphasia  in  Clinical  Neurology — D. 

Frank  Benson,  M.D.,  Professor  of 
Neurology,  Boston  University  School 
of  Medicine  and  Director,  Neuro- 
behavioral  Section,  Boston  Wterans 
Administration  Hospital,  Boston, 
Massachusetts. 

(Continued  on  Next  Page) 
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( Neurology — Contd. ) 

2:30  p.m.  Learning  Disorders  of  Childhood  as 
Viewed  by  the  Neurologist — Anthony 
lannone,  M.D.,  Professor  of  Neurol- 
ogy, Medical  College  of  Ohio  at 
Toledo. 

3:00  p.in.  The  PICA  Test  in  Relationship  to 
Developmental  Dyslexia  — Earl  S. 
Sherard,  Jr.,  M.D.,  Professor  of 
Pediatrics  (Neurology)  and  Jean 
Schuler,  Director  of  Speech  Thera- 
py, Ohio  State  University  School  of 
Medicine. 


4:15  p.m.  Problems  of  Aphasia  in  Children — 
G.  Dean  Timmons,  M.D.,  Akron, 
Pediatiic  Neurologist,  Private  Prac- 
tice. 


5:00  p.m.  Business  Meeting. 


WEDNESDAY,  MAY  9,  1973 

RHEUMATOLOGY 

2:00  p.m. 

Room  201,  Second  Floor 
Veterans  Memorial  Building 

Program  sponsored  by  the  Section  on 
Rheumatology  and  Ohio  Rheumatism  Society. 

PROGRAM 


“I.aboratory  Findings  in  Rheumatic  Diseases” 

Presiding:  Vol  K.  Philips,  M.D.,  Columbus, 

President,  Ohio  Rheumatism  Society 

2:00  ]i.m.  “Laboratory  Findings  in  Rheumatoid 
Arthritis” — Evelyn  V.  Hess,  M.D., 
Professor  of  Medicine,  Director,  Di- 
vision of  Immunology,  University  of 
Cincinnati  Medical  Center,  Cincin- 
nati. 


2:45  p.m.  “Laboratory  and  Immunological 
Findings  in  Systemic  Lupus  Eryth- 
matosus” — George  J.  Friou,  M.D., 
Professor  of  Medicine,  Rheumatic 
Disease  Section,  University  of  South- 
ern California  Medical  Center,  Los 
Angeles,  California. 

3:30  p .m.  “Synovial  Fluid  Findings  in  Rheu- 

matic Diseases”  — Allan  B.  Kirsner, 
M.D.,  Clinical  Assistant  Professor  of 
Medicine  at  the  Medical  College  of 
Ohio  at  Toledo,  and  a member  of 
the  Division  of  Rheumatolog)^  of  the 
Toledo  Clinic. 


(Continued  on  Page  293) 


Indications:  Santyl  Ointment  is  indicated  for  debrid- 
ing  dermal  ulcers  and  severely  burned  areas.  In  other 
types  of  necrotic  skin  lesions  reports  on  the  use  of 
Santyl  Ointment  have  been  limited  to  clinical  observa- 
tions without  controls. 

Contraindications:  Application  is  contraindicated  in 
patients  who  have  shown  local  or  systemic  hypersen- 
sitivity to  Collagenase. 

Precautions:  The  enzyme's  optimal  pH  range  is  7 to 
8.  Lower  pH  conditions  have  a definite  adverse  effect 
on  the  enzyme's  activity,  and  appropriate  precautions 
should  be  taken. 

The  enzymatic  activity  is  also  adversely  affected  by 
detergents  and  hexachlorophene  and  heavy  metal  ions 
such  as  mercury  and  silver  which  are  used  in  some 
antiseptics.  When  it  is  suspected  such  materials  have 
been  used,  the  site  should  be  carefully  cleansed  by 
repeated  washings  with  normal  saline  before  Santyl 
Ointment  is  applied.  Soaks  containing  metal  ions  or 
acidic  solutions  such  as  Burow's  solution  should  be 
avoided  because  of  the  metal  ion  and  low  pH.  Cleans- 
ing materials  such  as  hydrogen  peroxide  or  Dakin's 
solution  do  not  interfere  with  the  activity  of  the  enzyme. 
Debilitated  patients  should  be  closely  monitored  for 
systemic  bacterial  infections  because  of  the  theoreti- 
cal possibility  that  debriding  enzymes  may  increase 
the  risk  of  bacteremia. 

The  ointment  should  be  confined  to  the  area  of  the 
lesion  in  order  to  avoid  the  risk  of  irritation  or  macer- 
ation of  normal  skin. 

A slight  erythema  has  been  noted  occasionally  in  the 
surrounding  tissue  particularly  when  the  enzyme  oint- 
ment was  not  confined  to  the  lesion.  This  can  be  read- 
ily controlled  by  protecting  the  healthy  skin  with  a 
material  such  as  Lassar's  paste. 

Since  the  enzyme  is  a protein,  sensitization  may  de- 
velop with  prolonged  use  although  none  has  been 
observed  to  date. 

Adverse  Reactions:  Adverse  reactions  to  Collagenase 
have  not  been  noted  when  used  as  directed. 

Dosage  & Administration:  Santyl  Ointment  should  be 
applied  once  daily  (or  once  every  other  day  in  the 
case  of  outpatients)  in  the  following  manner. 

(1)  Prior  to  application  the  lesions  should  be  gently 
cleansed  with  a gauze  pad  saturated  in  normal  saline, 
buffer  (pH  7. 0-7. 5)  or  hydrogen  peroxide  to  remove 
any  film  and  digested  material. 

(2)  Whenever  infection  Is  present,  as  evidenced  by 
positive  cultures,  pus,  inflammation  or  odor,  it  is  de- 
sirable to  use  an  appropriate  topical  antibacterial  agent 
Neomycin-Bacitracin-Polymyxin  B (Neosporin)  has 
been  found  compatible  with  Santyl  Ointment.  This 
antibiotic  should  be  applied  to  the  lesion  in  powder 
form  or  solution  prior  to  the  application  of  Santyl 
Ointment.  Should  the  Infection  not  respond,  therapy 
with  Santyl  Ointment  should  be  discontinued  until 
remission  of  the  infection, 

(3)  Santyl  Ointment  should  be  applied  (using  a wooden 
tongue  depressor  or  spatula)  directly  to  deep  wounds, 
or.  when  dealing  with  shallow  wounds,  to  a sterile' 
gauze  pad  which  is  then  applied  to  wound.  The  wound 
IS  covered  with  sterile  gauze  pad  and  secured  with 
clear  tape  or  Kling  bandage. 

(f)  Crosshatching  thick  eschar  with  a #t1  blade  is 
helpful.  It  Is  also  desirable  to  remove  as  much  loos- 
ened  detritus  as  can  be  done  readily  with  forceps  and 
scissors. 

(5)  All  excess  ointment  should  be  removed  each  time 
dressing  is  changed. 

(6)  Use  of  the  ointment  should  be  terminated  when 
sufficient  debridement  of  necrotic  tissue  has  taken 
place. 

Overdose:  Action  of  the  enzyme  may  be  stopped 
should  this  be  desired,  by  the  application  of  Burow's' 
solution  U.S.P.  (pH  3. 6-4. 4)  to  the  lesion. 

How  Supplied:  Santyl  Ointment  contains  250  units  of 
Collagenase  enzyme  per  gram  of  white  petrolatum 
U.S.P.  The  potency  assay  of  Collagenase  is  based  on 
the  digestion  of  undenatured  collagen  (from  bovine 
Achilles  tendon)  at  pH  7.2  and  37°  C.  for  24  hours. 
The  number  of  peptides  cleaved  are  measured  by 
reaction  with  ninhydrin.  Peptides  released  by  a tryp- 
sin digestion  control  are  subtracted.  One  net  Collage- 
nase unit  will  solubilize  ninhydrin  reactive  material 
equivalent  to  4 micromoles  of  Leucine. 
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Knoll  Pharmaceutical  Co. 

30  North  Jefferson  Road 
Whippany,  New  Jersey  07981 


“...it  may  prove  to  be  the  drug 
of  choice  for  wound 
debridement.” 


Varma  A O e(  a/;  Surg.  Gynec.  Obstet.  736:281, 
Feb.  1973. 


lb  permit  healing  like  this...you  want  to  start  like  this. 


.?■ 


Santyr(collagenase)  for  dermal 

ulcers  and  bums: 

the  first  topical  enzyme 

► to  attack 

native  collagen,  a substance  that  is 
ordinarily  resistant  to  all  common 
topical  enzymes  used  in  wound  de- 
bridement 

¥ to  dissolve 

the  strands  of  tissue  that  “anchor” 
necrotic  debris  and  burn  eschar  to 
the  wound  surface 

^ to  effectively  remove 

the  debris  that  hinders  healing. ..with 
isimple,  once-a-day  application 


0 * 

• ' 
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Artist's  conception  of  decubitus  ulcer 


I treat  patients  with  dermal  ulcers  and  burns,  and  I would  like 
to  receive: 

I □ clinical  reprints  and  scientific  information  on  Santyl. 

I □ a free  in-service  training  program  on  the  use  of  Santyl. 

I 

1 

I Name 


Nursing  home  or  hospital  affiliation 


Office  address 


I City  State  Zip  code 


Maybe  the  patient’s  self-diafino- 
sis  is  right.  He  could  have  hay 
fever.  But  that  l)right  red  nasal 
nuicosa,  along  with  tlie  thick  dis- 
charge and  excoriation  around 
tlie  nares,  strongly  suggests  that 
the  main  problem  is  a cold.  Hay 
fever  or  another  form  of  allergic 
rhinitis  may  or  may  not  he  an 
underlying  factor. 


If  a complete  history  and  ex- 
amination rule  out  allergic  rhini- 
tis, the  long-term  outlook  will  he 
a lot  more  favorable  than  his 
own  “diagnosis”  would  have  in- 
dicated. 

But  right  now,  whether  he’s 
got  allergic  rhinitis  or  a cold,  he’s 
suffering  from  the  same  irritat- 


ing symj)toms  of  drip,  congestion 
and  stuffiness.  Try  Dimetapp 
Extentabs®.  They’re  formulated 
to  relieve  these  symptoms  with- 
out much  chance  of  causing 
drowsiness  or  overstimulation. 
Your  patients  will  aj)preciate  the 
24-hour  relief  they  can  get  from 
just  one  tablet  every  12  hours. 


or 
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Whether  it’s  a cold  or  an  allergy,  Dimetapp  Extentabs®  effectively  relieve  stuffiness,  drip  and  congestion. 


INDICATIONS:  Dimetapp  Extentabs  are 
indicated  for  symptomatic  relief  of  aller- 
gic manifestations  of  upper  respiratory 
illnesses,  such  as  the  common  cold,  sea- 
sonal allergies,  sinusitis,  rhinitis,  con- 
junctivitis and  otitis.  In  these  cases  it 
quickly  reduces  inflammatory  edema, 
nasal  congestion  and  excessive  upper 
respiratory  secretions,  thereby  affording 
relief  from  nasal  stuffiness  and  postnasal 
drip. 

CONTRAINDICATIONS:  Hypersensitivity 
to  antihistamines  of  the  same  chemical 
class.  Dimetapp  Extentabs  are  contrain- 
dicated during  pregnancy  and  in  children 
under  1 2 years  of  age.  Because  of  its  dry- 
ing and  thickening  effect  on  the  lower 
respiratory  secretions,  Dimetapp  is  not 
recommended  in  the  treatment  of  bron- 
chial asthma.  Also,  Dimetapp  Extentabs 
are  contraindicated  in  concurrent  MAO 
inhibitor  therapy. 

WARNINGS:  Use  in  children:  In  infants 


and  children  particularly,  antihistamines 
in  overdosage  may  produce  convulsions 
and  death. 

PREOAUTIONS:  Administer  with  care  to 
patients  with  cardiac  or  peripheral  vascu- 
lar diseases  or  hypertension.  Until  the 
patient’s  response  has  been  determined, 
he  should  be  cautioned  against  engaging 
in  operations  requiring  alertness  such  as 
driving  an  automobile,  operating  ma- 
chinery, etc.  Patients  receiving  antihista- 
mines should  be  warned  against  possible 
additive  effects  with  CNS  depressants 

Dimetane®  (brompheniramine  maleate), 
12  mg.;  phenylephrine  HOI,  15  mg.; 
phenylpropanolamine  HOI,  15  mg. 


such  as  alcohol,  hypnotics,  sedatives, 
tranquilizers,  etc. 

ADVERSE  REACTIONS:  Adverse  reac- 
tions to  Dimetapp  Extentabs  may  include 
hypersensitivity  reactions  such  as  rash, 
urticaria,  leukopenia,  agranulocytosis, 
and  thrombocytopenia:  drowsiness,  lassi- 
tude, giddiness,  dryness  of  the  mucous 
membranes,  tightness  of  the  chest,  thick- 
ening of  bronchial  secretions,  urinary 
frequency  and  dysuria,  palpitation,  hypo- 
tension/hypertension, headache,  faint- 
ness, dizziness,  tinnitus,  incoordination, 
visual  disturbances,  mydriasis,  CNS- 
depressant  and  (less  often)  stimulant 
effect,  anorexia,  nausea,  vomiting,  diar- 
rhea, constipation,  and  epigastric  distress. 

® HOW  SUPPLIED:  Light  blue  Extentabs  in 
bottles  of  1 00  and  500. 

AH'[^OBINS 

A.  H.  Robins  Company,  Richmond,  Va.  23220 


when  pain  goes  on...  and  on...  and  on 
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For  the  patient  with  a terminal  illness,  PAIN  past, 
present,  and  future  can  dominate  his  thoughts 
until  it  becomes  almost  an  obsession.  The  more  he 
is  aware  of  the  pain  he  is  now  experiencing,  the 
more  difficult  It  is  to  erase  his  memory  of  yester- 
day’s pain,  and  to  allay  his  fearful  anticipation 
of  tomorrow's  pain. 

Surely  the  last  thing  this  patient  needs  is  an 
analgesic  containing  caffeine  to  stimulate  the 
senses  and  heighten  pain  awareness.  A far  more 
logical  choice  is  Phenaphen  with  Codeine.  The 
sensible  formula  provides  lA  grain  of  phenobarbital 
to  take  the  nervous  "edge”  off,  so  the  rest  of  the 
formula  can  help  control  the  pain  more  effectively. 
Don't  you  agree,  Doctor,  that  psychic  distress 
is  an  important  factor  in  most  of  your  terminal 
and  long-term  convalescent  patients? 


the  analgesic  formula  that  calms  instead  of  caffeinates 

Phenapheir 
vrith  Codeine 


Phenaphen  with  Codeine  No  2.  3.  or  4 contains’  Phenobarbital  (Va  gr),  16  2 mg  (warning- 
may  be  habit  forming);  Aspirin  (2V2  gr),  162  0 mg  ; Phenacetin  (3  gr),  194  0 mg  ; Codeine 
phosphate.  V*  gr  (No  2).  Vi?  gr,  (No  3)  or  1 gr  (No  4)  (warning  may  be  habit  forming) 
Indications;  Provides  relief  in  severer  grades  of  pain,  on  low  codeine  dosage, 
with  minimal  possibility  of  side  effects.  Its  use  frequently  makes  unnecessary 
the  use  of  addicting  narcotics.  Contraindications;  Hypersensitivity  to  any  of 
the  components.  Precautions;  As  with  all  phenacetin-containing  products, 
excessive  or  prolonged  use  should  be  avoided.  Side  effects;  Side  effects  are 
uncommon,  although  nausea,  constipation  and  drowsiness  may  occur  Dosage; 
Phenaphen  No  2 and  No,  3 — 1 or  2 capsules  every  3 to  4 hours  as  needed; 
Phenaphen  No,  4 — 1 capsule  every  3 to  4 hours  as  needed.  For  further  details 
see  product  literature, 

/^.  Phenaphen  with  Codeine  is  now  classified  in  Schedule  III.  Controlled  Sub- 
vl  stances  Act  of  1970.  Available  on  written  or  oral  prescription  and  may  be 
refilled  5 times  within  6 months,  unless  restricted  by  state  law. 


A H Robins  Company.  Richmond.  Va 
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( Rheumatology — Contd. ) 

4:00  p.m.  “Laboratory  Findings  in  Polymyosi- 
tis, Scleroderma  and  Related  Disor- 
ders”— Vol  K.  Philips,  M.D.,  Assis- 
tant Clinical  Professor  of  Medicine, 
Ohio  State  University  and  the  Co- 
lumbus Medical  Center,  Columbus. 

4:45  p.m.  Panel  Discussion 

Moderator:  Marvin  H.  Thomas, 

M.D.,  Assistant  Clinical  Professor  of 
Medicine,  Ohio  State  University  and 
the  Columbus  Medical  Center,  Co- 
lumbus. 

Panel  Participants:  Evelyn  \h  Hess, 
M.D.;  George  J.  Friou,  M.D.;  Allan 
B.  Kirsner,  M.D.  and  \T1  K.  Philips, 
M.D. 

WEDNESDAY,  MAY  9,  1973 

OPHTHALMOLOGY 


( Ophthalmology — Contd. ) 

4:00  p.m.  “Therapy  of  Corneal  Diseases” — 
Richard  II.  Keates,  M.D.,  Columbus, 
Professor  of  Ophthalmology  and  Di- 
rector of  Corneal  Service,  Ohio  State 
University. 


TUESDAY,  MAY  8,  1973 

GENERAL  SESSION 

9:00-11:30  a.m. 

Assembly  Hall,  First  Floor 
Veterans  Memorial  Building 

Program  sponsored  by  the 
Ohio  State  Medical  Association, 

Ohio  Society  of  Internal  Medicine  and  the 
Section  on  Internal  Medicine. 

Quality  medical  care  in  government — 
Will  PSRO  Do  It?” 


3:00  p.m. 

Room  206-207,  Second  Floor 
Veterans  Memorial  Building 


Moderator:  William  A.  Millhon,  M.D.,  Colum- 
bus, President,  Ohio  Society  of  In- 
ternal Medicine 


Program  sponsored  by 
the  OSM.\  Section  on  Ophthalmology  and 
the  Ohio  Ophthalmological  Society. 

PROCJRAM 

Presiding:  William  J.  Crawford,  M.D.,  Middle- 

town,  Chairman,  OSMA  Section  on 
Ophthalmology. 

3:00  p.m.  “Complications  of  Strabismus  Sur- 
gery”— Ronald  L.  Price,  M.D.,  De- 
partment of  Ophthalmology  and 
Pediatrics  and  Director  of  Pediatric 
Ophthalmology,  Cleveland  Clinic, 
Cleveland. 


Subjects  to  be  covered: 

1 . State  regulations  for  quality. 

2.  AMA  approach  to  quality  care. 

3.  National  government  approach  to  quality 
medical  care. 

4.  Advisory'  panel  for  speakers  made  up  for 
OSIM  members. 

- Guest  Speakers  - 

Richard  Wilbur,  M.D.,  Assistant  Secretary 
of  Defense  for  Health  and  En\  ironment. 
John  Cashman,  M.D.,  Director,  Ohio  De- 
partment of  Health. 

William  I.  Bauer,  M.D.,  Greeley,  Colorado, 
PSRO  Director,  HEW  Designee. 


3:30  p.m.  “Practical  Aspects  of  Fluorescein 
Angiography” — Frederick  II.  Davi- 
dorf,  M.D.,  Columbus;  Assistant  Pro- 
fessor, Department  of  Ophthalmolo- 
gy, Ohio  State  University. 


- Advisory  Panel  - 
Oscar  W.  Clarke,  M.D.,  Gallipolis 
James  M.  Garvey,  Jr.,  M.D.,  Cincinnati 
Robert  \\h  Jones,  M.D.,  Mansfield 
Peter  Overstreet,  M.D.,  Toledo 
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MAKE  YOUR  HOTEL  RESERVATIONS  For  The 


COLUMBUS,  OHIO 


Leading  Downtown  Columbus 
Hotels  at  Prevailing  Rates 


SHERATON-COLUMBUS  MOTOR  HOTEL 
50  North  Third  Street 
(OSMA  Headquarters) 

Singles  $19.00  - $31.00 

Twins $26.00  - $38.00 

NEIL  HOUSE  MOTOR  HOTEL 


41  South  High  Street 
(OSMA  Overflow  Hotel) 

Singles  $14.00  - $23.00 

Doubles  $18.00- $28.00 

Twins  $19.00 -$26.00 

SOUTHERN  HOTEL 

South  High  and  East  Main  Streets 
Singles  $12.00  - $13.00 

Doubles  $15.00 -$16.00 

Twins  $15.50 -$20.00 


CHRISTOPHER  INN 
300  East  Broad  Street 
(Woman’s  Auxiliary  Headquarters) 

Singles  $15.50 

Doubles $20.00 

Twins  . $23.00 

HOLIDAY  INN  - DOWNTOWN 

175  East  Town  Street 

Singles  $15.00 

Doubles  . $20.00 

Twins  $20.00 

All  rates  subject  to  change.  If  you  plan  to  share  a 


room,  please  indicate  name  of  roommate. 


. OMPAC  Proudly  Presents. . . 


“The  inside-Washington 
comedian  without  an  equal...” 


zMarh  Rjyssell 


'15.5CI 

20.00^ 

23,0c[ 


Subject: 

“POLITICS  IS  A LAUGHING 
MATTER” 


JtUESDAY,  may  8,  1 973-  1 1 :30  A.M. 

o,oo!j  (Week  of  the  OSMA  Annual  Meeting) 

I Saturn  Room,  Second  Floor, 

Sheraton-Columbus 


I rWHAT  M>ARK  RUSSELL  does  is  to  say  salient  things  about  big  people,  Establishment  people 
^and  their  big  institutions  . . . things  some  of  us  would  like  to  say  but  don’t  dare  ...  or  just 
aren’t  bright  enough  to  say  them.  So,  we’re  happy  that  Mark  says  his  things  so  well  — even 
! rhymes  and  sings  them.  Further,  he  slices  into  the  absurdities  of  life  so  that  you  can  almost 
‘abide  them.  He  attacks  his  topics  with  zest  and  glee,  tummeling  out  of  his  incisive  comedic 
talent.  He  turns  satire  into  hilarity.  You  don’t  feel  you’ve  been  enlightened  by  Mark  but  you 
KNOW  you’ve  been  entertained. 


Candidate  for  the 
Office  of  President-Elect 

TN  ACC:0RDANC:E  ^VmI  Section  3 of  Chapter  5 of  the  OSMA 
Bylaws,  the  following  nomination  of  a candidate  for  the  office  of 
President-Elect  of  the  Ohio  State  Medical  Association  has  been  filed 
with  the  Executi\e  Director  60  days  prior  to  the  meeting  of  the 
House  of  Delegates  at  which  the  election  is  to  take  place: 


Academy  oj  Medicine 
of  Columbus  and  Franklin  County 

Columbus,  Ohio 
November  3,  1972 

Mr.  Hart  F.  Page 

Executive  Director 

Ohio  State  Medical  Association 

1 7 South  High  Street 

Columbus,  Ohio  43215 

Dear  Mr.  Page: 

By  constitutional  privilege,  we  are  pleased  to  nom- 
inate James  L.  Henry,  M.D.,  Secretary-Treasurer 
of  the  Ohio  State  Medical  Association,  as  a can- 
didate for  the  office  of  President-Elect  of  the  Ohio 
State  Medical  Association.  The  Council  of  the 
Academy  of  Medicine  of  Columbus  and  Franklin 
County  voted  unanimously  to  support  Dr.  Henry’s 
nomination. 

Doctor  James  L.  Henry  is  qualified  by  Active  mem- 
bership in  good  standing  in  the  Academy  of  Medi- 
cine of  Columbus  and  Franklin  County,  the  Ohio 
State  Medical  Association  and  the  American  Medi- 
cal Association. 

Respectfully  submitted, 

Keith  DeVoe,  Jr.,  M.D. 

President 


James  L.  Henry,  M.D. 


MILITARY  SERVICE: 

Served  on  active  military  duty  from  July  1945 
to  1947;  Captain,  U.S.  Army  Aledical 
Corps;  served  one  year  as  Chief  of  Out- 
patient Service  at  Camp  Kilmer,  New 
Jersey 


HOSPITAL  APPOINTMENTS  AND 
ACTIVITIES: 

Chairman,  Department  of  General  Practice, 
Mt.  Carmel  Plospital,  Columbus,  from 
1958  to  1970;  on  Medical  Advisor)'  Board 
of  Mt.  Carmel  Hospital,  the  Disaster 
Committee,  and  served  as  consultant  to 
the  Sisters  of  Holy  Cross  (National)  dur- 
ing that  time;  edited  the  Mt.  Carmel 
Hospital  news  bulletin. 


Curriculum  \4tae 
JAMES  L.  HENRY,  M.D. 

Office:  250  East  Park  Street,  Grove  Gity 
Home:  244  East  Park  Street,  Grov’e  Gity 

Pr.vctice:  General  practitioner  in  Grove  City  area 
from  1948  to  present 

Birthplace:  Spokane,  Washington,  Feb.  27,  1919 

EDUC.ATION  AND  TRAINING: 

Graduate  of  Grove  Gity  Pligh  School,  1937 

Graduate  of  Ohio  State  University,  B.A.  de- 
gree, 1942 

Graduate  of  OSU  College  of  Medicine,  1944 
Internship,  St.  Francis  Hospital,  Columbus 


.ACADEMY  OFFICES  AND  ACTIVITIES: 

Afember,  Academy  of  Medicine  of  Columbus 
and  Franklin  County 

Secretary-Treasurer  of  .Academy,  1954-1958 

.Academy  President-Elect,  1958 

Academy  President,  1959 

Serv'ed  on  a number  of  committees  of  the 
Academy;  was  chairman  of  the  Utiliza- 
tion Review  Committee,  Medical  Services 
Committee,  and  Family  Practice  Com- 
mittee; was  a member  of  the  Professional 
Relations  Committee,  and  Academy  rep- 
resentative to  the  Press  Code  Committee. 

( Continued  on  Next  Page ) 


296  j The  Ohio  State  Medical  Journal 


OHIO  STATE  MEDICAL  ASSOCIATION: 

Treasurer  (and  later  Secretary-Treasurer)  of 
the  Ohio  State  Medical  Association  from 
1967  to  present 

Ser\ed  on  Peer  Review  Committee,  Building 
Committee,  and  numerous  other  com- 
mittees while  a member  of  the  OSMA 
Council. 

OI'HER  ACTIVITIES: 

Member  of  the  American  Medical  Association 

Member  of  the  Ohio  Academy  of  Family 
Physicians  and  the  American  Academy 
of  Family  Physicians 

President  of  Medical  Advances  Institute 
(MAI),  which  is  responsible  for  develop- 
ing Professional  Standards  Review  Or- 
ganizations (PSRO)  in  Ohio 

Published  a number  of  articles  on  peer  review 
and  utilization  review 

Addressed  several  national  medical  confer- 
ences and  a number  of  Ohio  on  peer 
review  and  utilization  review 

FAMILY: 

Married  to  the  former  Virginia  Hysell  in 
1942;  two  children  — a son  James,  and 
a daughter  Diane. 


Candidates  Sought  for 
Two  More  OSMA  Family 
Practice  Scholarships 

Application’s  for  the  Ohio  State  Medical  As- 
sociation’s two  annual  family  practice  scholarships 
are  now  being  received.  Dr.  William  R.  Schultz, 
Wooster,  OSMA  President,  recently  announced. 

“The  $2,000  scholarships  are  for  the  purpose 
of  stimulating,  among  medical  students,  interest 
in  practicing  family  medicine  in  Ohio,”  Dr. 
Schultz  said. 

Candidates  are  required  to  be  Ohio  residents, 
to  have  completed  their  pre-medical  education, 
and  to  have  been  accepted  by  a medical  school. 
Application  must  be  made  in  the  year  of  entering 
medical  school — but  prior  to  beginning  medical 
studies. 

Candidates  are  judged  on  the  basis  of  in- 
tegrity, interest  in  community  activities  and  orga- 


nizations, leadership,  intelligence,  maturity,  schol- 
astic ability,  and  need. 

Administered  by  the  OSMA  Family  Practice 
Scholarship  Subcommittee,  the  program  pays  each 
recipient  from  a four- year  medical  school  $500 
annually.  Payment  dates  are  arranged  with  stu- 
dents enrolled  in  three-year  programs.  The  award 
is  paid  directly  to  the  winners. 

Application  forms  may  be  obtained  from  the 
Family  Practice  Scholarship  Subcommittee,  Ohio 
State  Medical  Association,  17  South  High  Street, 
Columbus,  Ohio  43215.  Completed  applications 
must  be  in  the  OSMA  offices  no  later  than  June 
1,  1973.  Also,  all  candidates  will  be  required  to 
attend  a special  luncheon  sponsored  by  the  Family 
Practice  Scholarship  Subcommittee  on  Wednesday, 
June  13,  1973  in  Columbus. 

Recipients  of  the  1972  scholarships  were  Mrs. 
Phyllis  A.  Hutson,  Maple  Heights,  a first-year 
student  at  Case  W’estern  Reserve  School  of  Medi- 
cine, Cleveland,  and  Carl  S.  Wehri,  Cloverdale, 
a first-year  student  at  the  Ohio  State  Univeristy 
College  of  Medicine. 

Other  medical  students  currently  on  OSMA 
scholarships  include  Donald  M.  Miller,  Upper 
Sandusky,  Medical  College  of  Ohio  at  Toledo; 
Albert  J.  Weisbrot,  Cincinnati,  Unwersity  of  Cin- 
cinnati College  of  Medicine;  John  E.  Pappas, 
Cuyahoga  Falls,  Temple  University  School  of 
Medicine;  John  H.  Surry',  Youngstown,  St.  Louis 
University  College  of  Medicine;  and  Richard  W. 
Pine,  Columbiana,  Case  Western  Reserve  Univer- 
sity School  of  Medicine. 

This  marks  the  25th  year  for  the  OSMA 
scholarship  program. 

OSMA  Group  Plan 
Pays  Another  Dividend 

The  Ohio  State  Medical  Association  Group 
Term  Insurance  Plan  earned  a 23  percent  divi- 
dend for  1972,  which  was  returned  to  participants 
as  a reduction  of  premium  due. 

The  dividend  is  the  14th  consecutive  one  paid 
since  the  inception  of  the  program  in  1958. 

Turner  & Shepard,  Inc.,  the  plan’s  admin- 
istrator, reported  that  the  plan’s  dividends  and 
low  net  cost  are  made  possible  by  increasing  mem- 
bership participation  in  the  plan. 

The  Group  Term  Plan  can  be  used  by  pro- 
fessional corporations  as  a significant  employee 
benefit. 
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AT  THE 

RACES 

MAY  8, 1973  - 6:30  P.M. 

SCIOTO  DOWNS 

ALL  THE  THRILLS  OF 

HARNESS  RACING  . . 


^ 

“OSMA’S  NIGHT  AT  SCIOTO  DOWNS” 

Scioto  Downs,  6000  South  High  St. 

$12.50  per  person  ( ) 

Number 

(Special  Price  to  Exhibitors  of  $9.00  per  person) 

Fill  out  the  ticket  form  and  mail  to  the  Ohio  State  Medical  Association, 

17  South  High  Street,  Suite  500,  Columbus,  Ohio  43215.  Make  checks  pay- 
able to  the  Ohio  State  Medical  Association. 

Name  

Address  

(Please  pick  up  tickets  in  your  pre-registration  envelope  at  OSMA  Registration 
desk) 

y 


Resolutions  Submitted  for  Consideration 
At  the  1973  Annual  Meeting 


N THE  FOLLOWING  COLUMNS  are  texts 
of  a couple  resolutions  and  titles  of  others  sched- 
uled to  be  presented  for  consideration  by  the  House 
of  Delegates  at  the  1973  Annual  Meeting  of  the 
Ohio  State  Medical  Association,  May  6-9,  in  Co- 
lumbus. These  resolutions  were  received  in  the 
Columbus  Office  on  or  before  March  7,  thereby 
meeting  the  60-day  deadline. 

No  resolution  may  be  presented  or  introduced 
at  any  meeting  of  the  House  of  Delegates  unless 
the  foregoing  requirements  for  filing  and  trans- 
mittal shall  have  been  complied  with  or  unless 
such  compliance  shall  have  been  waived  by  a 
Special  Committee  on  Emergency  Resolutions 
named  to  decide  whether  late  submission  was 
justified.  Please  refer  to  Chapter  4,  Section  8 
entitled  Resolutions  of  the  Constitution  and  By- 
laws of  the  Ohio  State  Medical  Association  for 
complete  clarification. 

Copies  of  all  resolutions  presented  to  the 
Columbus  Office  are  being  sent  to  the  individual 
delegates  and  alternate  delegates  so  that  they  may 
discuss  them  with  their  county  medical  societies. 

RESOLUTION  NO.  1-73 
Members  in  Training 

(By  the  Council  of  the  Ohio  State  Medical  Association) 

WHEREAS,  It  is  desirable  to  define  more  accurately  the 
status  of  those  physicians  who  are  pursuing  studies 
and  training  in  accredited  programs,  and 

WHEREAS, It  is  desirable  to  increase  the  participation  of 
such  physicians  in  organized  medicine,  IT  IS 
HEREBY 

PROPOSED,  That  the  Constitution  and  Bylaws  of  the 
Ohio  State  Medical  Association  be  amended  as  fol- 
lows: 

CONSTITUTION 

ARTICLE  HI 

Section  1.  No.  3 Delete  “Resident  and  Intern 
Members”  and  insert  “Members  in  Training.” 

Classes  of  members 

Section  2.  Voting  Members.  The  voting  mem- 
bers of  this  Association  shall  consist  of  each  of  those 
physician  members  of  the  component  societies  who 
has  complied  with  the  eligibility  requirements  of 
Chapter  1 of  the  Bylaws  of  this  Association,  and 
who  has  been  certified  by  the  appropriate  officer  of 
his  component  society  as  being  an  active  member  or 
a member  in  training  in  good  standing  of  such  so- 
ciety, and  whose  dues  and  assessments  in  this  Asso- 
ciation for  the  current  year  have  been  received  at 
the  headquarters  of  this  Association;  provided,  how- 
ever, that  the  foregoing  provision  regarding  receipt 
of  dues  and  assessments  shall  not  apply  to  members 
exempted  from  the  payment  of  dues  and  assessments 
under  the  provisions  of  Chapter  2 of  the  Bylaws  of 
this  Association,  or  to  members  whose  dues  and  as- 
sessments have  been  waived. 


ARTICLE  VI 

Section  2.  Election  and  Eligibility.  The  officers 
of  this  Association  shall  be  elected  by  the  House  of 
Delegates  during  the  Annual  Meeting.  No  person 
shall  be  eligible  for  an  elective  office  who  has  not 
been  (a)  an  active  member  or  member  in  training 
of  this  Association  during  the  entire  preceding  two 
years.  The  terms  of  the  officers  of  this  Association 
shall  be  such  as  are  prescribed  by  Chapter  6 of  the 
Bylaws  of  this  Association. 

BYLAWS 

CHAPTER  I 
Membership 

Section  2.  Classification  of  Membership. 

(a)  Active  Members.  Active  Members  of  this 
Association  shall  comprise  all  the  active  members  in 
good  standing  of  the  several  component  societies. 
Active  Members  in  good  standing  of  this  Associa- 
tion shall  have  the  right  to  vote  and  hold  office. 

(b)  * * * 

Delete  present  (c)  and  insert: 

(c)  Members  in  Training.  Members  in  training 
shall  comprise  all  those  members  in  good  standing 
of  the  several  component  societies  who  are  pursuing 
studies  and  training  in  a program  accredited  by  the 
American  Medical  Association  and  its  associated 
groups.  Members  in  training  in  good  standing  of 
this  .Association  shall  have  the  right  to  vote  and 
hold  office. 

Section  3.  Eligibility.  Delete  “or  resident  or 
intern”  in  first  sentence. 

CHAPTER  4 
The  House  of  Delegates 

Section  2.  Ratio  of  Representation.  Each  com- 
ponent society  shall  be  entitled  to  one  delegate 
in  the  House  of  Delegates  for  each  one  hundred 
(100)  Active,  Associate  Members,  and  Members  in 
Training,  or  fraction  thereof,  in  good  standing  in 
this  Association;  provided,  however,  that  each  com- 
ponent society  shall  be  entitled  to  at  least  one  dele- 
gate and  one  alternate  delegate.  The  names  of  such 
delegates  and  alternate  delegates  shall  be  submitted 
to  the  headquarters  of  this  Association  at  least  thirty 
(30)  days  prior  to  the  first  day  of  the  meeting  of 
the  House  of  Delegates.  In  case  a delegate  or  alter- 
nate delegate  of  a component  society  is  unable  to 
serve,  the  president  or  secretary  of  such  society  may 
at  any  time  certify  to  the  Chairman  of  the  Com- 
mittee on  Credentials  the  name  of  an  Active  Mem- 
ber or  Member  in  Training  in  good  standing  to 
serve  in  the  place  of  such  absent  delegate  or  absent 
alternate  delegate. 

CHAPTER  11 

Membership  in  Component  Societies 

Section  1.  Qualifications  for  Membership  in 
a Component  Society.  To  be  eligible  for  active 
membership,  associate  membership  or  in  train- 
ing membership  in  a component  society,  or  other 
probationary  or  provisional  type  of  membership  of 
limited  duration,  a person  must  possess  all  of  the 
following  qualifications: 

* * * 

Provided,  however,  that  where  it  is  more  con- 
venient for  a member  of  a component  society  to 
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attend  tlie  meetings  of  another  component  society 
located  in  a county  adjoining  that  in  which  he  holds 
such  membership,  such  member,  upon  application 
to,  and  approval  by,  both  the  society  in  which  he 
holds  such  membership  and  the  society  in  such  ad- 
joining county,  shall  be  entitled  to  a transfer  of  his 
membership  to  the  latter  society;  and,  provided 
further,  that  no  person  possessing  an  active  mem- 
bership, associate  membership,  or  in  training  mem- 
bership, or  probationary  or  provisional  type  of 
membership,  of  limited  duration,  in  one  component 
society  may  acquire  or  possess  at  the  same  time  an 
active  membership,  or  an  associate  or  probationary 
or  provisional  type  of  membership  of  limited  dura- 
tion, in  another  component  society.” 


RESOLIITION  NO.  2-73 
Departments  of  Family  Medicine 
(By  the  Perry  County  Medical  Society) 

RESOLUTION  NO.  3-73 
Ethics  of  Charging  Interest  Rates 

(By  the  .Academy  of  Medicine  of  Columbus  and 
Franklin  County) 

RESOLUTION  NO.  4-73 
Departments  of  Family  Medicine 

(By  the  Lorain  County  Medical  Society) 

RESOLUTION  NO.  5-73 
Departments  of  Family  Medicine 
(By  the  Delaware  County  Medical  Society) 

RESOLUTION  NO.  6-73 
Provider  Agreement 

(By  the  Delaware  County  Medical  Society) 

RESOLUTION  NO.  7-73 
Departments  of  Family  Medicine 
(By  the  Williams  County  Medical  Society) 

RESOLUTION  NO.  8-73 
Compulsory  Formal  Postgraduate  Education 
(By  the  Trumbull  County  Medical  Society) 

RESOLUTION  NO.  9-73 
Departments  of  Family  Medicine 
(By  the  Flardin  County  Medical  Society) 

RESOLUTION  NO.  10-73 

To  Authorize  Contraceptive  and  Pregnancy  Advice  and 
Treatment  for  Minors  without  Parental  Consent 
(By  the  .Academy  of  Medicine  of  Cleveland) 

RESOLUTION  NO.  11-73 
Emergency  Medical  Care 
(By  the  Academy  of  Medicine  of  Cleveland) 

RESOLUTION  NO.  12-73 
Departments  of  Family  Medicine 

(By  the  Academy  of  Medicine  of  Cleveland) 

RESOLUTION  NO.  13-73 
Abortion  as  a Medical  Procedure 
(By  the  .Academy  of  Medicine  of  Cleveland) 

RESOLUTION  NO.  14-73 
PSRO  Sections  of  P.L.  92-603 
(By  the  Delaware  County  Medical  Society) 

RESOLUTION  NO.  15-73 
Departments  of  Family  Medicine 
(By  the  Putnam  County  Medical  Association) 

RESOLUTION  NO.  16-73 
Ohio  Dep-irtment  of  Public  Welfare  Regulations 

(By  the  Ross  County  Medical  Society) 

RESOLUTION  NO.  17-73 
The  Ohio  Medical  Indemnity 
(By  the  Ross  County  Medical  Society) 


RESOLUTION  NO.  18-73 
Discrimination  Against  Physicians 
(By  the  Ross  County  Medical  Society) 

RESOLUTION  NO.  19-73 
Departments  of  Family  Medicine 
(By  the  Tuscarawas  County  Medical  Society) 

RESOLUTION  NO.  20-73 
Medicine  and  Religion  Academic  Curriculum 
(By  Richard  L.  Fulton,  M.D.,  Delegate,  Academy  of 
Medicine  of  Columbus  and  Franklin  County) 

RESOLUTION  NO.  21-73 
Departments  of  Family  Medicine 
(By  the  Council  of  the  Lake  County  Medical  Society) 

RESOLUTION  NO.  22-73 
Price  Control 

(By  the  Council  of  the  Lake  County  Medical  Society) 

RESOLUTION  NO.  23-73 
Private  Practice 

(By  the  Council  of  the  Lake  County  Medical  Society) 

RESOLUTION  NO.  24-73 
Conflict  of  Interest 

(By  the  Council  of  the  Lake  County  Medical  Society) 

RESOLUTION  NO.  25-73 
Confidentiality 

(By  the  Council  of  the  Lake  County  Medical  Society) 

RESOLUTION  NO.  26-73 
PSRO 

(By  the  Council  of  the  Lake  County  Medical  Society) 

RESOLUTION  NO.  27-73 
Welfare 

(By  the  Council  of  the  Lake  County  Medical  Society) 

RESOLUTION  NO.  28-73 
Condemning  Euthanasia  and  the  Abuse  of  the 
Phrase  “Death  with  Dignity” 

(By  Robert  C.  Atkinson,  M.D.,  Delegate,  Academy  of 
Medicine  of  Columbus  and  Franklin  County) 

RESOLUTION  NO.  29-73 
MAI  — PSRO 

(By  the  Lorain  County  Medical  Society) 

RESOLUTION  NO.  30-73 
Ethical  Status  of  Provider  Agreement 
(By  the  Ross  County  Medical  Society) 

RESOLUTION  NO.  31-73 
Departments  of  Family  Medicine 
(By  the  Lima  and  .Allen  County  .Academy  of  Medicine) 

RESOLUTION  NO.  32-73 
Possible  Legal  Consequences  of  P.L.  92-603 
(By  the  Fluron  County  Medical  Society) 

RESOLUTION  NO.  33-73 
Deceased  Medicare  Beneficiaries’  Bills  to  be  Paid 
in  L'sual  and  Customary  Fashion 
(By  the  Huron  County  Medical  Society) 

RESOLUTION  NO.  34-73 
Government  Controls 
(By  the  Huron  County  Medical  Society) 

RESOLUTION  NO.  35-73 
Medicare  Should  Honor  ‘Itemized’  Bill  of  Deceased 
(By  the  Huron  County  Medical  Society) 

RESOLUTION  NO.  36-73 
Revenue  Sharing  and  Health  and  Medical  Services 
(By  the  Huron  County  Medical  Society) 

(Continued  on  Page  305) 
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acute  arthritic  inflammation... heat  that  freezes 


In  acute  rheumatoid  arthritis  consider  Tandearil.  The  anti-inflammatory 
action  of  Tandearil  quickly  helps  reduce  heat,  pain,  swelling,  and 
stiffness.  Results  are  usually  seen  in  3 or  4 days.  Try  it  for  a week  when 
the  symptoms  defy  aspirin  control. 

Remember  that  Tandearil  is  not  a simple  analgesic.  It  should  not  be  used 
on  patients  responding  to  routine  therapy.  Before  using,  please  read 
the  prescribing  information.  It's  summarized  below. 

Tandearir  helps  take  the  heat  off 

oxyphenbutazone  NF 

Gelgy 

gastritis,  epigastric  pain,  hematemesis,  dys- 
pepsia, nausea,  vomiting  and  diarrhea,  ab- 
dominal distention,  agranulocytosis,  aplastic 
anemia,  hemolytic  anemia,  anemia  due  to 
blood  loss  including  occult  G.l.  bleeding, 
thrombocytopenia,  pancytopenia,  leukemia, 
leukopenia,  bone  marrow  depression,  sodium 
and  chloride  retention,  water  retention  and 
edema,  plasma  dilution,  respiratory  alkalosis, 
metabolic  acidosis,  fatal  and  nonfatal  hepa- 
titis (cholestasis  may  or  may  not  be  promi- 
nent), petechiae,  purpura  without  thrombocy- 
topenia, toxic  pruritus,  erythema  nodosum, 
erythema  multiforme,  Stevens-Johnson  syn- 
drome, Lyell's  syndrome  (toxic  necrotizing 
epidermolysis),  exfoliative  dermatitis,  serum 
sickness,  hypersensitivity  angiitis  (poly- 
arteritis), anaphylactic  shock,  urticaria,  arth- 
ralgia, fever,  rashes  (all  allergic  reactions 
require  prompt  and  permanent  withdrawal  of 
the  drug),  proteinuria,  hematuria,  oliguria, 
anuria,  renal  failure  with  azotemia,  glomeru- 
lonephritis, acute  tubular  necrosis,  nephrotic 
syndrome,  bilateral  renal  cortical  necrosis, 
renal  stones,  ureteral  obstruction  with  uric 
acid  crystals  due  to  uricosuric  action  of  drug, 
impaired  renal  function,  cardiac  decompensa- 
tion, hypertension,  pericarditis,  diffuse  inter- 
stitial myocarditis  with  muscle  necrosis, 
perivascular  granulomata,  aggravation  of 
temporal  arteritis  in  patients  with  polymyalgia 
rheumatica,  optic  neuritis,  blurred  vision, 
retinal  hemorrhage,  toxic  amblyopia,  retinal 
detachment,  hearing  loss,  hyperglycemia, 
thyroid  hyperplasia,  toxic  goiter,  association 
of  hyperthyroidism  and  hypothyroidism  (causal 
relationship  not  established),  agitation,  con- 
fusional  states,  lethargy;  CNS  reactions 
associated  with  overdosage,  including  convul- 
sions, euphoria,  psychosis,  depression,  head- 
aches, hallucinations,  giddiness,  vertigo, 
coma,  hyperventilation,  insomnia:  ulcerative 
stomatitis,  salivary  gland  enlargement. 
(B)98-146-800-F  (10/71) 

For  complete  details,  Including  dosage, 
please  see  full  prescribing  Information. 

GEIGY  Pharmaceuticals  5 

Division  of  CIBA-GEIGY  Corporation  S 

Ardsley,  New  York  10502  ^ 


Tablets  of  100  mg. 

Important  Note:  This  drug  is  not  a simple 
analgesic.  Do  not  administer  casually.  Care- 
fully evaluate  patients  before  starting  treat- 
ment and  keep  them  under  close  supervision. 
Obtain  a detailed  history,  and  complete  phys- 
ical and  laboratory  examination  (complete 
hemogram,  urinalysis,  etc.)  before  prescribing 
and  at  frequent  intervals  thereafter.  Carefully 
select  patients,  avoiding  those  responsive  to 
routine  measures,  contraindicated  patients 
or  those  who  cannot  be  observed  frequently. 
Warn  patients  not  to  exceed  recommended 
dosage.  Short-term  relief  of  severe  symptoms 
with  the  smallest  possible  dosage  is  the  goal 
of  therapy.  Dosage  should  be  taken  with  meals 
or  a full  glass  of  milk.  Patients  should  discon- 
tinue the  drug  and  report  immediately  any  sign 
of:  fever,  sore  throat,  oral  lesions  (symptoms 
of  blood  dyscrasia);  dyspepsia,  epigastric 
pain,  symptoms  of  anemia,  black  or  tarry 
stools  or  other  evidence  of  intestinal  ulcera- 
tion or  hemorrhage,  skin  reactions,  significant 
weight  gain  or  edema.  A one-week  trial  period 
is  adequate.  Discontinue  in  the  absence  of  a 
favorable  response.  Restrict  treatment  periods 
to  one  week  in  patients  over  sixty. 

Indications:  Acute  gouty  arthritis,  rheumatoid 
arthritis,  rheumatoid  spondylitis. 
Contraindications:  Children  14  years  or  less; 
senile  patients;  history  or  symptoms  of  G.l. 
inflammation  or  ulceration  including  severe, 
recurrent  or  persistent  dyspepsia;  history  or 
presence  of  drug  allergy;  blood  dyscrasias; 
renal,  hepatic  or  cardiac  dysfunction;  hyper- 
tension; thyroid  disease;  systemic  edema; 
stomatitis  and  salivary  gland  enlargement  due 
to  the  drug;  polymyalgia  rheumatica  and  tem- 
poral arteritis;  patients  receiving  other  potent 
chemotherapeutic  agents,  or  long-term  anti- 
coagulant therapy. 

Warnings:  Age,  weight,  dosage,  duration  of 
therapy,  existence  of  concomitant  diseases, 
and  concurrent  potent  chemotherapy  affect  in- 
cidence of  toxic  reactions.  Carefully  instruct 
and  observe  the  individual  patient,  especially 
the  aging  (forty  years  and  over)  who  have 
increased  susceptibility  to  the  toxicity  of  the 
drug.  Use  lowest  effective  dosage.  Weigh 
initially  unpredictable  benefits  against  po- 


tential risk  of  severe,  even  fatal,  reactions. 

The  disease  condition  itself  is  unaltered  by 
the  drug.  Use  with  caution  in  first  trimester  of 
pregnancy  and  in  nursing  mothers.  Drug  may 
appear  in  cord  blood  and  breast  milk.  Serious, 
even  fatal,  blood  dyscrasias,  including 
aplastic  anemia,  may  occur  suddenly  despite 
regular  hemograms,  and  may  become  manifest 
days  or  weeks  after  cessation  of  drug.  Any 
significant  change  in  total  white  count,  rela- 
tive decrease  in  granulocytes,  appearance 
of  immature  forms,  or  fall  in  hematocrit  should 
signal  immediate  cessation  of  therapy  and 
complete  hematologic  investigation.  Unex- 
plained bleeding  involving  CNS,  adrenals,  and 
G.l.  tract  has  occurred.  The  drug  may  potenti- 
ate action  of  insulin,  sulfonylurea,  and  sul- 
fonamide-type  agents.  Carefully  observe 
patients  taking  these  agents.  Nontoxic  and 
toxic  goiters  and  myxedema  have  been  re- 
ported (the  drug  reduces  iodine  uptake  by  the 
thyroid).  Blurred  vision  can  be  a significant 
toxic  symptom  worthy  of  a complete  ophthal- 
mological  examination.  Swelling  of  ankles  or 
face  in  patients  under  sixty  may  be  prevented 
by  reducing  dosage.  If  edema  occurs  in  pa- 
tients over  sixty,  discontinue  drug. 

Precautions:  The  following  should  be  ac- 
complished at  regular  intervals:  Careful  de- 
tailed history  for  disease  being  treated  and 
detection  of  earliest  signs  of  adverse  reac- 
tions; complete  physical  examination  includ- 
ing check  of  patient's  weight;  complete  weekly 
(especially  for  the  aging)  or  an  every  two 
week  blood  check;  pertinent  laboratory  studies. 
Caution  patients  about  participating  in  activ- 
ity requiring  alertness  and  coordination,  as 
driving  a car,  etc.  Cases  of  leukemia  have 
been  reported  in  patients  with  a history  of 
short-  and  long-term  therapy.  The  majority  of 
these  patients  were  over  forty.  Remember  that 
arthritic-type  pains  can  be  the  presenting 
symptom  of  leukemia. 

Adverse  Reactions:  This  is  a potent  drug;  its 
misuse  can  lead  to  serious  results.  Review 
detailed  information  before  beginning  therapy. 
Uicerative  esophagitis,  acute  and  reactivated 
gastric  and  duodenal  ulcer  with  perforation 
and  hemorrhage,  ulceration  and  perforation  of 
large  bowel,  occult  G.l.  bleeding  with  anemia. 


o 


more  than  sleep 

YOUR  CHOICE  OF  SLEEP  MEDICATION 
IS  WISELY  BASED  ON  MORE  THAN 
SLEEP-INDUCING  POTENTIAL 


Sleep  with 
consistency- 
no  waning  of 
therapeutic 
effectiveness 


Sleep  with 
relative  safety 

Chronic  tolerance  studies  have  con- 
firmed the  relative  safety  of  Dalmane 
(flurazepam  HCI);  no  depression 
of  cardiac  or  respiratory  function  was 
noted  in  patients  administered 
recommended  or  higher  doses  for 
as  long  as  90  consecutive  nights. 

In  most  instances  when  adverse 
reactions  were  reported,  they  were 
mild,  infrequent  and  seldom  required 
discontinuance  of  therapy.  Morning 
“hang-over”with  Dalmane  has  been 
relatively  infrequent.  Dizziness, 
drowsiness,  lightheadedness  and  the 
like  have  been  the  side  effects  noted 
most  frequently,  particularly  in  the 
elderly  and  debilitated.  (An  initial 
dose  of  Dalmane  15  mg  should  be 
prescribed  for  these  patients.) 


Sleep  for?  to  8 
hours  without  need 
to  repeat  dosage 
during  the  night 

No  sleep  medication  has  been  as 
rigorously  evaluated  in  the  sleep 
research  laboratory  as  Dalmane. 
Insomnia  patients  given  one  30-mg 
capsule  of  Dalmane  (flurazepam  HCI) 
at  bedtime,  on  average:  fell  asleep 
within  17,  minutes,  had  fewer  night- 
time awakenings,  spent  less  time 
awake  after  sleep  onset,  and  slept  for 
7 to  8 hours  with  no  need  to  repeat 
dosage  during  the  night. 


Over  multiple  nights  of  therapy,  no  l! 
waning  of  drug  effectiveness  was 
noted. There  was  consequently  no 
need  to  increase  dosage  during  the 
study  periods.  It  stands  to  reason 
that  the  fewer  repeat  or  incremental 
doses  needed  to  sustain  sleep,  the  H 
lower  the  total  cost  of  the  sleep  medi-  [j 
cation.  Consistent  effectiveness  is  the 
measure  of  Dalmane(flurazepam  HCI) 
economy. 

When  your  evaluation  of  insomnia 
indicates  the  need  for  a sleep  medi- 
cation, consider  Dalmane— a single 
entity  nonnarcotic,  nonbarbiturate 
agent  proved  effective  and  relatively 
safeforrelief  of  insomnia. 


DALMANE* 

(flurazepam  HQ) 

When  restful  sleep  is  indicated 

One  30-mg  capsule  /7.s.— usual  adult  dosage. 

One  15-mg  capsule  h.s.  — initial  dosage 
for  elderly  or  debilitated  patients. 


ROCHE  LABORATORIES 
Division  of  Hoffmann-La  Roche  Inc. 
N Utley,  New  Jersey  07110 


Before  prescribing  Dalmane  (flurazepam 
HCI),  please  consult  Complete  Product 
Information,  a summary  of  which  follows: 
Indications:  Effective  in  all  types  of  insom- 
nia characterized  by  difficulty  in  falling 
asleep,  frequent  nocturnal  awakenings 
and/or  early  morning  awakening;  in 
patients  with  recurring  insomnia  or  poor 
sleeping  habits:  and  in  acute  or  chronic 
medical  situations  requiring  restful 
sleep.  Since  insomnia  is  often  transient 
and  intermittent,  prolonged  administra- 
tion is  generally  not  necessary  or 


recommended. 

Contraindications:  Known  hypersensi- 
tivity to  flurazepam  HCI. 

Warnings:  Caution  patients  about  pos- 
sible combined  effects  with  alcohol  and 
other  CNS  depressants.  Caution  against 
hazardous  occupations  requiring  com- 
plete mental  alertness  (e  g.,  operating 
machinery,  driving).  Use  in  women  who 
are  or  may  become  pregnant  only  when 
potential  benefits  have  been  weighed 
against  possible  hazards.  Not  recom- 
mended for  use  in  persons  under  15  years 


of  age. Though  physical  and  psychological 
dependence  have  not  been  reported  on 
recommended  doses,  use  caution  in  ad- 
ministering to  addiction-prone  individual' 
or  those  who  might  increase  dosage. 
Precautions:  In  elderly  and  debilitated, 
initial  dosage  should  be  limited  to  15  mg 
to  preclude  oversedation,  dizziness  andA; 
or  ataxia.  If  combined  with  other  drugs 
having  hypnotic  or  CNS-depressant 
effects,  consider  potential  additive  effects 
Employ  usual  precautions  in  patients 
who  are  severely  depressed,  or  with 


1 ltdepression  or  suicidal  tendencies. 

• odic  blood  counts  and  liver  and  kid- 
[ firiction  tests  are  advised  during 
! ;a:ed  therapy.  Observe  usual  precau- 
I s h presence  of  impaired  renal  or 
f ate  function. 

I erse  Reactions:  Dizziness,  drowsi- 
16,  ightheadedness,  staggering,  ataxia 
r falling  have  occurred,  particularly 
I idtrly  or  debilitated  patients.  Severe 
[ atpn,  lethargy,  disorientation  and 
[ laprobably  indicative  of  drug  intoler- 
‘le  <r  overdosage,  have  been  reported. 


confusion,  restlessness,  hallucinations, 
and  elevated  SCOT,  SGPT,  total  and  direct 
bilirubins  and  alkaline  phosphatase. 
Paradoxical  reactions,  e.g.,  excitement, 
stimulation  and  hyperactivity,  have  also 
been  reported  in  rare  instances. 

Dosage:  Individualize  for  maximum  bene- 
ficial effect.  Adults:  30  mg  usual  dosage; 
15  mg  may  suffice  in  some  patients. 
Elderly  or  debilitated  patients:  15  mg 
initially  until  response  is  determined. 
Supplied:  Capsules  containing  15  mg  or 
30  mgflurazepam  HCI. 


Also  reported  were  headache,  heart- 
burn, upset  stomach,  nausea,  vomiting, 
diarrhea,  constipation,  Gl  pain,  nervous- 
ness, talkativeness,  apprehension,  irri- 
tability, weakness,  palpitations,  chest 
pains,  body  and  joint  pains  and  GU  com- 
plaints.There  have  also  been  rare  occur- 
rences of  sweating,  flushes,  difficulty  in 
focusing,  blurred  vision,  burning  eyes, 
faintness,  hypotension,  shortness  of 
breath,  pruritus,  skin  rash,  dry  mouth, 
bitter  taste,  excessive  salivation,  anorexia 
euphoria,  depression,  slurred  speech. 


He  woni  resist 
feeling  better  wMi 

mylanta 

Because  the  taste  is  good. 

□ promptly  relieves  hyperacidity 

□ also  relieves  fullness  and  bloating 
t]  non-constipating 


LIQUID 


MYLANTA 


TABLETS 


aluminum  and  magnesium  hydroxides  with  simethicone 
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( Resolutions — Contd. ) 


RESOLUTION  NO.  37-73 
Out-Patient  Diagnostic  Procedures 

(By  the  Huron  County  Medical  Society) 

RESOLUTION  NO.  38-73 
Insurance  Companies  Inimical  to  the 
Private  Practice  of  Medicine 
(By  the  Huron  County  Medical  Society) 

RESOLUTION  NO.  39-73 
Confidentiality  of  Medical  Records  Protection  Thereof 
(By  the  Huron  County  Medical  Society) 

RESOLUTION  NO.  40-73 
Abortion 

(By  N.  M.  Camardese,  M.D.,  Delegate,  Huron  County 
Medical  Society) 

RESOLUTION  NO.  41-73 
Smoking  Areas  in  Some  Ohio  Schools 
(By  the  Madison  County  Medical  Society) 

RESOLUTION  NO.  42-73 
Departments  of  Family  Medicine 
(By  the  Summit  County  Medical  Society) 

RESOLUTION  NO.  43-73 
Malpractice  “Nuisance”  Suits 
(By  the  Summit  County  Medical  Society) 

RESOLUTION  NO.  44-73 
Sale  of  Cigarettes  in  Hospital  Confines 
(By  the  Summit  County  Medical  Society) 

RESOLUTION  NO.  45-73 
PSRO 

(By  the  Summit  County  Medical  Society) 

RESOLUTION  NO.  46-73 
Medicare  Reimbursement 
(By  the  Summit  County  Medical  Society) 

RESOLUTION  NO.  47-73 
Ohio  Medical  Indemnity,  Inc. 

(By  the  Council  of  the  Lake  County  Medical  Society) 

RESOLUTION  NO.  48-73 
PSRO 

(By  the  Stark  County  Medical  Society) 

RESOLUTION  NO.  49-73 
Maternity  Hospital  Regulations 
(By  the  Stark  County  Medical  Society) 

RESOLUTION  NO.  50-73 
Waiver  of  OSMA  Dues  at  Age  70 
(By  the  Academy  of  Medicine  of  Toledo  and 
Lucas  County) 

RESOLUTION  NO.  51-73 
Department  of  General  Practice 
(By  the  Clermont  County  Medical  Society) 

RESOLUTION  NO.  52-73 
Abortion 

(By  Michael  .Anthony,  M.D.,  Delegate,  Academy  of 
Medicine  of  Columbus  and  Franklin  County) 

RESOLUTION  NO.  53-73 
Constitutional  Amendment  to  Protect  the  Right  to  Life 
(By  Michael  Anthony,  M.D.,  Delegate,  Academy  of 
Medicine  of  Columbus  and  Franklin  County) 

RESOLUTION  NO.  54-73 
PSRO 

(By  the  Academy  of  Medicine  of  Columbus  and 
Franklin  County) 

RESOLUTION  NO.  55-73 
MAI 

(By  the  Jefferson  County  Medical  Society) 


RESOLUTION  NO.  56-73 
Life  Active  Member 

(By  the  Council  of  the  Ohio  State  Medical  Association) 

WHEREAS,  The  Ohio  State  Medical  Association  is  in- 
volved in  a program  of  expansion  of  services  and 
facilities,  and 

WHEREAS,  The  financial  position  of  OSMA  would  be 
enhanced  by  a predictable  source  of  capital,  thereby 
negating  the  necessity  of  long-term  fiscal  encum- 
brances and 

WHEREAS,  The  new  Association  headquarters  repre- 
sents a possible  long-term  indebtedness,  and 

WHEREAS,  It  is  desirable  to  provide  a new  classifica- 
tion of  members  of  OSMA  to  achieve  these  objec- 
tives, 

BE  IT  RESOLVED,  That  the  Bylaws  of  the  Ohio  State 
Medical  Association  be  amended  as  follows: 

In  Chapter  1 (Membership),  Section  2 (Classi- 
fication of  Membership)  insert: 

(g)  Life  Active  Members. 

Any  active  member  of  this  Association  who  shall 
make  a single  payment  of  $1,250.00  after  January  1, 
1974,  for  lifetime  membership  dues,  shall  become  a 
Life  Active  Member  of  this  Association  and  shall  not 
be  assessed  additional  membership  dues  during  his 
lifetime.  This  membership  shall  be  limited  to  the  first 
500  active  members  who  make  a single  lifetime  mem- 
bership dues  payment  of  $1,250.00  after  January  1, 
1974. 

RESOLUTION  NO.  57-73 
Recruitment  of  Medical  Students 
(By  James  F.  Stewart,  M.D.,  Delegate,  Butler 
County  Medical  Society) 


MOBILE  AND  ATTACHE 
PHONES 

Place  and  Receive  calls  as  on  your  office 
phone.  Add  hours  of  productive  time  to  your 
schedule,  be  in  constant  contact  for  tnose 
emergencies. 


FREE  INSTALLATION. 

ONE  YEAR  WARRANTY  ON  ALL  EQUIPMENT 
Write  your  Tele-Communications  Specialists 

TELE-COM  CO. 

1395  E.  DUBLIN-GRANVILLE  ROAD 
COLUMBUS.  OHIO  43229  or 
Phone:  Columbus  614/846-3855 
Cleveland  216/243-6410 
fSee  Page  319) 
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WHAT’S  GOOD  FOR  ARTHRITIS 
IS  BETTER  THIS  WAY: 


UNIQUE 


N LAY-TABS 


10-GRAIN  BUFFERED  ASPIRIN 
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The  unique  ethical  10-grain  buf- " 
fared  aspirin.  Made  specifically 
for  rheumatoid  arthritics  or  ortho- 
pedic patients  when  pain  is  a 
factor. 

You  may  design  the  optimal  pro- 
gram for  each  patient’s  needs. 
Scored  Cama  Inlay-Tabs  let  you 
adjust  dosage  in  5-or-10-grain  in- 
crements. 

Gives  patients  the  help  they’ll 
know  is  individualized  for  them. 


^ Doesn’t  look  like  any  other 
aspirin.  ' ' ' , , 

Costs  no  more  per  dose  than 
many  5-grain  buffered  aspirin 
tablets.  ■ 

See  if  arthritis’  classical  therapy 
isn’t  sizably  better  now.  Ask  your 
Dorsey  representative  for  a gen- 
erous CAMA  trial  supply  today  or 
write  Director  of  Professional 
Relations.  ’ 


Each  tablet  contains  aspirin  (10  grains), 
.600  mg.;  magnesium  hydroxide,  N.F., 

150  mg.;  aluminum  hydroxide  dried 
gel,  150  mg. 

Usual  dosage: 

1 tablet  q.i.d. 
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Continuing  Medical  Education  Activities  of 
OSMA  Members,  1972 


Ohio  State  Medical  Association  Commission 
ON  Medical  Education  Report  and  Rec- 
ommendations TO  THE  OSMA  House  of 
Delegates,  1973,  Regarding  Survey  of 
Continuing  Education  Activities  and  At- 
titudes OF  OSMA  Members,  with  Con- 
clusions AND  Recommendations  of  the 
Commission. 

Introduction  to  Survey  Report 

“Continuing  medical  education  is  de- 
fined as  educational  activities  designed  to  re- 
inforce the  physician’s  basic  medical  knowl- 
edge and  inform  him  of  new  developments 
within  his  field  through  refresher  and  sup- 
plemental courses.  These  programs  do  not 
lead  to  any  formal,  advanced  standing  in  the 
profession.” 

- — American  Medical  Association  Topics,  1972 

The  survey  of  the  Ohio  State  Medical  Asso- 
ciation membership  so  ably  conducted  by  Commis- 
sion member  Howard  S.  Madigan,  M.D.,  Toledo, 
indicates  that  about  90  percent  of  the  members 
who  answered  the  questionnaire  are  involv'ed  in 
continuing  medical  education  (CME)  activities 
other  than  reading.  Ninety-seven  percent  do  read 
more  than  an  hour  a week,  and  78  percent  read 
more  than  two  hours  a week  in  addition  to  those 
other  learning  activities. 

Those  answering  the  questionnaire  represent 
about  25  percent  of  our  membership.  We  do  not 
know  for  certain  how  representative  this  is.  How- 
ever, examination  of  the  number  of  physicians  by 
type  of  practice  in  Ohio  and  examination  of  Ohio 
physicians  by  age  groups  indicates  that  our  results 
may  be  considered  significantly  representative  of 
the  membership  of  OSMA,  both  by  age  and  by 
specialty. 

It  has  been  suggested  that  our  sample  may 
be  skewed.  Was  the  questionnaire  answered  only 
by  those  who  are  engaging  in  CME?  One  can 
only  conjecture.  The  respondents  did  not  need  to 
sign  their  names.  Furthermore,  the  last  part  of 
the  questionnaire  dealt  with  perspectives  for  the 
future  and  requested  members’  opinions  regarding 
documentation  of  CME  and  whether  or  not  CME 
should  be  made  compulsory.  It  is  possible,  then, 
that  the  return  might  even  be  skewed  in  the  other 
direction;  those  not  wishing  to  be  bothered  with 
CME  might  in  fact  have  answered  in  greater 
proportion  than  those  who  favored  it. 

But  let  us  assume,  for  the  purpose  of  argu- 


ment, that  the  sample  is  positively  skewed;  i.e., 
that  those  favoring  documentation  answered  in 
greater  proportion  than  those  opposed  to  it.  Then 
the  figures  are  all  the  more  interesting.  Two- thirds 
of  the  answering  members  in  private  practice 
voted  for  optional  documentation  versus  manda- 
tory documentation.  Of  those  who  thought  the 
documentation  should  be  mandatory  . . . and  this 
is  the  crux  of  the  thing  as  far  as  our  original 
charge  from  the  House  of  Delegates  is  concerned 
. . . only  19  percent  thought  that  documentation 
of  CME  should  be  a requirement  for  continuing 
membership  in  the  OSMA.  (That  is,  19  percent 
of  the  one-third  favoring  mandatory  documenta- 
tion or  apjjroximately  7 percent  of  the  members 
in  private  practice  who  answered  the  survey) . 

The  members  who  took  the  trouble  to  answer 
the  questionnaire  can  be  supposed  to  be  interested 
and  concerned.  Only  seven  percent  of  those  think 
that  documentation  of  CME  should  be  made  a 
requirement  for  continuing  membership  in  the 
OSMA.  It  is  most  unlikely  that  members  who 
didn’t  answer  the  cjuestionnaire  would  vote  in  any 
greater  number  for  CME  documentation  for  con- 
tinuing membership  in  the  OSMA. 

Our  own  commission  members,  after  two 
years  of  debating  theoretical  pros  and  cons  and 
educating  ourselves  regarding  national  trends,  are 
all  dedicated  to  CiME.  Most  favor  some  sort  of 
documentation  of  CME;  moreover  some  of  us  in 
the  early  days  of  our  deliberations  favored  very 
strict  rules,  even  to  the  point  of  tying  compulsory 
CME  to  relicensure. 

It  is  obvious  from  the  OSMA  membership 
sur\  ey  that  the  Commission  members  are  not  alone 
in  being  dedicated  to  the  concept  of  CME;  our 
members  are  engaging  in  it  in  some  form  volun- 
tarily and  in  great  numbers.  But,  it  is  equally  obvi- 
ous that  93  percent  of  the  practicing  physicians 
who  answered  the  survey  do  not  want  to  have  to 
exhibit  evidence  of  their  CME  in  order  to  main- 
tain membership  in  the  OSMA.  (Somewhat  more 
\oted  not  to  require  evidence  of  CME  for  reli- 
censure) . 

Your  Commission  cannot  ignore  those  figures 
as  it  sends  these  recommendations  to  the  House 
of  Delegates.  While  continuing  our  dedication  to 
the  principle  of  encouraging  CME  for  all  prac- 
ticing physicians,  the  Commission  strongly  feels 
that  we  should  respect  the  democratic  process. 
The  Commission  therefore  recommends  to  the 
House  of  Delegates,  on  the  basis  of  the  survey 
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results,  that  documentation  of  CME  should  not 
be  a requisite  for  continuing  membership  in  the 
OSMA,  or  for  relicensure. 

Our  recommendations  do  not  stop  there.  W’e 
herewith  offer  positi\e  suggestions  regarding  what 
we  consider  to  be  the  best  ways  to  implement  and 
document  CME.  Dr.  Madigan’s  comments  at  the 
end  of  his  sui'vey  are  apropos,  and  are  to  be  con- 
sidered a part  of  this  report. 

\Ve  also  ask  the  House  of  Delegates  to  ad- 
dress itself  to  the  problem  of  accreditation  of 
existing  and  new  programs  in  medical  education 
in  Ohio  since  the  AMA  no  longer  will  be  able  to 
do  this  at  the  state  or  local  level.  AMA  is  re- 


questing the  State  Medical  Associations  to  take 
over  the  inspection  and  ultimate  accreditation  or 
disapprov’al  of  local  programs.  This  could  be  a 
task,  but  some  states,  California  among  others, 
have  begun  it  and  OSMA  can  benefit  from  their 
experience.  It  is  probably  going  to  be  necessary 
to  establish  a director  of  continuing  medical  edu- 
cation, not  necessarily  an  M.D.  to  give  counsel  to 
those  now  conducting  or  contemplating  educa- 
tional programs  at  the  local  level,  and  to  aid  in 
the  accreditation  of  such.  The  House  of  Delegates 
understands  that  it  will  be  necessary  to  fund  such 
an  office  and  has  approved  the  principle  of  full- 
time staffing  of  the  program. 


Report  of  Survey  of 

Continuing  Medical  Education  Activities  of 
OSMA  Members,  1972 

By  Howard  S.  Madigan,  M.D. 

Associate  Dean  for  Continuing  Education 
Medical  College  of  Ohio  at  Toledo 
Member,  OSMA  Committee  on  Medical  Education 
Member,  OSMA  Commission  on  Medical  Education 


PURSUANT  TO  A RESOLUTION  adopted  by 
the  House  of  Delegates  at  the  Annual  Meeting 
of  the  OSMA  in  May,  1972,  the  Commission  on 
Education  conducted  a survey  of  OSMA  members 
to  determine : ( 1 ) their  present  involvement  in 
continuing  education,  (2)  their  opinions  and  atti- 
tudes regarding  possible  future  continuing  educa- 
tion policies  and  practices,  with  particular  atten- 
tion to  minimum  requirements  and  controls.  The 
survey  was  conducted  by  means  of  a questionnaire 
incorporated  in  a special  OSMAgram,  distributed 
to  the  membership  in  mid-July,  1972. 

Material  and  Methodology 

The  total  response  was  approximately  2500, 
representing  almost  25%  of  OSMA  members.  Of 
this  number,  300  indicated  that  they  were  engaged 
in  ‘other  than  private  practice.’  Thus,  in  studying 
the  data,  attention  has  been  focused  on  respon- 
dents in  private  practice,  a working  total  of  2161 
physicians. 

This  report  presents  analysis  and  tabulation 
of  data  compiled  from  the  ‘Profile  and  Prospectus’ 
questionnaires.  The  information  initially  was  trans- 
ferred to  data  processing  work  sheets  and  key 
punched.  A series  of  computer  print-outs  were 


prepared,  the  data  analyzed  and  tabulated.  These 
are  presented  in  the  following  sequence : 

I.  Characteristics  of  the  Physician  Population 
II.  Present  Activities  in  Continuing  Education 
HI.  Perspectives  for  the  Future 

I 

Characteristics  of  the  Physician  Population 

Characteristics  of  the  2161  doctors  in  private 
practice  who  comprise  the  surv’ey  population  may 
be  identified  by  considering  a series  of  questions: 

(1)  Where  do  the  doctors  practice?  60% 
practice  in  urban  locations,  30%  in  suburban; 
10%  indicated  rural  location. 

(2)  What  type  of  practice  arrangement  do 
they  have  ? 60%  are  in  solo  practice.  Among  those 
in  rural  locations,  70%  are  in  solo  practice.  Two- 
man  groups  comprised  14%  of  those  in  group 
practice,  with  17%  in  groups  of  more  than  three. 
There  was  slightly  lower  incidence  of  ‘more  than 
three’  groups  among  doctors  in  suburban  and 
rural  locations,  12%  and  11%  respectively. 

(3)  How  many  offices  do  they  have?  89% 
have  one  office,  8%  have  two.  Only  3%  reported 
having  more  than  two  offices.  Of  those  with  two 
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offices,  70%  are  in  urban  and  23%  in  suburban 
locations. 

(4)  How  many  hospital  staff  appointments 
do  the  doctors  hold?  Two-thirds  have  either  1 or 
2 hospital  appointments. 

(5)  How  much  time  (average)  do  they  spend 
in  the  office?  in  hospitals?  80%  spend  from  4-6 
or  more  hours  per  day  in  the  office.  Of  this  group, 
55%  also  spend  from  1-4  hours  per  day  in  hos- 
pitals. 

Understandably,  there  are  variations  in  re- 
sponse to  these  questions  among  specialty  groups. 
The  results  cited  in  (1)  to  (5)  above  represent 
the  total  group. 

Education  and  specialty  certification  char- 
acteristics were  identified  as  follow: 

( 1 ) Medical  school  attended 

(2)  Period  in  which  graduated  from  medical 
school 

(3)  Specialty  board  certification 

( 1 )  Medical  school  attended  by  1930  doctors 
(90%)  reporting  are  summarized  in  Table  1. 


Table  1.  Medical  School  Attended 


Ohio  schools 

Other  U.S. 

Foreign 

All 

909 

751 

246 

47% 

39% 

13% 

Family  Practice 

337 

164 

47 

61% 

30% 

9% 

Internal  Medicine 

105 

106 

33 

43% 

43% 

14% 

General  Surgery 

79 

91 

31 

39% 

45% 

15% 

OB/Gyn 

48 

54 

23 

38% 

43% 

18% 

Pediatrics 

47 

38 

9 

50% 

40% 

10% 

These  data  reflect  the  frequent  observation 
that  many  specialists  (other  than  Family  Practice) 
do  not  remain  in  or  return  to  the  State  in  which 
they  went  to  medical  school. 

Other  data  reveal  that  of  the  total,  6%  at- 
tended medical  school  in  Pennsylvania,  5%  in 
Illinois  and  3%  in  Michigan. 

(2)  The  years  of  graduation  from  medical 
school  for  2161  doctors  are  presented  in  Table  2. 

From  these  data,  it  may  be  observ'ed  that: 
(1)  41%  of  the  doctors  are  age  52  or  older;  (2^ 
another  43%  are  in  the  age  range  of  37-51;  (3) 
only  11%  are  35  years  of  age  or  younger. 

Notably,  among  family  practitioners  and  gen- 
eral surgeons,  44%  and  50%  respectively  are  in 
the  52  or  older  category;  only  9%  and  6%  re- 
spectively are  35  or  younger. 


Table  2.  Year  of  Graduation  for  2161  Doctors 


Not 

Specified 

to 

’45 

45-60 

61-71 

Total 

All 

92 

889 

939 

241 

2161 

4% 

41% 

43% 

11% 

Family  Practice 

20 

273 

276 

53 

622 

3% 

44% 

44% 

9% 

Internal  Medicine 

13 

107 

121 

27 

268 

5% 

40% 

45% 

10% 

General  Surgery 

10 

114 

88 

14 

226 

4% 

50% 

39% 

6% 

OB/ Gyn 

9 

58 

54 

19 

140 

6% 

41% 

39% 

14% 

Pediatrics 

3 

39 

48 

18 

108 

3% 

36% 

44% 

17% 

(3)  Among  2214  doctors  in  private  practice, 
51%  were  Board  Certified,  including. 


Family  Practice 

— 104 

(17%) 

Internal  Medicine 

— 125 

(47%) 

General  Surgery 

— 144 

(64%) 

OB/Gyn 

— 100 

(71%) 

Pediatrics 

— 86 

(80%) 

II 

Present  Activities  in  Continuing  Education 

Data  pertaining  to  reading  as  a CME  method 
were  provided  by  98%  of  2161  doctors,  and  two- 
thirds  reported  they  regularly  read  3 or  more 
journak.  Overall,  only  2%  reported  they  do  not 
read  any  journals  regularly. 

Complete  Journal  Reading 

There  were  19%  who  indicated  they  read 
two  journals  completely;  13%  read  one  complete- 
ly; 16%  read  three  or  more  completely.  No  sig- 
nificant differences  occurred  among  the  .specialties 
within  each  group.  Twenty-six  percent  (26%)  of 
doctors  reported  that  they  do  not  read  any  jour- 
nals completely,  and  25%  did  not  respond  to  the 
question. 

In-Depth  Journal  Reading 

.Approximately  70%  (1537)  responded  to  this 
question,  and  42%  of  them  indicated  they  read 
three  or  more  journals  in-depth;  37%  read  two 
journals  in-depth,  and  17%  read  only  one  journal 
in-depth.  There  were  60  physicians  (4%)  who 
indicated  they  read  no  journals  in-depth.  Of  these, 
28  (47%)  were  in  family  practice. 

Scanning  of  Journals 

Only  60%  (1300)  of  doctors  responded  to 
this  question.  Among  these,  73%  scan  three  or 
more  journals,  including  74%  of  the  group  of 
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family  practitioners.  Scanning  3 or  more  was  used 
much  less  frequently  by  doctors  in  other  major 
specialties  (32-43%).  There  were  20%  reporting 
they  scan  two  journals,  9%  scan  only  one  journal. 
Twenty-three  (23)  doctors,  (1.8%)  indicated  they 
scan  no  journals. 

Clip,  Copy,  Take  Notes  from  Journals 

A high  percentage  (91%)  responded  to  this 
question,  and  50%  indicated  they  frequently  use 
this  method  of  CME.  Another  38%  occasionally 
do  so,  while  12%  never  do.  Among  family  prac- 
titioners, 42%  frequently  and  43%  occasionally 
use  this  method.  Highest  indication  of  frequent 
use  was  by  pediatricians,  59%. 

Other  Reading  Sources  (e.g.  monographs,  series 
publications,  texts,  “throw-away”  periodicals) 

Among  91%  of  doctors  responding  to  this 
question,  40%  reported  regularly  using  this  meth- 
od, and  49%  frequently  use  it.  Use  was  compar- 
able among  the  major  specialties.  Less  than  1% 
reported  never  using  other  reading  sources. 

Approximately  40%  of  doctors  devote  2-4 
hours  per  week  to  professional  reading.  An  addi- 
tional 37%  spend  4 or  more  hours  reading.  Only 
2%  reported  less  than  1 hour  of  reading  per  week. 
Internists  had  the  highest  percentage  (46%)  of 
reading  4 or  more  hours;  pediatricians  the  highest 
(53%)  in  the  2-4  hour  category.  Table  3 details 
the  data  for  average  number  of  hours  of  profes- 
sional reading  per  week. 


Table  3.  Average  number  of  hours  of  professional 
reading  per  week  by  physicians  in  priv’ate  practice 
(2161  Doctors) 


< 1 

1-2 

2-4  4 or  4 -j- 

Total 

All 

48 

2% 

377 

19% 

809 

41% 

733 

37% 

1967 

91% 

Family  Practice 

18 

3% 

132 

23% 

238 

42% 

178 

31% 

566 

91% 

Internal  Medicine 

6 

2% 

40 

16% 

87 

36% 

112 

46% 

245 

91% 

General  Surgery 

5 

2% 

38 

18% 

97 

47% 

67 

32% 

207 

92% 

OB/Gyn 

6 

5% 

34 

26% 

54 

42% 

35 

27% 

129 

92% 

Pediatrics 

2 

2% 

15 

16% 

51 

53% 

28 

29% 

96 

89% 

A high  percentage,  94%,  of  doctors  consider 
reading  to  be  a ‘very’  or  ‘moderately’  effective 
CME  method.  About  45%  of  internists  and  pedi- 
atricians consider  reading  to  be  very  effective; 
57%  of  family  practitioners  and  62%  of  obste- 
tricians consider  it  to  be  moderately  effective.  Only 
6%  of  doctors  indicated  reading  as  slightly  ef- 
fective, and  less  than  1%  consider  it  not  effective 
as  a CME  method. 


Fifty  percent  (50%)  of  2161  doctors  speci- 
fied some  use  of  tape  recordings  as  a method  of 
CME.  Overall,  about  one-half  of  them  use  the 
method  less  than  1 hour  per  week.  Utilization  by 
the  major  specialties  is  comparable,  as  well  as  the 
number  of  hours  per  week.  The  data  on  average 
hours  use  per  week  for  the  1074  doctors  reporting 
are  in  Table  4. 


Table  4.  Use  of  Tape  Recordings  as  a CME  method 
by  physicians  in  private  practice 

N = 2161  There  were  1087  (50%)  of  doctors  who  in- 
dicated that  they  did  not  use  tape  recordings. 

N=  1074 


Average  hours  used  per  week 
< 1 1-2  2-4  4or4-h  Total 


All 

557 

52% 

385 

36% 

100 

9% 

32 

3% 

1074 

50% 

Family  Practice 

148 

47% 

118 

37% 

37 

12% 

15 

5% 

318 

51% 

Internal  Medicine 

79 

51% 

54 

35% 

16 

10% 

5 

3% 

154 

57% 

General  Surgery 

48 

42% 

50 

43% 

14 

12% 

3 

3% 

115 

51% 

OB/Gyn 

41 

56% 

29 

40% 

3 

4% 

0 

73 

52% 

Pediatrics 

23 

43% 

25 

46% 

5 

9% 

1 

2% 

54 

50% 

In  the  total  group  ( 1074),  40%  listen  to  tapes 
at  home,  18%  while  driving  in  their  car,  and 
16%  combine  home  and  car  listening  sites.  Office 
and  hospital  were  cited  by  6%  and  8%  as  the 
locale.  Family  practitioners  exhibit  similar  listening 
patterns,  viz.  home,  40%;  car  21%;  home/car, 
15%.  There  was  comparably  low  incidence  of  lis- 
tening to  tapes  in  the  office  or  at  hospital  among 
the  major  specialties. 

A total  of  456  doctors,  21%,  recorded  some 
use  of  the  OSU  Continuing  Education  Radio  Net- 
work, of  whom  80%  indicated  they  had  listened 
to  15  or  fewer  programs  in  the  past  year.  Effec- 
tiveness of  this  CME  method  was  considered 
‘moderate’  by  50%,  ‘slight’  by  29%;  16%  rated 
it  ‘very  effective’. 

Utilization  of  radio  as  a CME  method,  and 
rating  of  its  effectiveness  by  specialty  groups  are 
shown  in  Table  5. 

Colleague  consultation  and  hospital  confer- 
ences were  used  regularly  or  frequently  by  90% 
and  88%  of  all  doctors.  There  was  good  correla- 
tion among  the  several  specialties,  as  shown  in 
Tables  7 and  8. 

Twenty-eight  percent  (28%)  of  Family  Prac- 
titioners were  users  of  radio,  and  the  same  per- 
centage listened  to  15  or  more  programs  in  a year. 


310  j The  Ohio  State  Medical  Journal 


The  method  was  considered  ‘very’  effective  by 
21%,  ‘moderately’  by  56%.  Use  of  radio  totalled 
approximately  20%  among  the  other  specialty 
groups  listed,  and  81%  of  them  listened  to  15  or 
fewer  programs  in  the  year.  Rating  of  effectiveness 


varied  among  the  specialties  and  the  small  num- 
bers do  not  make  percentages  meaningful. 

Overall  use  of  television  as  a CME  method 
was  305  of  2161  doctors,  or  14%.  Use  and  rating 
of  effectivene.ss  are  tabulated  in  Table  6. 


Table  5.  Utilization  of  Radio 


NUMBER 

OF  PROGRAMS 

HEARD 

EFFECTIVENESS 

5 or 

30  or 

less  5-15 

15-30 

more 

Very 

Moderate 

Slight 

None 

Total 

Family  Practice 

62  66 

42 

7 

37 

99 

36 

5 

177 

(35%)  (37%) 

(24%) 

(4%) 

(21%; 

1 (56%) 

(20%)  (3%) 

Internal  Medicine 

17  21 

8 

2 

16 

17 

15 

0 

48 

General  Surgery 

30  22 

9 

4 

6 

33 

22 

4 

65 

Ob/Gyn 

17  9 

1 

2 

4 

12 

9 

4 

29 

Pediatrics 

5 8 

4 

0 

2 

13 

2 

0 

17 

Table  6.  Use  and  Effectiveness  of  TV  as  a Continuing  Education  Method 

by  Physicians  in 

Private  Practice 

TYPE 

EFFECTIVENESS 

N = 2161 

CCTV 

NCME 

OTHER  VERY  MODERATELY  SLIGHTLY  0 

TOTAL 

All 

135 

133 

37 

57 

153 

91 

4 

305 

44% 

44% 

12% 

19% 

50% 

30% 

1% 

14% 

Family  Practice 

30 

42 

10 

19 

44 

18 

1 

82 

Internal  Medicine 

29 

20 

3 

10 

24 

18 

0 

52 

General  Surgery 

22 

18 

4 

4 

24 

16 

0 

44 

Ob/Gyn 

7 

6 

3 

5 

6 

5 

0 

16 

Pediatrics 

7 

2 

2 

1 

4 

6 

0 

11 

Table 

7.  Colleague  Consultation 

% Regularly 

Not 

Regularly  Frequently 

and  Frequently 

Occasionally 

Never 

available 

All 

1032 

749 

170 

24 

13 

52% 

38% 

90% 

9% 

1% 

<1% 

Family  Practice 

305 

233 

35 

6 

4 

52% 

40% 

92% 

6% 

1% 

<1% 

Internal  Medicine 

124 

107 

18 

1 

1 

49% 

43% 

92% 

7% 

<1% 

<1% 

General  Surgery 

102 

84 

13 

0 

2 

51% 

42% 

93% 

6% 

— 

1% 

OB/Gyn 

60 

56 

15 

0 

0 

46% 

43% 

89% 

11% 

— 

Pediatrics 

44 

45 

11 

9 

1 

43% 

44% 

87% 

11% 

2% 

1% 

Table 

8.  Hospital  Conferences 

% Regularly 

Not 

Regularly 

Frequently 

and  Frequently 

Occasionally 

Never 

Available 

All 

1145 

676 

326 

48 

55 

55% 

33% 

88% 

16% 

2% 

3% 

Family  Practice 

244 

223 

97 

7 

19 

41% 

38% 

79% 

16% 

1% 

3% 

Internal  Medicine 

159 

77 

26 

1 

1 

60% 

29% 

89% 

10% 

<1% 

<1% 

General  Surgery 

141 

53 

19 

1 

4 

65% 

24% 

89% 

9% 

<1% 

2% 

OB/Gyn 

71 

49 

18 

1 

0 

51% 

35% 

86% 

13% 

<1% 

— 

Pediatrics 

49 

34 

19 

3 

2 

46% 

32% 

78% 

18% 

3% 

2% 
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Table  9.  Use  of  Attendance/Participation  CME  Methods  by  Pfiysicians  in  private  practice 

2161  Doctors 


WARD  ROUNDS 

Regularly 

Frequently 

Occasionally 

Never 

Not 

Available 

Total 

All 

450 

277 

442 

303 

368 

1840 

24% 

15% 

24% 

16% 

20% 

85% 

Family  Practice 

46 

47 

132 

115 

169 

509 

9% 

9% 

26% 

23% 

33% 

82% 

Internal  Medicine 

85 

58 

58 

17 

26 

244 

35% 

24% 

24% 

7% 

11% 

91% 

General  Surgery 

81 

45 

33 

10 

33 

202 

40% 

22% 

16% 

5% 

16% 

89% 

OB'Gyn 

50 

22 

26 

16 

18 

132 

38% 

17% 

20% 

12% 

14% 

94% 

Pediatrics 

26 

17 

27 

11 

17 

98 

27% 

17% 

28% 

11% 

17% 

91% 

Table 

10.  Use  of  Attendance/Participation  CME  Methods  by  physicians 
(N  = 2161) — Group  Discussion,  Seminars 

in  private  practice 

Regularly 

Frequently 

Occasionally 

Never 

Not 

Available 

Total 

All 

376 

601 

655 

107 

177 

1916 

20% 

31% 

34% 

6% 

9% 

89% 

Familv  Practice 

59 

156 

214 

39 

66 

534 

11% 

29% 

40% 

7% 

12% 

86% 

Internal  Medicine 

43 

83 

85 

16 

19 

246 

17% 

34% 

35% 

7% 

8% 

92% 

General  Surgery 

50 

68 

62 

7 

17 

204 

25% 

33% 

30% 

3% 

8% 

90% 

OB/Gyn 

25 

49 

38 

3 

13 

128 

20% 

38% 

30% 

2% 

10% 

91% 

Pediatrics 

14 

27 

45 

5 

9 

100 

14% 

27% 

45% 

5% 

9% 

93% 

Ward  rounds  as  a participation  method  of 
CME  was  used  by  85%  overall.  Regular  or  fre- 
quent use  of  this  method  by  family  practitioners 
was  substantially  lower  (9%  for  each)  than  for 
other  major  specialties.  Significantly,  this  modality 
was  recorded  as  ‘not  available’  by  one-third  of 
family  practitioners.  Data  on  the  use  of  ward 
rounds  are  presented  in  Table  9. 

Seminars  or  group  discussions  were  utilized 
by  almost  90%  of  doctors,  including  86%  of 
family  practitioners  of  whom  30%  indicated  fre- 
quent use.  Regular  use  was  highest  among  general 
surgeons;  frequent  use  highest  among  obstetri- 
cians/gynecologists. This  modality  was  recorded 
as  ‘not  available’  by  only  9%.  The  data  are  sum- 
marized in  Table  10. 

Lectures,  panels,  symposia  and  courses,  spon- 
sored by  different  groups,  viz.,  county  medical 
societies.  State  medical  society,  American  Medical 
Association,  medical  schools,  specialty  groups 
(AGP,  AAFP,  ACS)  and  others,  are  utilized  to  a 
variable  extent.  Significant  data  from  these  tabu- 
lations are  listed  as  follow: 

( 1 )  Occasional  use  of  county  medical  soci- 
ety— 40% 


Table  11.  Obstacles  to  Effective  Continuing  Education, 
in  Order  of  Significance,  Cited  by  All  Specialties 


1. 

Insufficient  time  due  to  patient  care  load 

50% 

2. 

Content  of  programs  not  relevant  to 
physicians’  practice 

45% 

3. 

Too  much  time  required  travelling  to 
and  from  program  site 

37% 

4. 

Quality  of  available  programs,  courses 

30% 

etc. 

5. 

Lack  of  available  programs,  courses,  etc. 

24% 

6. 

Programs  and  courses  are  too  expensive 
for  the  value  received 

20% 

7. 

Insufficient  useable  information 

19% 

8. 

Too  tired 

16% 

9. 

Other  factors 

9% 

(2)  Never  use  county  medical  society — 12% 

(3)  Lowest  occasional  use  of  county  medical 
society,  by  family  practitioners,  (37%). 

(4)  Overall,  one-third  never  use  State  Med- 
ical Society;  includes  Internal  Medicine 
42%,  OB/Gyn.  38%,  Pediatrics  56%; 
26%  of  family  practitioners. 

(5)  Overall,  17%  regularly  or  frequently  use 
State  Medical  Society;  includes  5-10% 
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Table  12.  Obstacle:  Insufficient  time  due  to  patient  care  load 


1 

Rank 

2 

3 

Did 

Not 

Rank 

Total 

Percent 

,\11  specialties 

501 

193 

98 

283 

1075 

50% 

Family  Practice 

199 

50 

26 

95 

370 

59% 

Internal  Medicine 

81 

24 

13 

45 

163 

61% 

General  Surgery 

52 

21 

8 

34 

115 

51% 

OB/Gvn 

26 

15 

7 

23 

71 

51% 

Pediatrics 

19 

11 

12 

9 

51 

47% 

Table  13. 

Obstacle : 

Content  of  Programs 

not  Relevant 

to  Physician’s 

Practice 

1 

Rank 

2 

3 

Did 

Not 

Rank 

Total 

Percent 

.Ml  specialties 

364 

179 

221 

218 

982 

45% 

Family  Practice 

71 

64 

68 

51 

254 

41% 

Internal  Medicine 

19 

22 

28 

18 

87 

32% 

General  Surgery 

35 

21 

23 

24 

103 

46% 

OB/Gyn 

27 

13 

21 

16 

77 

55% 

Pediatrics 

27 

6 

7 

6 

46 

43% 

Table  14.  Obstacle;  Too  much  time  required  travelling  to  and  from  program  site 

Did 

Rank 

Not 

1 

2 

3 

Rank 

Total 

Percent 

All  specialties 

181 

250 

140 

228 

799 

37% 

Family  Practice 

55 

90 

39 

58 

242 

39% 

Internal  Medicine 

17 

34 

16 

28 

95 

35% 

General  Surgery 

22 

28 

14 

22 

86 

38% 

OB/Gyn 

8 

17 

11 

22 

58 

41% 

Pediatrics 

12 

19 

11 

8 

50 

46% 

Table  15.  Obstacle; 

Quality  of  available  programs, 

courses  etc. 

1 

Rank 

2 

3 

Did 

Not 

Rank 

Total 

Percent 

All  specialties 

119 

238 

172 

127 

656 

30% 

Family  Practice 

36 

62 

47 

35 

180 

29% 

Internal  Medicine 

17 

23 

21 

19 

80 

30% 

General  Surgery 

12 

24 

21 

17 

74 

33% 

OB/Gyn 

10 

16 

9 

11 

46 

33% 

Pediatrics 

5 

17 

13 

2 

37 

34% 

Table  16.  Obstacle; 

Lack  of 

available  programs, 

courses,  etc. 

1 

Rank 

2 

3 

Did 

Not 

Rank 

Total 

Percent 

All  specialties 

107 

114 

202 

102 

525 

24% 

Family  Practice 

39 

28 

54 

25 

146 

23% 

Internal  Medicine 

13 

9 

22 

15 

58 

22% 

General  Surgery 

9 

13 

19 

9 

50 

22% 

OB/Gyn 

8 

9 

13 

8 

38 

27% 

Pediatrics 

2 

6 

14 

1 

23 

21% 
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Table  17.  Obstacle:  Programs  and  courses  are  too  expensive  for  the  value  received 


1 

Rank 

2 

3 

Did 

Not 

Rank 

Total 

Percent 

.All  specialties 

65 

93 

134 

132 

424 

20% 

Family  Practice 

21 

24 

47 

32 

124 

20% 

Internal  Medicine 

8 

14 

12 

19 

53 

20% 

General  Surgery 

4 

8 

14 

20 

46 

20% 

OB/Gyn 

4 

4 

7 

7 

22 

16% 

Pediatrics 

4 

8 

3 

7 

22 

20% 

Table  18. 

Obstacle:  Insufficient 

useable 

information 

Did 

Rank 

Not 

1 

2 

3 

Rank 

Total 

Percent 

.All  specialties 

53 

125 

125 

113 

416 

19% 

Family  Practice 

5 

39 

45 

36 

125 

20% 

Internal  Medicine 

8 

14 

16 

12 

50 

19% 

General  Surgery 

7 

7 

12 

12 

38 

17% 

OB/Gyn 

6 

13 

8 

7 

34 

24% 

Pediatrics 

6 

7 

6 

4 

23 

21% 

Table  19.  Obstacle: 

Too  tired 

1 

Rank 

2 

3 

Did 

Not 

Rank 

Total 

Percent 

.All  specialties 

31 

87 

107 

125 

350 

16% 

Family  Practice 

8 

28 

35 

45 

116 

19% 

Internal  Medicine 

7 

18 

18 

15 

58 

22% 

General  Surgery 

6 

8 

9 

15 

38 

17% 

OB/Gyn 

1 

1 

8 

5 

15 

11% 

Pediatrics 

5 

1 

7 

3 

16 

15% 

among  internists,  pediatricians  and  ob- 
stetricians 

(6)  One-half  of  family  practitioners  occa- 
sionally use  State  Society,  while  about 
one-fourth  regularly  or  frequently  use 
OSMA 

(7)  AMA-sponsored  activities  are  used  regu- 
larly or  frequently  by  17%,  occasionally 
by  45%;  never  by  37%.  Similar  utiliza- 
tion was  reported  among  the  specialty 
groups.  Response  was  made  to  this  item 
by  70%  of  2161  doctors. 

(8)  Medical  school-sponsored  activities  are 
used  regularly  or  frequently  by  29%, 
occasionally  by  41%;  never  used  by  20%. 

(9)  ‘Never  use’  medical  school  was  re- 
ported by  26%  of  family  practitioners, 
27%  of  obstetricians. 

(10)  Medical  school  reported  ‘not  available’ 
by  9%;  including  OB/Gyn  15%,  Gen- 
eral Surgery  12%. 

(11)  Among  family  practitioners,  54%  re- 
ported regular  or  frequent  use  of  A.\FP- 
sponsored  programs;  22%  occasional  use; 
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21%,  never.  Some  Internists  and  ob- 
stetricians reported  occasional  use  of 
AAFP  programs. 

(12)  Internists  reported  50%  regular  use, 
29%  occasional  use  of  American  Gollege 
of  Physicians  programs;  20%  ‘never  use’. 
Some  family  practitioners  and  obstetri- 
cians reported  occasional  use  of  AGP 
programs. 

(13)  General  surgeons  (174/226,  77%)  re- 
ported 82%  regular  or  frequent  use  of 
.American  College  of  Surgeons-sponsored 
activities;  15%  occasional  use;  6%  never 
use.  .A  few  family  practitioners  and  some 
obstetricians  reported  occasional  use. 

(14)  One-half  of  all  respondents  indicated 
some  use  of  these  modalities  sponsored 
by  ‘other  groups/organizations’.  In  this 
categoiy,  regular  or  frequent  use  was 
reported  by  90%;  occasional  use  by  7%. 

Physicians  were  asked  to  rank  several  obsta- 
cles to  continuing  education,  in  order  of  their 
significance.  The  summary  tabulation  is  shown  in 
Table  11. 


The  series  of  eight  Tables  (12-19)  presents 
an  analysis  of  the  ranking  of  each  obstacle. 
Most  significant  figures  in  each  Table  are  bold. 
It  should  be  noted  that  many  doctors  specified 
an  obstacle,  but  did  not  rank  it.  These  numbers 
are  included  in  the  total  who  cited  a particular 
obstacle. 

Ill 

Perspectives  for  the  Future 

The  assumption  was  stated : “some  meth- 

od by  which  physicians  can  document  their  partici- 
pation in  various  CMF.,  activities  appears  to  be  a 
near-future,  nationwide  necessity.”  The  question 
was  posed;  “If  so,  which  ONE  of  the  following 
groups  would  YOU  prefer  to  have  responsibility 
for  implementing  the  documentation  procedure 
and  ‘approving’  or  ‘accrediting’  physicians’  con- 
tinuing education  activities?”  The  preferences  ex- 
pressed are  presented  in  Table  20. 

It  is  noteworthy  that  the  OSMA  Commission 


on  Education,  medical  schools  and  the  State  Med- 
ical Board  were  significantly  lower  among  the  pref- 
erences. However,  the  13%  overall  preference  for 
a consortium/council  and  a 10%  preference  for 
the  OSMA  Commission  suggests  that  some  com- 
bined effort  may  be  feasible. 

Of  approximately  2000  physicians  in  private 
practice,  30%  agree  that  medical  schools  should 
assume  primary  responsibility  for  identifying  needs, 
planning  and  evaluation  of  CME.  Among  this 
number,  78%  also  agree  that  a minimum  number 
of  hours  of  CME  should  be  prescribed. 

There  were  1400  doctors  who  disagree  that 
the  medical  schools  should  have  the  responsibility. 
.\mong  this  number,  63%  agree  that  a minimum 
number  of  hours  of  CME  should  be  prescribed. 

These  data  are  summarized  in  Table  21. 

Thus,  67%  of  doctors  agree  that  a minimum 
number  of  hours  of  CME  should  be  prescribed. 

Interestingly,  80%  of  doctors  w'ho  do  not 
want  a minimum  number  of  hours  prescribed,  also 


Table  20.  Physicians’  preference  for  group/organization  to  have  responsibility  for  implementing  a CME  documenta- 
tion procedure,  and  approving/accrediting  CME  activities  (N  = 2161) 


ALL 

F.P. 

I.M. 

G.S. 

OB/GYN 

PEDS. 

Hospital(s)  in  community 

17% 

18% 

23% 

21% 

23% 

14% 

County  medical  society 

21% 

27% 

22% 

22% 

17% 

18% 

OSMA  (Comm,  on  Educ.) 

10% 

14% 

9% 

10% 

8% 

7% 

Medical  school  in  area 

4% 

3% 

6% 

5% 

1% 

6% 

Specialty  board  or  organization 

26% 

15% 

10% 

21% 

34% 

28% 

State  Medical  Board 

2% 

3% 

3% 

2% 

3% 

2% 

Consortium/council  of  above 

13% 

10% 

19% 

11% 

11% 

17% 

None  of  above 

3% 

3% 

2% 

3% 

3% 

5% 

Other 

1% 

1% 

1% 

1% 

0 

1% 

Table  21 


A.  Practicing  Physicians’  Preference  of  Base  of 
Responsibility  for  Identifying  Needs,  Plan- 
ning and  Evaluating  CME 


Agree 


Disagree 


Medical  School 

Total 

589  (30%) 

1393  (70%) 

G.P. 

166 

407 

B. 

Practicing  Physicians  who  Agree  with  A: 
Reaction  to  Prescribed  Minimum  Number 
of  Hours  of  CME 

.A  minimum  number  of  hours 
should  be  should  not  be 

Total 

459 

130 

(78%) 

(22%) 

G.P. 

140 

24 

C. 

Practicing  Physicians  who  Disagree  with 
A:  Reaction  to  Prescribed  Minimum  Num- 

ber  of  Hours  of  CME 

A minimum 

number  of  hours 

Should  be 

Should  not  be 

prescribed 

prescribed 

Total  866 

519 

(62.5%) 

(37.5%) 

G.P.  288 

113 
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Table  22.  Preference  for  groups/organizations  to  have  primary  responsibility  for  CME. 


.\11  respondents 


Family  Practice 
Internal  Medicine 
General  Surgery 
Obstetrics/ Gynecology 
Pediatrics 


1 — specialty  organizations 

2 — specialty  boards 

3 — county  medical  societies 

specialty  organization  (36%) 
county  medical  societies  (28%) 
county  medical  societies  (28%) 
specialty  board  (33%) 

1 — -county  medical  societies  (30%) 

2 — specialty  board  (28%) 


do  not  prefer  that  the  medical  schools  have  pri- 
maiA’  responsibility  for  CME. 

Doctors  who  disagree  that  the  medical  schools 
should  have  the  primary  CME  responsibility  pre- 
fer other  groups/organizations,  as  follow  in  Table 
22. 

The  OSMA,  through  the  Commission  on 
Education,  was  the  preference  of  17%  overall. 

There  were  1961  doctors  in  private  practice 
who  responded  to  the  question  whether  documen- 
tation of  CME  should  be  mandatory  or  optional. 

35%  indicated  that  documentation  should  be 
mandatory. 

65%  preferred  documentation  to  be  optional. 

There  was  some  variation  among  specialty 
groups,  as  shown  in  Table  23. 


Table  23.  Documentation  of  CME  Activity  by 
Physicians  Should  Be; 


MANDATORY 

OPTIONAL 

All  Specialties 

35% 

65% 

Family  Practice 

37% 

63% 

Internal  Medicine 

41% 

59% 

General  Surgery 

32% 

68% 

OB/Gyn 

35% 

65% 

Pediatrics 

41% 

59% 

Doctors  who  stated  that  documentation 
should  be  mandatory  also  indicated  that  it  should 
be  a requirement  for  specific  professional  activities, 


as  follows: 

Hospital  staff  appointment (s)  42% 

Continued  specialty  certification  30% 

Continued  membership  in 

professional  association  25% 

OSMA  membership  19% 

Medical  relicensure  17% 

None  of  the  above  18% 


.\  majority  of  doctors  in  private  practice 
agree  that  a minimum  number  of  hours  of  rec- 
ognized or  approved  CME  activity  should  be  pre- 


scribed,  as  follows: 

All  specialties 

67% 

Family  Practice 

76% 

Internal  Medicine 

63% 

General  Surgery 

70% 

Obstetrics/Gynecology 

64% 

Pediatrics 

64% 

Indications  from  these  doctors  as 

to  the  num- 

ber  of  hours  per  year  that  should  be  prescribed 
are  presented  in  Table  24. 


Table  24.  The  Prescribed  Minimum  Number  of  Hours 
of  CME  Activity  Should  Be : 


50 

100 

150  or 
More 

All  Specialties 

74% 

21% 

5% 

Family  Medicine 

87% 

10% 

3% 

Internal  Medicine 

72% 

25% 

3% 

General  Surgery 

68% 

25% 

7% 

OB/Gyn 

68% 

26% 

6% 

Pediatrics 

69% 

25% 

6% 

Comment 

The  data  in  this  Report  must  be  interpreted 
with  circumspection.  The  total  number  of  respon- 
dents represented  approximately  25%  of  OSMA 
membership.  We  do  not  know  how  many  of  these 
doctors  are  at  one  extreme  or  the  other  with  respect 
to  present  activity,  attitudes  or  opinions  about  con- 
tinuing education;  nor  their  perspectives  for  the 
future.  Further,  we  do  not  know  the  extent  to 
which  their  responses  have  been  conditioned  dur- 
ing their  years  of  practice. 

It  seems  reasonable,  however,  to  accept  the 
data  as  a valid  sample  from  which  to  derive  some 
indication  of  doctors’  thinking  about  continuing 
education.  The  information  can  be  used  as  one 
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guide  in  approaching  the  future  of  continuing 
education  for  Ohio  physicians. 

Several  possible  courses  of  action  deserve  con- 
sideration by  the  OSMA  House  of  Delegates, 
OSMA  Commission  on  Education  and  other  med- 
ical education  leaders  throughout  the  State: 

First,  there  must  be  effective,  responsible 
leadership  provided  for  the  practicing  physician. 
This  implies  that  directors  of  medical  education 
and  other  types  of  education  directors  become  more 
proficient  as  educators,  rather  than  program  co- 
ordinators or  managers.  Also,  there  is  need  to  in- 
still more  education,  i.e.  teaching/learning  meth- 
odology, into  continuing  education.  There  is  a 
continual  need  to  stimulate  doctors’  motivation 
toward  continuing  education. 

Secondly,  the  obstacles  to  continuing  educa- 
tion cited  in  the  survey,  and  others  encountered  in 
local  situations,  should  be  overcome  whenever  pos- 
sible, primarily  through  the  efforts  of  education 
directors.  Several  obstacles,  e.g.,  relevancy  to  prac- 
tice, content,  quality,  travel  time,  can  be  overcome 
or  greatly  diminished. 

If  we  are  to  have  a favorable  influence  on  con- 
tinuing education  in  the  future,  effort  must  be 
expended  to  achieve  efficiency,  effectiveness  and 
economy  for  the  doctor. 

Third,  it  appears  evident  that  positive  action 
must  be  forthcoming  in  the  near  future  by  State 
as  well  as  county  medical  societies,  in  the  direction 
of  exercising  surveillance  of  physician  continuing 
education.  There  are  several  approaches  available, 
as  suggested  by  the  survey  data. 

Finally,  efforts  can  and  should  be  made  to 
broaden  the  scope  of  what  can  be  considered 
acceptable  continuing  education  activity,  to  in- 
clude individual  study,  self-assessment  and  other 


activities  not  now  recognized  or  ‘approved’.  This 
should  lead  to  a practical  method  of  documenta- 
tion of  continuing  education  activity. 

It  will  become  increasingly  necessary  to  show 
evidence  that  we  are  striving  to  achieve  quality 
patient  care  through  quality  continuing  medical 
education. 

(The  assistance  of  Mr.  Ramesh  R.  Parekh, 
of  the  Biomedical  Computer  Laboratory,  Medical 
College  of  Ohio,  is  gratefully  acknowledged.) 

* * * 

Basic  Recommendations  of  the  Commission  on 
Medical  Education  to  the  House  of  Delegates 

Based  on  the  material  contained  in  this  study 
and  report,  it  is  the  unanimous  recommendation  of 
the  Commission  on  Medical  Education  that : 

1.  On  the  basis  of  the  1972  membership 
survey,  documentation  of  continuing  medical 
education  should  not  be  made  mandatory  for 
membership  in  OSMA. 

2.  The  Ohio  State  Medical  Association 
develop  a method  of  recognizing  the  continu- 
ing medical  education  activities  of  its  mem- 
bers. 

3.  The  method  should  recognize  multiple 
continuing  medical  education  activities. 

4.  Continuing  medical  education  activi- 
ties should  be  accredited  under  a system  estab- 
lished or  approved  by  the  Commission  on 
Medical  Education. 

5.  Implementation  of  this  program  may 
require  a dues  increase. 

Respectfully  submitted, 

John  G.  Sholl,  M.D.,  Chairman 
Commission  on  Medical  Education 
for  the  Members  of  the  Commission 


April.  1973  / 317 


Woman’s  Auxiliary  Highlights 

By  Mrs.  S.  L.  Mkltzer,  Publicity  Chairman 
2442  Dorman  Drive,  Portsmouth  45662 


ZOOMING  UP  — the  thirty-third  annual  con- 

vention  of  the  Woman’s  Auxiliary  to  the 
Ohio  State  Medical  Association  under  the  lead- 
ership of  Mrs.  Louis  Loria,  President.  And  hard 
at  work  are  the  convention  chairman,  Mrs.  Paul 
S.  Metzger,  and  the  conxention  co-chairman, 
Mrs.  Donald  L.  Lewis,  Franklin  County,  along 
with  their  advisor,  XIrs.  Floyd  M.  Beman,  Franklin 
president.  And  equally  hard  at  work,  of  course,  are 
the  innumerable  committee  members.  Staging  a 
state  convention  is  like  staging  a major  Broadway 
production.  Nothing  can  be  left  to  chance.  From 
the  “opening  number”  onstage  to  the  finale,  there 
must  be  e.xpert  direction,  the  ability  to  co-ordinate 
a thousand-and-one  details,  and  the  imagination 
and  expertise  to  add  those  special  “touches”  that 
go  a long  way  to  insuring  a successful  production. 

As  you  have  probably  gathered  by  now,  Co- 
lumbus will  be  setting  the  scene,  with  the  spot- 
light on  Christopher  Inn.  Contrary  to  the  format 
of  previous  years,  the  thirty-third  annual  meeting 
will  begin  on  a Sunday,  May  6 and  end  on  a 
W'ednesday,  Xlay  9.  A “something  new”  is  the 
invitation  being  issued  to  1973-74  county  presi- 
dents and  presidents-elect  to  attend  the  State 
Board  luncheon  on  Monday,  May  7.  (For  the  first 
time  last  year,  the  new  incoming  Board  members 
were  invited  to  sit  in  on  the  preconvention  Board 
meeting.)  That  will  be  a repeat  performance  this 
Year. 

Other  highlights  include:  Outstanding  guest 
speakers  such  as  Mrs.  Robert  F.  Beckley,  national 
auxiliary  president,  who  will  install  the  new  officers 


for  1973-74;  Effie  Ellis,  M.D.,  special  assistant  to 
the  Executive  X'ice-President  of  the  AM.\;  Rev. 
Robert  Fluff,  pastor  of  the  Trinity  Lutheran 
Church  of  Midland,  Michigan,  who  will  talk  at 
the  Spring  Luncheon  on  marriage  relationships. 

The  OMPAC  luncheon  on  Tuesday,  May  8, 
will  feature,  as  speaker,  Xlark  Russell,  “the  inside- 
Washington  comedian  without  an  equal,”  whose 
topic  will  be,  of  all  things,  “Politics  Is  A Laughing 
XIatter!”  He  has  been  described  as  saying  “things 
some  of  us  would  like  to  say  but  don’t  dare  . . . 
or  just  aren’t  bright  enough  to  say  . . . .”  The 
luncheon  is  scheduled  for  11:30  a.m.  on  the  8th 
at  the  Sheraton-Columbus  Hotel.  The  price  of  the 
tickets:  $5.00. 

Other  Events 

On  XIonday  afternoon.  May  7,  there  will  be 
a special  “Leadership  Course”  for  1973-74  county 
presidents  and  presidents-elect.  XIonday  night  is 
another  “first”  — a dinner  for  State  Board  mem- 
bers and  their  husbands  (as  well  as  for  out-of-state 
guests)  at  the  fascinating  Japanese  Steak  House. 
Tuesday  afternoon,  Xlay  8,  will  highlight  a “Work- 
shop Preview”  for  1973-74  county  presidents,  pres- 
idents-elect and  committee  chairmen.  And  follow- 
ing the  Workshop,  there  will  be  a reception,  by 
invitation,  for  the  county  officers  in  the  suite  of 
the  President,  Mrs.  Louis  Loria. 

Wednesday,  Xlay  9,  is  get-up-early  time  and 
the  President’s  Breakfast  at  7:30  a.m.  The  recep- 
tion following  the  close  of  the  business  session  for 
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the  new  officers  and  Board  incnibers  will  be  hosted 
by  Columbiana  County,  the  “home”  county  of  the 
1973-74  President,  Mrs.  Karl  Ulicny.  The  “Spring 
Luncheon”  is  scheduled  for  12:30  p.m.  The  open- 
ing business  session  is  at  9 a.m.  on  Tuesday,  the 
8th;  the  second  business  session  at  9 a.m.  on  Wed- 
nesday, the  9th. 

The  1972-73  county  presidents’  report  will  be 
“staged”  differently  this  year.  The  outstanding 
activities  will  be  dramatized  in  skit  form  and  pre- 
sented at  the  Wednesday  morning  Breakfast.  This 
year’s  convention  theme  is  “Open  A New  Door,” 
Mrs.  Loria’s  focal  point  in  her  1972-73  program. 

Facts  ’n  Figures 

This  is  a run-down  on  the  cost  of  the  lun- 
cheons and  breakfast  and  with  whom  reserv’ations 
should  be  made : 

The  State  Board  luncheon  — $4.50;  the  State 
Board  dinner  at  the  Japanese  Steak  House,  $9.00; 
At  the  expense  of  repetition,  these  two  functions 
will  take  place  on  Monday,  May  7.  The  OMPAC 
luncheon  at  the  Sheraton-Columbus,  $5.00;  the 
Ohio  State  Medical  Association’s  “Night  At  The 
Races”  party  $12.50  (both  OMPAC  luncheon  and 
the  party  are  scheduled  for  Tuesday,  May  8). 
Mrs.  Loria’s  “President’s  Breakfast”  on  Wednes- 
day morning,  $3.50;  the  Spring  Luncheon  that 
same  day,  $4.50.  Reservations  for  any  of  the  fore- 
going should  be  made  with  Mrs.  Kenneth  J.  Chap- 
man, 2881  Wellesley  Drive,  Columbus  43221,  no 
later  than  April  28.  Checks  should  be  made  pay- 
able to  the  Auxiliary  Convention  Fund. 

Credential  cards  will  not  be  mailed  to  dele- 
gates and  alternates.  Such  delegates  and  alternates 
will  receive  their  cards  when  they  register.  This 
method  was  used  successfully  last  year  and  is  being 
repeated  this  year. 

Wonderful  Women! 

I mentioned  earlier  that  many,  many  Franklin 
County  members  are  working  hard  on  this  thirty- 
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third  annual  convention.  It  isn’t  possible  (limited 
space  problems!)  to  list  everyone  who  is  doing  so 
much.  But  I should  like  to  present  those  chairmen 
whom  I have  not  yet  mentioned:  Finance,  Mrs. 
James  W.  Gahman;  \dP  guests,  Mrs.  Malachi  W. 
Sloan,  II;  Hospitality,  Mrs.  James  L.  Best;  Liaison, 
Mrs.  Ben  Arnoff ; OMPAC  luncheon  decorations, 
Mrs.  Fred  B.  Hapke;  Properties,  Mrs.  George  E. 
Bell;  Pages,  Mrs.  Horace  Davidson,  Jr.;  Printing, 
Mrs.  Samuel  Saslaw;  Publicity,  Mrs.  Alfred  Sli- 
vinski;  Registration,  Mes.  Charles  Rossel;  Roll 
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CUSTOM  JEWELER 


What  am  I doing  here? 

knowledgeable  professionals  in  one  field  appreciate  pro- 
fessional knowledge  in  other  fields.  My  specialization: 
jewelry  of  uncommon  quality  and  design.  Following 
many  successful  years  as  owner  of  a group  of  stores, 
8 months  ago  I opened  a unique  jewel  salon,  “Suite 
1015”  at  17  South  High  in  Columbus  because  I love 
precious  gems  too  much  to  stay  retired.  Be  surprised 
and  delighted  at  what  distinctive  beauty  and  substantial 
savings  I offer.  Stop  in,  10  a.m.  to  5 p.m.  or  call  collect 
614-224-3377  for  an  appointment.  If  you  appreciate  gem 
beauty,  take  advantage  of  my  professional  knowledge. 
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Call,  Mrs.  Dale  Dickens  and  Mrs.  Carl  Tetirick. 

Sponsors,  Mrs.  Norris  E.  Lenahan  and  Mrs. 
Slivinski;  Secretarial  assistant,  Mrs.  Chester  Ben- 
nett; State  Board  luncheon  decorations,  Mrs. 
Beinan  and  Mrs.  Donal  O’Learv';  Hostesses  at  the 
races,  ^\  ASAMA;  President’s  Breakfast,  Mrs.  Ron- 
ald Mezger;  Spring  Luncheon,  Mrs.  William 
Havener  and  Mrs.  David  Spangler;  Hostesses 
(convention  center  and  coffee  lounge),  Mrs. 
Brooks  Hurd;  Early  Bird  Prizes,  Mrs.  Harold  W. 
Davis  (Delaware  county) . 

Please  Attend! 

Convention  time  is  learning  time,  fun  time 
and  get-together  time.  It  is  important  business  time 
too.  It  is  your  time  — and  opportunity  — to  get 
a remarkable  bird’s-eye-view  of  your  State  Aux- 
iliary and  county  auxiliaries  in  action.  Every  mem- 
ber is  most  welcome.  After  all,  you  are  the  aux- 
iliary’s backbone! 

Mrs.  F.  M.  Freimann 

“Petey”  Freimann  of  Cuyahoga  county,  de- 
serves a headline  all  her  own!  She  is  our  state 
safety  chairman  and  she  SEES  things  most  of  us 
would  never  see.  And  would  you  believe  that  be- 
cause she  saw  something  not  even  the  State  of 
Ohio’s  Department  of  Highway  Safety  saw,  she 
actually,  and  very  recently,  got  that  state  govern- 
mental department  to  make  a correction? 

I’ll  let  the  following  two  letters  speak  for 
themselves  — and  for  Mrs.  Freimann; 

Letter  Number  One  was  sent  by  our  alert 
safety  gal  in  December  to  the  Department  of 
Highway  Safety: 

“If  I may  call  your  attention  to  one  of  the 
new'  highway  signs,  please  note  the  “merge”  one 


(and  replicas  of  the  sign  as  it  is,  and  then  as  it 
.should  be,  were  drawn  on  the  letter) . Since  the 
straight  part  of  the  arrow  designates  the  main 
thoroughfare,  the  merging  secondary’  road  should 
be  marked  with  a narrower  line.  The  newly  ap- 
pearing signs,  however,  use  the  same  widtli;  thus 
not  stressing  the  “right  of  way”  of  the  main 
highw’ay. 

“Is  it  just  an  error  of  the  Department  of 
Signs  or  is  there  a reason  for  the  change  from 
the  international  design?  It  is  my  observation  that 
a large  percent  of  drivers  do  not  fully  understand 
the  meaning  of  “yield”  or  “merge”.  Maybe  the 
narrower  marking  will  help  them  realize  the  mean- 
ing ..  . .” 

Letter  Number  Two  from  the  Department  of 
Plighways  early  in  January!  “Your  recent  letter  to 
Director  O’Grady  concerning  the  design  of  merg- 
ing traffic  signs  has  been  forwarded  to  this  office 
for  reply.  You  are  quite  correct  in  your  observation 
that  some  of  the  merge  signs  now  being  displayed 
in  Ohio  show  the  through  roadway  and  the  merg- 
ing roadway  with  the  same  width  line  on  the 
symbol.  Your  observation  that  this  display  is  not 
exactly  in  conformance  with  the  Federal  Standard 
is  also  correct. 

“Some  of  our  Traffic  Engineers  feel  that  the 
sign,  as  now  designed,  has  better  target  value  and 
can  be  recognized  from  a greater  distance.  They 
also  point  out  that  there  are  places  where  merging 
traffic  signs  are  displayed  when  neither  roadway 
actually  has  the  right  of  way.  These  instances, 
however,  occur  very  infrequently  as  compared  to 
the  usual  instances  where  this  sign  is  displayed  at 
locations  where  ramp  traffic  enters  the  main  line 
on  expressways  and  freeways. 

“I  have  requested  our  Bureau  of  Traffic  Con- 
trol to  issue  a new  standard  drawing  for  this  sign 
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Consider  Triaminic  Expectorants. 
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Triaminic* 

expectorant  with  Codeine 
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gtyceryl  guaiacolaie  to  provide  lemporary  reiie»  o* 
cough  and  nasal  cor>gesiion  due  to  the  common  cold 


FLOZ.  DoKrey 


in  accordance  with  the  Xational  Standard,  and  to 
utilize  only  the  new  design  henceforth. 

“Thank  you  veiy  inucli  for  taking  the  time  to 
write  and  bring  this  matter  to  our  attention  . . . . ' 
Signed  by  J.  Phillip  Richley,  Director  of  Trans- 
portation. 

\\  hat  was  that  old,  old  expression  “you  can’t 
fight  City  Hall”???  Guess  our  Petey  Freimann 
never  even  heard  of  it!  Thanks,  and  an  orchid, 
to  an  outstanding  auxiliary  member. 

Happy  Birthday 

Mobile  Meals  of  Toledo,  the  founding  of 
which  was  instigated  by  the  Lucas  County  aux- 
iliary, celebrated  its  fifth  anniversaiy  in  December 
with  an  “Open  House”  at  the  Toledo  Academy 
of  Medicine.  \'olunteers,  health  department  and 
city  officials  and  medical  social  workers  were  on 
the  guest  list,  and  greeted  by  Mrs.  Daniel  S.  Wolff, 
Mobile  Meals  president.  (Mrs.  Wolff  serves  as 
membership  chairman  on  our  State  Board).  Also 
present  was  the  charter  president  of  the  group, 
Mrs.  Howard  E.  Smith,  state  auxiliary  second  vice- 
president.  .\nother  of  the  day’s  hostesses  was  Mrs. 
Burton  Nekson,  Lucas  auxiliary  president,  whose 
group  continues  to  heavily  support  and  participate 
in  the  Mobile  Meals  program. 

Mrs.  Wolff  advises  me  that  for  the  five-year 
period,  the  program  has  served  759  different  sub- 
scribers, with  a daily  average  of  approximately  125 
men  and  women.  During  1972,  a total  of  82,728 
meals  \vere  delivered.  \'olunteers  gave  about 
15,000  hours  in  addition  to  donating  the  use  of 
their  cars  and  gasoline.  Food  is  prepared  in  the 
kitchens  of  six  Toledo  hospitals  including  St. 
Luke’s  where  the  jiilot  project  was  born.  The  other 
hospitals  are  St.  Charles,  Mercy,  St.  \’incent’s. 
Parkview,  and  Toledo,  d’he  seventh  food  base  is 
the  Lutheran  Old  Folks  Home. 


Comments  Mrs.  Wolff:  “Like  mailmen  who 
let  neither  snow,  rain,  heat  nor  gloom  of  night 
stay  them  from  their  appointed  rounds,  Mobile 
Meals  workers  haw  ne\er  missed  a day  on  the 
job.”  Those  volunteers  are  600  strong.  Congratu- 
lations to  a terrific  grouj)  of  dedicated  women  .... 

Around  the  State 

The  .second  in  the  series  on  Child  Abuse 
sponsored  by  the  Cuyahoga  County  auxiliary  was 
held  in  January  at  a luncheon  meeting  at  the 
Sheraton-Cleveland  Hotel.  Four  experts  from 
county  agencies  dealing  with  the  problem  were 
the  guest  speakers  — Mrs.  Sadye  Monroe,  child 
abuse  registrar  with  the  welfare  department;  Dr. 
John  Kennell,  a pediatrician  and  associate  pro- 
fessor at  Case- Western  Reserve  Lfniversity;  Dr. 
Lester  Adelson,  deputy  county  coroner;  and  Lt. 
\’iolet  Novak,  Cleveland  police  officer. 

FJr.  Kennell  presented  an  overview  of  child 
abuse  while  the  other  three  speakers  explained  how 
their  agencies  approach  the  problem.  Here  are  a 
few  interesting  cjuotes  from  the  speakers: 

“Ninety  percent  of  abusers  can  be  rehabili- 
tated if  given  the  proper  aid.  But  we  have  to  get 
off  this  ‘did  it  occur’  and  ‘who  done  it’  kick  and 
get  on  to  helping  this  child  and  his  troubled 
family.”  (Dr.  Kennell) 

“.Abusing  the  child  may  be  the  only  way  the 
parent  knows  to  bring  a crisis  to  the  attention  of 
the  community.  Rarely  is  abusing  a child  a delib- 
erate act  of  cruelty.  Rather  it  e.xpresses  the  par- 
ent’s inability  to  cope  with  pressures.”  (Mrs. 
Monroe) 

“When  a report  of  child  abuse  is  received,  a 
team  of  plain-clothes  policewomen  is  sent  to  the 
home  to  inwstigate.  The  investigation  may  or  may 
not  lead  to  criminal  charges,  but  any  attempts  at 
social  service  are  left  to  county  welfare  officials 
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and  are  not  assumed  by  the  police  themselves.” 
(Lt.  Novak) 

“When  a child  comes  to  the  attention  of  the 
coroner’s  office,  it’s  too  late.  We  have  the  least 
pleasant  relationship  to  the  child  abuse  problem. 
Yet  the  coroner’s  office  has  the  responsibility  of 
determining  when  a child’s  death  has  resulted  from 
parental  abuse.  We  immediately  call  the  police 
when  we  determine  a child  w'as  fatally  abused. 
Many  people  physically  capable  of  reproducing  are 
not  emotionally  or  intellectually  able  to  raise  chil- 
dren. People  must  realize  the  act  of  creation  of 
another  life  is  a very,  very'  serious  responsibility.” 
(Dr.  Adelson) 


A “Valentine” 

The  Erie  County  auxiliary  held  a \’alentine 
Dinner  in  February’  in  Sandusky  after  which  a 
review  of  proposed  medical  legislation  was  pre- 
sented. Panelists  were  Dr.  and  Mrs.  S.  Baird  Pfahl 
and  Dr.  and  Mrs.  Charles  Everett.  They  explained 
major  points  of  all  bills  introduced  in  Congress, 
noting  the  current  status  of  each,  as  well  as  the 
status  of  the  Professional  Standards  Review  Or- 
ganization and  the  Health  Alaintenance  Organi- 
zations. “The  Case  For  American  Afedicine”  by 
Harry  Schwartz  was  also  reviewed. 

The  Erie  County  Medical  Society  has  made 
plans  to  place  this  book  in  school  and  public  li- 
braries in  the  county.  The  auxiliary  has  made  plans 
to  send  the  book  to  state  and  national  legislators. 
Members  of  the  press,  radio  and  television  who 
were  the  group’s  dinner  guests  e.xpressed  apprecia- 
tion for  a valuable  briefing  session.  Also  present 
were  Mrs.  Louis  Loria,  state  auxiliary  president, 
and  the  Honorable  Jackson  E.  Betts,  former  Con- 
gressman. Mrs.  Loria  met  the  following  morning 
for  a “work  session”  with  the  officers  and  com- 
mittee chairmen  of  the  auxiliary'. 

A Nice  Thought 

From  Mr.  Shakespeare;  “When  proud-pied 
April,  dress’d  in  all  his  trim.  Hath  put  a spirit  of 
youth  in  everything”  .... 
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ON  I HE  O.MPAC  FRONT 


Columbus  Physician  Named  Chairman 
of  OMPAC  Board  Of  Directors 


H.  William  Porterfield,  M.D.,  Columbus,  has 
been  elected  Chairman  of  the  Ohio  Medical  Politi- 
cal Action  Committee  Board  of  Directors.  Dr. 
Porterfield  has  been  sening  as  \ace-Chairman  of 
the  OMPAC  Board  and  succeeds  William  J. 
Lewis,  M.D.,  Dayton.  Dr.  Lewis  was  recently- 
elected  Chairman  of  the  American  Political  Action 
Committee  Board  of  Directors. 

Ray  W.  Gifford,  Jr.,  M.D.,  Cleveland,  has 
been  elected  to  succeed  Dr.  Porterfield  as  Vice- 
Chairman  of  the  OMPAC  Board  and  Paul  A. 
Jones,  M.D.,  Zanesville,  remains  as  the  Secretary- 
T reasurer. 

-■\mong  other  activities  during  the  February 
28  Board  meeting,  the  Board  agreed  to  emphasize 
that  each  county  medical  society  and/or  hospital 
staff  should  be  encouraged  to  develop  a “key- 
man”  for  OAIPAC  to  act  as  the  educational 
liaison  between  the  Board  and  the  OMPAC  mem- 
bership. The  Board  is  going  to  have  a concerted 
effort  toward  increasing  OMPAC  membership 
both  in  1973  and  in  1974  as  the  need  for  candidate 
support  increases  toward  the  1974  election. 

If  you  are  currently  a member  of  OAIPAC, 
you  should  encourage  your  fellow  physicians  and 
their  wives  to  join  also  so  that  your  membership 
becomes  more  valuable.  If  you  are  not  currently 
an  OAIPAC  member,  please  consider  becoming 
one.  OAIPAC  is  the  strong  right  arm  of  organized 
medicine  within  the  State  of  Ohio.  Alembership 
dues  should  be  forwarded  to  your  county  medical 
society  secretary  or  may  be  sent  directly  to  the 
OAIPAC  office.  Box  5617,  Columbus,  Ohio  43221. 

***** 

“The  future  is  now,”  is  the  headline  attached 
to  the  following  comment  in  Politics,  publication 
of  BIPAC,  the  political  newsletter  of  the  business- 
industry  PAC: 

“One  of  the  enduring  cliches  of  the  bo.xing 
ring,  which  applies  equally  to  the  field  of  politics, 
is  that  you  can’t  beat  somebody  with  nobody.  . . . 

“Candidates  for  political  office  who  show 
promise  have  to  be  spotted  early  and  given  en- 
couragement, incentive,  the  desire  to  win  and  the 
necessary-  financial  backing  if  positions  of  political 
responsibility  are  to  be  captured.  . . . 

“Two  years  is  not  a very  long  time  in  politics 
to  get  ready  for  the  next  election.  Political  interests 
who  believe  the  nation’s  future  lies  in  the  free 


market  system,  sound  financial  practices  and  a 
pragmatic  approach  to  solving  problems  should 
now  be  laying  plans  to  keep  seats  in  the  United 
States  Congress  out  of  the  hand  of  ultra-liberals 
in  1974  and  beyond.  . . . 

“In  politics,  as  in  the  prize  ring,  the  develop- 
ment of  ‘somebodies’  is  a long  term  proposition 
which  must  be  started  well  in  advance  of  the  need 
to  put  electable  candidates  on  the  slate.” 

BE  SURE  TO  AIAKE  YOUR  1973  CON- 
TRIBUTION TO  OAIPAC. 

— Ohio  Medical  Political  Action  Committee 


PUBLIC  PRESS  QUOTE 


AMA  off  Drugs 

The  American  Aledical  Association  (AAIA) 
apparently  tired  of  its  forthright  stand  on  problems 
of  drug  pricing  and  prescribing  and  decided  to 
engage  in  a forthright  collapse. 

Three  members  of  the  AAI.A’s  council  on 
drugs  recently  said  their  council  was  dissolved  be- 
cause it  was  irritating  the  pharmaceutical  lobby 
too  much.  The  council  had  been  publishing  a 
little  booklet  that  suggested  some  drug  combina- 
tions were  “irrational.”  One  council  member  said 
he  was  told  that  the  pharmaceutical  folks  were  a 
friend  to  the  physicians,  and  that  drug  ads  were 
important  to  the  AAIA  Journal. 

The  association,  in  turn,  has  said  that  four 
councils  and  six  committees  were  abolished.  The 
association  said  the  need  for  the  drug  council  no 
longer  exists  because  the  Food  and  Drug  admin- 
istration (FDA)  is  doing  all  the  regulating. 

Well,  the  FDA  is  trying,  but  it  can’t  do  the 
job  alone.  A lot  of  doctors  regard  the  FDA  as  a 
remote  agency  that  doesn’t  get  involved  in  the 
workaday  problems.  So  it  helps  if  the  doctors  have 
their  own  source  of  criticism  and  guidance  in  pre- 
scribing drugs. 

But,  like  some  of  the  new  hypodermic  needles 
that  some  doctors  use,  disposables  are  more  con- 
venient. Disposable  responsibilities,  for  example. 

— Dayton  Daily  News 
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MEMBERS  OF  THE  1973 
HOUSE  OF  DELEGATES 


T isted  in  the  following  columns  are  Delegates  and  Alternate  Delegates  to  the  Ohio  State 
Medical  Association  House  of  Delegates,  as  reported  from  each  county  to  represent 
their  respccti\e  County  Medical  Societies  at  the  1973  OSMA  Annual  Meeting,  May  6-9. 
All  business  sessions  of  the  House  of  Delegates  will  be  held  at  the  Sheraton-Columbus 
Hotel. 


COUNTIES 

Delegates 

FIRST 

ADAMS 

Francis  L.  Stevens 

BROWN 
John  R.  Donohoo 

BUTLER 
James  M.  Smith 
Jerry  D.  Hammond 
James  F.  Stewart 

CLERMONT 
Carl  A.  Minning 


Alternates 

DISTRICT 

William  J.  Lundy 

Charles  H.  Maly 

John  C.  Gillen 
Frank  C.  Palmer 
James  I.  Scott,  Jr. 

Donald  R.  Morath 


COUNTIES 

Delegates 

MONTGOMERY 
Don  E.  Sando 
William  J.  Lewis 
Benjamin  Schuster 
A.  J.  Gabriele 
John  H.  Taylor 

PREBLE 

Chester  J.  Brian 

SHELBY 

George  J.  Schroer 

I'H 


.Alternates 


Robert  L.  Hoffman 
Samuel  A.  Laneve 
Konrad  A.  Kircher 
John  R.  Whitaker,  Jr. 
Frederic  G.  Schnebly 

E.  P.  Trittschuh 


DISTRICT 


CLINTON 
h’oster  J.  Boyd 

HAMILTON 
Ambrose  H.  Clement 
Frank  P.  Cleveland 
Joseph  G.  Grotty 
Wm.  R.  Culbertson,  Jr. 
Charles  D.  Feuss,  Jr. 
Milton  W.  Gwinner 
Robert  S.  Heidt 
Harry  K.  Hines 
Stephen  P.  Hogg 
Marvin  McClellan 
Glenn  W.  Pfister 
Clyde  S.  Roof 
Harold  Schiro 
Albert  E.  Thielen 
Andrew  J.  Weiss 

HIGHLAND 

WARREN 
Thomas  E.  Fox 

SECOND 

CHAMPAIGN 
Isador  Miller 

CLARK 

Ernest  H.  Winterhoff 
Henry  A.  Diederichs 

DARKE 

Jesse  L.  Heise 


John  E.  .Albers 
Donald  E.  Brinkman 
Frederick  Brockmeier 
Eugene  J.  Burns 
George  D.J.  Griffin 
James  L.  Leonard 
Frederick  F.  Martin 
H.  Glenn  Overley 
Joseph  O.  Porter 
Eli  Rubenstein 
Elmer  Schlueter 
Carl  J.  Schmidt 
William  J.  Schrimpf 
Calvin  F.  Warner 


Gary  P.  Hayes 
DISTRIGT 


M.  J.  Towle 


James  W.  Keller 
Dale  E.  French 


Jose  R.  Solis 


ALLEN 

David  A.  Barr 
J.  M.  Oppenheim 

AUGLAIZE 
Robert  Oyer 

CRAWFORD 
H.  B.  Newhard 

HANCOCK 

Chester  L.  Samuelson 

HARDIN 

Robert  B.  Elliott 

LOGAN 

James  H.  Steiner 

MARION 
Paul  E.  Lyon 

MERCER 
James  J.  Otis 

SENECA 

Walter  A.  Daniel 

VAN  WERT 
A.  C.  Diller 

WYANDOT 

Joseph  J.  Browne 


Alexander  C.  Reed 
Robert  L.  Holladay 

Elizabeth  Kuffner 

D.  D.  Bibler 

Carson  P.  Cochran 

John  Hughes 

Charles  L.  Barrett 

Thomas  N.  Quilter 

George  H.  Mcllroy 

John  Bauer 

Wilmer  L.  Her 

Herschel  A.  Rhodes 


FOURTH  DISTRICT 


GREENE 

Roger  C.  Henderson  Paul  C.  Vernier 


DEFIANCE 

Paul  E.  Brose  Nicolas  E.  Balmoria 


MIAMI  FULTON 

Jerry  L.  Hammon  A.  Robert  Davies  Benjamin  H.  Reed,  Jr.  William  J.  Neal 
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COl  XTIES 
Dclesjates 

HENRY 

r.  F.  Moriarty 

I.UCAS 

F rederick  P.  Osgood 
Charles  D.  Ford 
Bernard  L.  Huffman,  Jr. 
Roland  A.  Gandy,  Jr. 
Harry  C.  Mack 
Peter  A.  Overstreet 

OFl'AWA 
John  F.  Bodie 

PAULDING 
Doyt  E.  Farling 

PUTNAM 
James  B.  Overmier 

SANDUSKY 

Willis  L.  Damschroder 

WILLIAMS 

Robert  W.  Dihvorth 

WOOD 

W'illiam  H.  Roberts 

FIFTH 

ASHTABULA 

Shepard  A.  Burroughs 

CUYAHOGA 
James  O.  Barr 
Matthew  R.  Biscotti 
William  F.  Boukalik 
John  H.  Budd 
Theodore  J.  Castele 
Henry  A.  Crawford 
Nicholas  G.  DePiero 
John  J.  Gaughn 
Clarence  L.  Huggins 
Roscoe  J.  Kennedy 
John  A.  Kmieck 
Vincent  T.  LaMaida 
George  P.  I,eicht 
Leonard  L.  Lovshin 
Hermann  Menges,  Jr. 
James  R.  O’Malley 
George  W.  Petznick 
John  H.  Sanders 
A.  B.  Schneider,  Jr. 
Frederick  T.  Suppes 
William  V.  Trowbridge 
Howard  Van  Ordstrand 
Julius  Wolkin 

GEAUGA 

Alton  W.  Behm 

LAKE 

Carl  G.  Madsen,  Jr. 
Wesley  J.  Pignolet 

SIXTH 

COLUMBIANA 
William  S.  Banfield 

MAHONING 
C.  E.  Pichette 
Jack  Schreiber 
John  C.  Melnick 
Felix  A.  Pesa 

PORTAGE 


Alternates 

COINTIES 

Delegates 

Alternates 

R.  C.  Soriano 

SPARK 

William  A.  White,  Jr. 

James  C.  I lays 

Edward  E.  Grable 

Walter  J.  'Felesz 

Frank  O.  Goodnough 

Daniel  A.  Kibler 

'Fheron  L.  Hopple 

E.  Joel  Davis 

Joseph  P.  Yut 

M.  Brodie  Tames 

Thomas  J.  O’Grady 

SUMMIT 

Richard  J.  Wiseley 

William  Dorner 

Robert  R.  Clark 

Robert  Pa.ge 

Emmett  P.  Monroe 

Joseph  L.  Kloss 

Flarry  L.  Snyder 

Lynn  F.  DeFreest 

W.  Paul  Kilway,  Jr. 

Rocco  M.  Antenucci 

John  D.  Morley 

Patrick  Hughes 

John  C.  Johns 
J.  A.  Karnoupakis 

Don  K.  Snyder 

'FRUMBULL 
Robert  J.  Paul 

George  Mokris 

Joseph  L.  Logan 

Jerome  J.  Stanislaw 

Tohn  R.  Brown 

SEVENTH 

DISTRICT 

BELMONT 
Luis  Vanquez 

A.  John  Antalis 

John  E.  Moats 

CARROLL 

Samuel  L.  Weir 

Carl  A.  Lincke 

Clarence  B.  Nyce 

COSHOCTON 

Donald  E.  Potts 

Norman  L.  Wright 

DISTRICT 

HARRISON 

Elias  Freeman 

Janis  Trupovnieks 

James  G.  Macaulay 

JEFFERSON 

Francis  A.  Sunseri 

Sanford  Press 

John  E.  Coletta 
Christopher  A.  Colombi 
Peter  Coppedge 
Caldwell  B.  Esselstyn,  Jr. 
James  P.  Farmer 
Eugene  A.  Ferreri 
James  E.  Fleming 
Charles  A.  Hubay 
James  C.  Jones 
Edward  F.  Kieger 
Steven  Kovacs 
Fred  V.  Light 
William  A.  Mast 
Pierce  H.  Mullally 
Thomas  H.  Redding 
Robert  P.  Riley 
Flory  M.  Sandoval 
Howard  S.  Siegel 
Warner  W.  Tuckerman 
Robert  C.  Waltz 
Robert  W.  Wido 
Ralph  G.  Wieland,  Jr. 


Arturo  J.  Dimaculangan 


MONROE 

Byron  Gillespie 

TUSCARAWAS 

Philip  T.  Doughten  Harvey  J.  Reamy 

EIGHTH  DISTRICT 


ATHENS 

Leland  P.  Randles 

FAIRFIELD 

Richard  E.  Hartle 

GUERNSEY 

Robert  A.  Ringer 

LICKING 

Irving  A.  Nickerson 

MORGAN 

Austin  A.  Coulson 

MUSKINGUM 
Walter  B.  Devine 


John  F.  Kroner,  Jr. 
Donald  B.  Nichols 

Carl  M.  Frye 
Henry  Bachman 
Carl  E.  Spragg 


Edward  D.  Hudgens 
Harry  A.  Killian 

DISTRICT 

Leonard  S.  Pritchard 


NOBLE 

Edward  G.  Ditch 
PERRY 

George  C.  Ted  row 

WASHINGTON 

Gregory  B.  Krivchenia 


Frederick  M.  Cox 
Arthur  L.  Dobosiewicz 
Mary  L.  Whitacre 


NINTH  DISTRICT 


GALLIA 


J.  James  Anderson 
C.  Conner  White,  Jr. 
Rashid  A.  Abdu 
Loren  J.  Zehr 


George  R.  Sprogis 


Thomas  P.  Price,  Jr. 

HOCKING 

Jan  S.  Matthews 


Edward  J.  Berkich 
L.  W.  Starr 
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COUNTIES 

Delegates 

JACKSON 

John  W.  Zimmerly 

LAWRENCE 
Harry  Nenni 

MEIGS 

Roger  Daniels 

PIKE 

Robert  T.  Leever 

SCIOTO 

Chester  H.  Allen 

VINTON 

I'ENTH 

DELAWARE 
Robert  S.  Caulkins,  Jr. 

FAYETTE 
Ralph  Gebhart 

FRANKLIN 

Homer  A.  Anderson 
Michael  A.  Anthony 
Robert  C.  Atkinson 
James  E.  Barnes 
Joseph  A.  Bonta 
Richard  L.  Fulton 
Keith  DeVoe,  Jr. 

John  N.  Meagher 
H.  William  Porterfield 

KNOX 

Henry  T.  Lapp 

MADISON 
Sol  Maggied 

MORROW 

Joseph  P.  Ingmire 

PICKAWAY 
Jasper  M.  Hedges 

ROSS 

Joseph  S.  McKell 


Alternates 


Carl  J.  Greever 


COUNTIES 

Delegates  Alternates 

UNION 

Paul  R.  Zaugg  Walter  R.  Burt 


A.  Burton  Payne 


Albert  M.  Shrader 


Carter  L.  Pitcher 


DISTRICT 


Adelbert  R.  Callander 


Thomas  J.  Hancock 


Drew  J.  Arnold 
James  C.  Good 
Walter  M.  Haynes,  Jr. 
Thomas  M.  Hughes 
Ben  E.  Jacoby 
Charles  W.  Pavey 
Philip  H.  Taylor 
Donald  W.  Traphagen 
James  Hutchison  Williams 


Charles  E.  Cassaday 


William  T.  Bacon 


David  James  Hickson 


Emily  E.  Lutz 


Richard  L.  Counts 


ELEVEN'I'H  DISTRICT 


ASHLAND 

Jon  Cooperrider 

ERIE 

S.  Baird  Pfahl,  Jr. 

HOLMES 

Luther  W.  High 

HURON 

Nino  M.  Camardese 

LORAIN 

Charles  G.  Adams 
James  T.  Stephens 
Henry  E.  Kleinhenz 

MEDINA 

Richard  W.  Avery 

RICHLAND 

Hall  S.  Wiedemer 
Harold  F.  Mills 

WAYNE 
Albert  B.  Huff 


Charles  Warne 

Emil  J.  Meckstroth 

Maurice  E.  Mullet 

Earl  R.  McLoney 

William  H.  Miller 
John  N.  Bartone 
Harold  E.  McDonald 

Rolland  L.  Mansell 

Wendell  M.  Bell 
Charles  B.  Phillips 

John  M.  Robinson 


OFFICERS 


President  

President-Elect  . . . 
Past  President  . . . . 
Secretary-T  reasurer 


William  R.  Schultz 
. Oscar  W.  Clarke 
P.  John  Robechek 
. . James  L.  Henry 


COUNCILORS 


First  District  . . . 
Second  District  . 
Third  District  . . 
Fourth  District  . 
Fifth  District  . . 
Sixth  District  . . 
Seventh  District 
Eighth  District  . 
Ninth  District  . . 
Tenth  District  . 
Eleventh  District 


Stephen  P.  Hogg 

James  G.  Tye 

....  John  C.  Smithson 

George  N.  Bates 

David  Fishman 

. . . . Maurice  F.  Lieber 
Robert  E.  Rinderknecht 

William  M.  Wells 

. . Thomas  W.  Morgan 
. . James  C.  McLarnan 
. . . . Robert  G.  Thomas 
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HOUSE  OF  DELEGATES 


SUNDAY,  MAY  6,  1973 
3:00-7:00  PAE 

Registration  for  OSALA.  House  of  Delegates 
Terrestrial  Promenade 
Second  Floor 
Sheraton-Coluinbus  Hotel 


4:00  P.M. 

Councilor  District  Caucus  Meetings 
Sheraton-Columbus  Hotel 


District 

Councilor 

Studio 

Room 

First 

Stephen  P.  Hogg 

1601 

Second 

James  G.  Tye 

1614 

Third 

John  C.  Smithson 

1622 

Fourth 

George  N.  Bates 

1701 

Fifth 

David  Fishman 

Taft  Room 
(Third  Floor) 

Sixth 

Maurice  F.  Lieber 

1722 

Seventh 

Robert  E.  Rinderknecht 

1801 

Eighth 

William  M.  Wells 

1814 

Ninth 

Thomas  W.  Morgan 

1822 

Tenth 

James  C.  McLarnan 

1901 

Eleventh 

Robert  G.  Thomas 
5:30  P.M. 

1914 

Buffet  Dinner  for  Delegates,  Alternates 
OSMA  Council  and  Official  Guests 
Mars  and  Venus  Rooms,  Second  Floor 
Sheraton-Columbus  Hotel 

7:00  P.M. 

First  Business  Session,  Flouse  of  Delegates 
Jupiter  and  Saturn  Rooms,  Second  Floor 
Sheraton-Columbus  Hotel 

BUSINESS  AGENDA 

First  Session,  Flouse  of  Delegates 
7:00  P.M. 

Call  to  order  by  the  President — William  R. 
Schultz,  M.D.,  \Vooster. 

Invocation — Charles  A.  Sebastian,  M.D.,  Cincin- 
nati. 

Welcome  by  Ben  Arnoff,  M.D.,  Columbus,  Presi- 
dent, Academy  of  Medicine  of  Columbus  and 
Franklin  County. 


SUNDAY  (Contd.) 

Address:  Raymond  T.  Holden,  M.D.,  AMA, 

Trustee,  Washington,  D.C. 

Report  of  the  Committee  on  Credentials. 

Consideration  of  the  Minutes  of  the  last  Annual 
Meeting  (July  1972  issue  of  The  ]ourna\.) 

Introduction  of  honored  guests. 

Report  of  the  President  of  the  W’oman’s  Auxiliary' 
— Mrs.  L.  A.  Loria,  Bristolville. 

Presentation  of  AMA-ERF  checks  to  representa- 
tives of  Ohio  medical  schools — Philip  B. 
Hardymon,  M.D.,  Chairman,  Ohio  Commit- 
tee on  AMA-ERF 

University  of  Cincinnati  College  of  Medi- 
cine 

Case  \Vestern  Reserve  University  School 
of  Medicine 

Ohio  State  University  College  of  Medi- 
cine 

Medical  College  of  Ohio  at  Toledo 

Preseirtation  of  plaques  to  Past  Councilors  and 
retiring  AMA  Delegates  and  Alternates; 
Chairmen  and  members  of  Standing  Commit- 
tees and  Chairmen  of  Special  Committees. 

Presentation  of  Distinguished  Service  Citation. 

Announcement  of  appointments  to  the  Reference 
Committees  by  the  President:  Credentials; 
President’s  Address;  Resolutions;  and  Tellers 
and  Judges  of  Election. 

Election  of  Committee  on  Nominations: 

(Nominations  from  the  floor.  One  representa- 
tive (delegate)  from  each  Councilor  District. 
The  committee  shall  report  to  the  second  and 
final  Session,  Wednesday,  May  9,  3:30  p.m., 
its  recommendations  in  the  form  of  a ticket 
containing  nominees  for  officers  to  be  filled 
at  this  meeting  as  required  under  the  Consti- 
tution and  Bylaws.  Under  the  rotation  plan 
established  in  1963,  the  committeeman  from 
the  Eleventh  District  shall  serve  as  chairman) . 
The  report  of  the  Nominating  Committee 
with  respect  to  all  offices  except  President- 
elect shall  be  posted  at  registration  desk, 
earliest  time  practicable  and  at  least  three 
hours  before  the  final  session  of  the  House  of 
Delegates. 
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SUNDAY  (Contd.) 

President’s  Address: 

^Villiam  R.  Schultz,  M.D.,  Wooster. 

Introduction  of  Presidentss  of  other  State  Societies. 

Introduction  of  Resolutions: 

(Resolutions  must  be  introduced  at  this  ses- 
sion of  the  Plouse  of  Delegates,  referred  to 
the  Reference  Committees  on  Resolutions, 
and  rej)orted  back  to  the  House  of  Delegates 
at  the  Wednesday  afternoon  session  before  any 
action  can  be  taken.  All  resolutions  not  sub- 
mitted in  advance  of  the  60-day  deadline 
must  be  typewritten  and  submitted  in  trijjli- 
cate.) 

Mi,scellaneous  Business. 

MONDAY,  MAY  7,  1973 

MEETING  OF  REFERENCE 
COMMITTEES 

(All  Reference  Committee  Meetings  held  in 
Sheraton-Columbus  Hotel ) 

8:30  A.M. 

Resolutions  Committee  No.  1- 
Auditoriuni,  Third  Floor 
Resolutions  Committee  No.  2 — 

McKinley-Harding  Rooms,  Third  Floor 
Resolutions  Committee  No.  3 — 

Harrison  Rooms,  Third  Floor 
Resolutions  Committee  No.  4 — 

Taft  Room,  Third  Floor 
President’s  Address — 

Garfield-FIayes  Rooms,  Third  Floor 
Committee  on  Nominations — 

Grant  Room,  Third  Floor 
(Note:  If  necessary,  the  Reference  Commit- 
tees will  meet  in  the  same  rooms,  Monday 
afternoon.  May  7,  1:30  P.M.) 

REFERENCE  COMMITTEE 
APPOINTMENTS 

PRESIDENT’S  ADDRESS 

Chairman:  Luther  W.  High,  M.D. 

(Flolmes  County) 

Richard  L.  Fulton,  ALL). 

(Franklin  County) 

Harold  Schiro,  AI.D. 

(Llamilton  County) 

John  J.  Gaughan,  AI.D. 

(Cuyahoga  County) 

TELLERS  AND  JUDGES  OF  ELECTION 

Chairman:  Earl  R.  McLoney,  ALD. 

(Huron  County) 


MONDAY  (Contd.) 

Robert  C.  Waltz,  M.D. 

(Cuyahoga  County) 

John  E.  Albers,  Al.D. 

(Hamilton  County) 

A.  Burton  Payne,  Al.D. 

(Lawrence  County) 

Philip  H.  Taylor,  Al.D. 

(Franklin  County) 

Harry  A.  Killian,  Al.D. 

(Lake  County) 

CREDENTIALS  OF  DELEGATES 

Chairman:  Robert  B.  Elliott,  Al.D. 

(Hardin  Gounty) 

Alarv'in  AlcClellan,  Al.D. 

(Hamilton  County) 

Irving  A.  Nickerson,  Al.D. 

(Licking  County) 

Richard  W.  Avery,  Al.D. 

(Aledina  County) 

RESOLUTIONS  COAIAHTTEE  NO.  1 

Chairman:  John  N.  Aleagher,  ALL). 

(Franklin  County) 

William  V . Trowbridge,  Al.D. 

(Cuyahoga  County) 

William  J.  Lewis,  Jr.,  Al.D. 

(Alontgomery  County) 

Thomas  E.  Fox,  Al.D. 

(Warren  County) 

Chester  L.  Samuelson,  Al.D. 

(Hancock  County) 

Harry  C.  Alack,  Al.D. 

(Lucas  County) 

Sanford  Press,  Al.D. 

(Jefferson  County) 

Walter  B.  Devine,  Al.D. 

(Aluskingum  County) 

Thomas  P.  Price,  Jr.,  Al.D. 

(Gallia  County) 

William  Dorner,  Al.D. 

(Summit  County) 

James  T.  Stephens,  Al.D. 

(Lorain  County) 

RESOLUTIONS  COAIAHTTEE  NO.  2 

Chairman:  Jasper  AI.  Hedges,  Al.D. 

( Pickaway  County ) 

Peter  A.  Overstreet,  Al.D. 

( Lucas  County ) 

Frank  P.  Cleveland,  Al.D. 

(Hamilton  County) 

Jerry  L.  Hammon,  Al.D. 

(Aliami  County) 

Paul  E.  Lyon,  Al.D. 

(Alarion  County) 

Jack  Schreiber,  Al.D. 

(Alahoning  County) 
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MONDAY  (Contd.) 

Philip  T.  Doughten,  M.D. 

(Tuscarawas  County) 

Leland  P.  Randles,  M.D. 

(Athens  County) 

John  ^\  . Zimmerly,  AI.D. 

(Jackson  County) 

Henry  A.  Crawford,  M.D. 

(Cuyahoga  County) 

S.  Baird  Pfahl,  Jr.,  M.D. 

(Erie  County) 

RESOLUTIONS  COMMITTEE  NO.  3 

Chairman:  Clarence  L.  Huggins,  M.D. 

(Cuyahoga  County) 

William  R.  Culbertson,  Jr.,  M.D. 

(Hamilton  County) 

George  J.  Schroer,  M.D. 

(Shelby  County) 

David  A.  Barr,  M.D. 

(Allen  County) 

T.  F.  Moriarty,  M.D. 

(Henry  County) 

Keith  DeVoe,  Jr.,  M.D. 

(Franklin  County) 

Edward  E.  Grable,  M.D. 

(Stark  County) 

Carl  A.  Lincke,  M.D. 

(Carroll  County) 

Robert  A.  Ringer,  M.D. 

(Guernsey  County) 


HOUSE  OF 

FINAL  SESSION 

WEDNESDAY,  MAY  9,  1973 
2:30-  3:30  P.M. 

Registration  for  OSMA  House  of  Delegates 
Terrestrial  Promenade,  Second  Floor 
Sheraton-Columbus  Hotel 

3:30  P.M. 

OSMA  House  of  Delegates  Final  Business  Session 
Jupiter  and  Saturn  Rooms,  Second  Floor 
Sheraton-Columbus  Hotel 

5:30  P.M. 

Buffet  Dinner  for  Delegates,  Alternates,  OSMA 
Council  and  Official  Guests 
Mars  and  X'enus  Rooms,  Second  Floor 
Sheraton-Columbus  Hotel 


MONDAY  (Contd.) 

1 larry  Nenni,  M.D. 

(Lawrence  County) 

Hall  S.  \V  iedemer,  M.D. 

(Richland  County) 

RESOLUTIONS  COMMITTEE  NO.  4 

Chairman:  Frederick  P.  Osgood,  M.D. 

(Lucas  County) 

Andrew  J.  Weiss,  M.D. 

(Hamilton  County) 

Ernest  FI.  Winterhoff,  M.D. 

(Clark  County) 

James  H.  Steiner,  M.D. 

(Logan  County) 

Carl  G.  Madsen,  Jr.,  M.D. 

(Lake  County) 

E.  Joel  Davis,  M.D. 

(Stark  County) 

Norman  L.  Wright,  M.D. 

(Coshocton  County) 

Richard  E.  Hartle,  M.D. 

(Fairfield  County) 

Chester  H.  Allen,  M.D. 

(Scioto  County) 

Joseph  A.  Bonta,  M.D. 

(Franklin  County) 

Charles  G.  Adams,  M.D. 

(Lorain  County) 


DELEGATES 

BUSINESS  AGENDA 

Final  Session,  House  of  Delegates 
Introduction  of  Guests 
Report  of  Committee  on  Credentials 
Election  of  President-Elect 

Report  of  Committee  on  Nominations  and  election 
of  other  officers. 

(a)  Nominations  for  The  Council. 

(Members  of  The  Council  are  elected  for 
two-year  terms;  terms  of  those  represent- 
ing the  even-numbered  districts  expire  in 
odd-numbered  years) . 

Second  District  — (Incumbent,  James 
G.  Tye,  M.D.,  Dayton) 
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Fourth  District  — (Incumbent,  George 
N.  Bates,  M.D.,  Toledo) 

Sixth  District  — (Incumbent,  Maurice 
F.  Lieber,  M.D.,  Canton) 

Eighth  District — (Incumbent,  \Villiam 
M.  Wells,  M.D.,  Newark) 

Tenth  District  — (Incumbent,  James 
C.  McLarnan,  M.D.,  Mt.  Vernon) 
Secretary  - Treasurer  — ( Incumbent, 
James  L.  Henry,  M.D.,  Grove  City) 
(Note:  Ineligible  for  re-election  hav- 
ing served  the  maximum  time  as 
Secretary-Treasurer  as  provided  in 
the  Constitution  and  Bylaws  of  the 
Association) 

(b)  Election  of  Delegates  and  Alternates  to 
the  American  Medical  Association  — 5 
Delegates  and  5 Alternates  to  be  elected 
each  for  a two-year  term  starting  Janu- 
ary 1,  1974  in  compliance  with  the  Con- 
stitution and  Bylaws  of  the  American 
Medical  Association.  The  following  in- 
cumbent Delegates  and  Alternates  will 
serve  for  the  remainder  of  1973,  their 
terms  expiring  December  31,  1973. 

Delegates:  (Listed  Alphabetically) 
Oscar  W.  Clarke,  M.D.,  Gallipolis 
Henry  A.  Crawford,  M.D.,  Cleveland 
Harry  K.  Hines,  M.D.,  Cincinnati 
Frederick  P.  Osgood,  M.D.,  Toledo 
P.  John  Robechek,  M.D.,  Cleveland 


Alternates:  (Listed  Alphabetically) 
George  N.  Bates,  M.D.,  Toledo 
Richard  L.  Fulton,  M.D.,  Columbus 
Jerry  L.  Hammon,  M.D.,  West  Milton 
William  J.  Lewis,  Jr.,  M.D.,  Dayton 
Jack  Schreiber,  M.D.,  Canfield 
(one  vacancy)  created  when  Robert  P. 
Johnson,  M.D.,  Middletown  resigned. 
Dr.  Johnson  was  elected  Alternate  be- 
ginning January  1,  1973  and  ending 
December  31,  1974. 

.\11  nominees  for  the  office  of  .\MA  Delegates 
and  AMA  Alternate  shall  run  at  large. 

Election  of  Delegates  and  Alternates  of  the 
.-\M.\  shall  be  governed  by  Section  6,  Chapter  5 
of  the  OSMA  Constitution  and  Bylaws  as  revised 
by  the  House  of  Delegates  in  May,  1971. 

Reports  of  Reference  Committees. 

President’s  Address 
Resolutions  Committee  No.  1 
Resolutions  Committee  No.  2 
Resolutions  Committee  No.  3 
Resolutions  Committee  No.  4 

Miscellaneous  Business 
Installation  of  Officers  for  1973-74. 

.Announcement  of  Standing  Committee  Appoint- 
ments by  the  newly  installed  President  and 
action  thereon  by  House  of  Delegates. 
Unfinished  business. 

.Adjournment. 
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JOURNAL  ADVERTISERS 

Advertisers  in  The  Journal  are  friends  of  the  profession. 
By  accepting  their  advertising  we  show  confidence  in  them 
and  in  their  services  and  products.  They  underwrite  a large 
portion  of  the  printing  cost  of  The  Journal,  and  help  make 
it  a quality  publication.  In  return  we  place  their  mess^iges 
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with  their  services  and  products  and  let  them  know  that 
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Classified  Advertisements 

Rates:  50  cents  per  line.  Minimum  charge  $1.00  for  each  insertion.  Display  classified.  $1.00  per 
line.  (9  lines  to  the  inch)  Prices  cover  the  cost  of  remailing  answers.  Forms  close  the  8th  of  the 
month  preceding  publication.  To  assure  prompt  delivery,  when  replying  to  an  advertisement  over 
a Journal  box  number,  address  letters  as  follows: 

Box  (insert  number),  c/o  The  Ohio  State  Medical  Journal 
17  South  High  Street,  Suite  500,  Columbus,  Ohio  43215 


Physicians  seeking  locations  in  Ohio  are  in- 
vited to  contact  the  Physicians'  Placement  Service 
in  the  executive  offices  of  the  Ohio  State  Medical 
Association,  17  South  High  Street,  Suite  500, 
Columbus,  Ohio  43215.  Through  this  medium 
efforts  are  made  to  establish  communications  be- 
tween physicians  seeking  locations  and  com- 
munities where  physicians  are  needed,  or  other 
physicians  who  are  in  need  of  associates. 


OHIO,  F.'MRFIELD,  Space  available  in  modern 
Medical  Building,  15  miles  from  Cincinnati.  General 
Practitioner  and  Specialist  needed.  Reply  to  Box  616, 
c/o  The  Ohio  State  Medical  Journal. 


GROUP  FAMILY  PRAGTIGE— Excellent  oppor- 
tunity for  family  practice  in  pleasant,  progressive  town 
near  Columbus,  Ohio.  No  OB;  well-equipped  medical 
center,  5200  sq.  ft.,  including  twelve  examining  rooms, 
small  surgery,  own  laboratory  and  x-ray;  three  GP’s 
already  in  practice;  part-time  coverage  of  college  health 
service;  modern  well-equipped  350-bed  community  hos- 
pital with  active  consulting  service  and  ER  group  4 
miles  from  office;  excellent  local  schools.  Salary  plus 
percentage  first  year.  Write  to  Granville  Medical  Cen- 
ter, Inc.,  Granville,  Ohio  43023. 


PHYSICI.^N’S  OFFICE  FOR  RENT  in  Marie- 
mont,  a Village  adjacent  to  Cincinnati,  near  a good 
hospital.  Contact  L.  Hermanies,  3900  Oak  St.,  Marie- 
mont,  Ohio,  Phone  271-0291. 


WANTED:  FAMILY  PHYSICIANS,  ORTHO- 

PEDISTS, ENT,  OB-GYN,  PEDIATRICIAN,  CARDI- 
OLOGIST. ALL  SURGICAL  SPECIALTIES.  All  new 
medical  center  adjacent  to  new  206-bed  hospital.  All 
specialties  plus  strong  family  practice  nucleus.  Many 
shared  services.  Computer.  Lease.  Potential  buy-in.  Start 
up  financing  available.  Reply  Box  669,  c/o  Ohio  State 
Medical  Journal. 


FOR  RENT:  Large  family  cottage  with  tennis 
court  on  lake,  Northern  Michigan.  Available  May 
through  October  by  the  week.  Reply  Box  675,  c/o 
Ohio  State  Medical  Journal. 


GENERAL  PRACTITIONER  RETIRING 
Equipment,  5 rooms  and  patient  records.  Avail- 
ability and  terms  can  be  arranged  to  mutual  satisfac- 
tion. Located  in  the  middle  of  downtown,  five  minutes 
walk  to  hospital,  which  is  accredited  and  has  all  medi- 
cal services  represented;  staff  no  problem.  Ample  park- 
ing. Must  see  to  appreciate.  South  East  Ohio.  Univer- 
sity Town.  Reply  Box  660  c/o  Ohio  State  Medical 
Journal. 


DIRECTOR  OF  FAMILY  PR.\CTICE  PRO- 
GR.^M:  The  search  committee  of  the  Family  Practice 
Residency  Committee  of  the  Toledo  Hospital,  Toledo, 
Ohio  43606,  is  prepared  to  interview  interested  physi- 
cians for  a full-time  position  in  a new  Family  Practice 
Residency  Program  to  begin  about  September  1,  1973. 
For  information  or  an  appointment  for  interview  please 
contact:  Henry  R.  Silverman,  M.D.  4352  Sylvania 
Avenue,  Toledo,  Ohio  43623.  Telephone:  419/882-7165. 


IMMEDIATE  OPENING  for  Ob-Gyn,  Internal 
Medicine  and  Orthopedic  specialties  to  establish  success- 
ful practice  with  14-man  multi-specialty  group.  Excellent 
group  benefits;  pension  plan;  modern  clinic  facilities; 
progressive  community  with  excellent  educational  system 
including  two  colleges;  city  population  35,000;  good 
recreational  facilities;  each  specialty  must  be  board  eli- 
gible or  certified.  Contact:  Business  Manager,  The  Mani- 
towoc Clinic,  601  Reed  Avenue,  Manitowoc,  Wisconsin 
54220. 

OHIO,  AKRON:  Exciting  opportunity  for  psychi- 
atrist interested  in  taking  over  an  out-patient  private 
practice.  Net  income  $40,000  and  up.  Consultation  to 
local  agencies,  hospital  privileges,  teaching  also  available. 
Contact  Box  670  c/o  Ohio  State  Medical  Journal. 

VACATION  CONDOMINIUM  — New  Smyrna 
Beach,  Fla.  — just  south  of  Daytona  and  away  from  the 
crowds,  but  enjoying  the  same  beautiful  beach.  Two 
bedrooms,  2 baths,  wall-to-wall  carpeting,  completely  and 
tastefully  furnished  including  linens,  color  TV  and  dish- 
w'asher,  HE.\TED  POOL,  and  sauna.  $400  per  month. 
For  reservations  or  further  information,  contact  Wm.  W. 
Conner,  M.D.,  517  Lakeshore  Dr.,  Eustis,  Florida 
32726.  Phone  904-357-5715. 


FOR  RENT  OR  LEASE — General  Practitioner’s 
Office  for  10  years.  Suite  of  4 rooms — central  air- 
conditioned — carpeted — paneled.  Parking  in  rear.  Phone: 
614/224-6972  or  614/231-1987.  Columbus,  Ohio. 
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WANTED:  LOCUM  TENENS  for  E.R.  for  1-2-3 
months  in  July,  August  or  September.  $3,000  plus  my 
own  house  per  month.  Opportunity  to  join  group  as  fifth 
man  is  open!  Contact:  B.  Sarihan,  M.D.,  2501  Marinette 
Dr.,  Springfield,  Ohio.  45503,  Tel:  513-399-7828. 

FAMILY  PR.A.CTICE  RESIDENCY  — Just  ap- 
proved — • openings  at  all  levels  — can  start  immediately 
— • for  details  contact:  .■\.  J.  Pultz,  M.D.,  Chairman, 
Family  Practice  Committee,  Grant  Llospital,  309  E. 
State,  Columbus,  Ohio  43215. 

OB-GYN— BOARD  ELIGIBLE  OR  CERTIFIED 
to  join  certified  Obstetrician-Gynecologist  in  suburb  of 
medium  sized  city  in  southwestern  Ohio.  Excellent  salary 
first  year;  partnership  second  year.  Ample  time  off.  Good 
schools.  Leisurely  life.  Send  curriculum  vitae  to  Box  668, 
z/o  Ohio  State  Medical  Journal. 

UNIVERSITY  HEALTH  SERVICE— Ohio— Ex- 
cellent opportunity  to  join  compatible  staff  in  well 
equipped  modern  facility;  liberal  vacation  and  time  off 
with  many  other  fringe  benefits;  salary  negotiable. 
Contact:  Henry  Vogtsberger,  M.D.,  Student  Medical 
Center,  Bowling  Green  State  University,  Bowling  Green, 
Ohio  43043.  An  Equal  Opportunity  Employer. 

IMMEDI.\TE  OPENING  for  general  practitioner 
to  associate  in  Family  Practice  Medicine  in  well  es- 
tabli.shed  modern  office  in  suburb  of  industrial  north- 
eastern Ohio  city.  OB  optional.  Hours  excellent.  Reply 
Box  676,  c/o  Ohio  State  Medical  Journal. 

HOUSE  PHYSICIANS  MEDICAL  AND  SURGI- 
CAL ECFMG  CERTIFICATE  REQUIRED.  Board 
eligibility  desirable.  Salary  commensurate  with  training 
and  experience.  Fringe  benefits  include  paid  hospitaliza- 
tion, uniforms,  meals,  and  malpractice  insurance.  Con- 
tact: Dept,  of  Medical  Education,  Lakewood  Hospital, 
14519  Detroit  Road,  Lakewood,  Ohio  44107. 

HOUSE  PHYSICIANS  — POSITIONS  AVAIL- 
ABLE IMMEDIATELY : Medicine,  Surgery,  Pediatrics 
and  OB-Gyn.  500  bed  general  hospital.  Housing  avail- 
able, excellent  fringe  benefits.  Salary  negotiable.  Prefer- 
ence given  Board  eligible  physicians.  Immigration  visa 
required  for  FMGs.  Include  training  resume.  Contact 
Adolfo  D.  Games,  M.D.,  F.A.C.G.,  Director  of  Medical 
Education,  Trumbull  Memorial  Hospital,  1350  E.  Mar- 
ket St.,  Warren,  Ohio  44482. 

MODEL  RAILROAD  SCALE  2 RAIL  D.  C. 
CURRENT.  Superdetailed — locos  and  cars.  6 steam 
locos,  3 diesel  and  1 gas-electric.  105  cars — passenger 
& all  types  freight.  Locos  with  interior  detail,  engineer 
& fireman.  All  passenger,  cabooses,  work  cars  and 
unique  3 horse  cars  superdetailed  with  finished  interiors, 
lighting  & people.  Road  name  of  railroad  Pine  River  & 
Northern.  3 D.C.  Transformers,  buildings,  turntable, 
many  parts.  Many  of  the  cars  handcrafted  to  period 
1880  to  1930  providing  both  hobby  interest  and  collector 
value.  Value  a full  $5,000 — will  sell  $4,000  cash.  Reason 
— age  72.  Marshall  R.  Rust — 207  Washington,  Marietta, 
Ohio — phone  614-373-5247. 

WANTED : Board  certified  or  eligible  Ob-Gyn  with 
military  obligation  completed  to  associate  with  certified 
Ob-Gyn  in  central  Ohio.  Salary  with  bonus  first  year — 
full  partnership  after  two  years.  Modern  hospital.  Con- 
tact: Benjamin  Zolo,  M.D.,  1320  Granville  Rd.,  Newark, 
Ohio  43055.  Phone  614/344-1196. 


PSYCHIATRISTS — The  Northville  Program  now 
has  openings  for  Staff  Psychiatrists  in  its  Adult,  Young 
Adult,  Community  Mental  Health  Center  and  Crisis 
Center  operations  in  the  Detroit  Metropolitan  Area.  Our 
unitized  clinical  and  administrative  structure  involves  14 
units  of  33  beds.  Each  unit  conducts  its  owm  admission, 
inpatient  and  outpatient  program.  These  positions  re- 
quire completion  of  an  approved  residency  program  and 
possession  of  (or  eligibility  for)  a Michigan  medical  li- 
cense. The  salaries  go  as  high  as  $32,280  depending  on 
qualifications.  A sound  fringe  benefit  program  is  pro- 
vided by  Michigan  Civil  Service.  For  further  information, 
contact:  Richard  D.  Budd,  M.D.,  Northville  State  Hos- 
pital, 41001  Seven  Mile  Road,  Northville,  Michigan 
48167.  An  Equal  Opportunity  Employer. 

IMMEDIATE  OPPORTUNITY  due  to  death  of 
physician.  Large  general  practice  available  in  Cleveland 
suburb.  Complete  with  modern  equipment  and  patient 
records.  Contact:  R.  Zelvy,  Cleveland  216-696-4600. 

ANESTHESIOLOGIST : Ohio  State  University 

graduate;  University  Residency  trained;  Board  eligible; 
extensive  experience;  desires  position  with  adequate  in- 
come and  ample  free  time ; any  situation  considered.  Box 
673,  c/o  Ohio  State  Medical  Journal. 

FINANCIALLY  SUCCESSFUL  PRACTICE.  High 
income,  acute  general  practice.  No  OB  unless  desired. 
Located  in  central  Ohio  close  to  boating,  fishing,  skiing. 
Established  practice  in  new  office  with  6 exam  rooms, 
lab.,  x-ray,  etc.  Available  July  1st.  Call  614-891-5311, 
or  reply  Box  654,  c/o  Ohio  State  Medical  Journal. 

PHYSICIANS  NEEDED  IN  NORTH  CENTRAL 
OHIO.  Immediate  openings  in  general  practice  and  in 
internal  medicine  in  rural  area.  Will  provide  space  and 
arrangements.  New  hospital  facilities.  Contact  Hardin 
County  Medical  Society,  c/o  Hardin  Memorial  Hospital, 
Kenton,  Ohio  43326. 

EMERGENCY  ROOM  PHYSICIAN  NEEDED. 
July,  1973,  Southwest  Ohio.  Established  group  to  add 
5th  man.  Excellent  opportunity  for  a physician  who  is 
interested  in  immediate  partnership  without  financial 
outlay.  Reply  Box  677,  c/o  Ohio  State  Medical  Journal. 

WANTED:  Position  available  at  once  to  join  a 
well  established  Emergency  Room  Group,  full  time,  at 
Deaconess  Hospital  of  Cleveland.  Please  Contact:  Walter 
Pavluk,  M.D.,  5500  Ridge  Road,  Parma,  Ohio  44129. 
Telephone  216/884-1800. 

CRITICAL  CARE  SPECIALISTS  (INTEN- 
SIVISTS) — New  program  developed  providing  24-hour 
inpatient  care.  400  bed  general  hospital  with  10-bed 
ICU  and  11-bed  CCU;  Cardiac  Cath  Lab,  open  heart 
and  vascular  surgery.  Especially  need  full-time  director 
ICU,  and  full-time  director  CCU.  New  facilities.  Ohio 
license  or  reciprocity.  Salary  competitive.  Inquiries 
to:  Medical  Care  Foundation  of  Lakewood,  14519 

Detroit  Ave.,  Lakewood,  Ohio  44107. 

OB-GYN  WANTED  to  associate  with  well-estab- 
lished, busy  38-year-old  Junior  Fellow  doing  over  500 
deliveries/year  in  Portsmouth,  Ohio.  Share  work  and 
income  from  first  day.  Two  modern  fully  approved  hos- 
pitals in  this  pleasant  Ohio  University  Branch  College 
town.  Please  contact:  John  S.  Temponeras,  M.D.,  3350 
Indian  Drive,  Portsmouth,  Ohio  45662.  Tel.  614/354- 
2616  or  614/353-6220. 
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OUR  EUROPEAN  ADVENTURE 

Is  Germany,  Austria  and  Switzerland,  A Private  707  Jet,  Deluxe  Hotels,  French  Cuisine,  Lake 
Geneva,  Swiss  Watches,  Kaiser  Wilhelm  Church,  the  Brandenburg  Gate,  Mt.  Blanc,  Viennese 
Pastry 


AND«86a 


PERSON. 


Departing:  Cleveland  and  Columbus 


August  5,  1973 


Send  to  Ohio  State  Medical  Association 

17  S.  High  Street  — Suite  500  

Columbus,  Ohio  43215  Name 


Enclosed  is  my  check  for  $ Home  Address 

($100  per  personas  deposit.) 

□ Please  send  full  color  brochure  City  State  Zip  Code  Phone 


J 


How  strong 
must  a tranquilizer  be 
for  severe  anxiety? 


As  strong  as  Librium  25  mg 

(chlordiazepoxide  HCI) 


The  achievement  of  desired  therapeutic 
results  is  often  a function  of  the  dosage 
strength  as  well  as  the  drug’s  intrinsic  action.  Thus,  when 
anxiety  is  severe,  the  25-mg  strength  of  Librium  fre- 
quently provides  the  necessar}'  antianxiety  action  with  a 
minimum  of  unwanted  adverse  reactions.  Librium  25  mg 
is  a convenient  dosage  form  for  the  relief  of  severe, 
incapacitating  anxiety,  specifically  formulated  to  supple- 
ment your  counsel  and  reassurance. 

Benefits -to-risks  ratio 
permits  higher  dosage 

For  over  1 3 years. 

Librium  has  been  recog- 
nized tor  its  excellent 
bcnefits-to-risks  ratio,  an 
asset  in  the  higher  dosage  ranges  iis  in  more  common  clini- 
cal applications.  Thus,  the  frequency  of  dosage  with 
Librium  25  mg  can  be  flexibly  adjusted  to  the  needs  and 
response  of  the  individual  patient,  up  to  100  mg  daily  if 
required.  Total  daily  dosage  for  the  elderly  and 
debilitated  should  not  exceed  20  mg.  When  severe 
anxiety  has  been  reduced,  Librium  dosage  should  be 
correspondingly  reduced  or  discontinued  entirely. 

basic  support 
in  severe  anxiety 

Libriunf  25  mg 

(chlordiazepoxide  HCI) 

1 capsule  t.i.d./q.i.d. 


ROCHE 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc 

Nutley,  N J 07110 


Before  prescribing,  please  consult  com- 
plete product  information,  a summary  of 
which  follows: 

Indications:  Relief  of  anxiety  and  tension 
occurring  alone  or  accompanying  various  disc*ase 
states. 

Contraindications:  Patients  with  known  i 
hypersensitivity  to  the  drug. 

Warnings:  Caution  patients  about  possible  ' 

, combined  effects  with  alcohol  and  other  CNS  I 
depressants.  As  with  all  CNS-acting  drugs,  caution  : 
patients  against  hazardous  occupations  requiring  | 
complete  mental  alertness  (e.g.,  operating  machin-i 
ery,  driving).  Though  physical  and  psychological  ) 
dependence  have  rarely  been  reported  on  recom-  ‘ 
mended  doses,  use  caution  in  administering  to 
addiction-prone  individuals  or  those  who  might  i 
increase  dosage;  withdrawal  symptoms  (including 
convulsions),  following  discontinuation  of  the 
drug  and  similar  to  those  seen  with  barbiturates, 
have  been  reported.  Use  of  any  drug  in  pregnancy,  m 
lactation,  or  in  women  of  childbearing  age  requires  || 
that  its  potential  benefits  be  weighed  against  its  | 
possible  hazards.  I 

Precautions;  In  the  elderly  and  debilitated,  I 
and  in  children  over  six,  limit  to  smallest  effec-  1 
tive  dosage  (initially  10  mg  or  less  per  day)  to 
preclude  ataxia  or  oversedation,  increasing  gradu- 
ally as  needed  and  tolerated.  Not  recommended 
in  children  under  six.  Though  generally  not  rec-  ' 
ommended,  if  combination  therapy  with  other 
psychotropics  seems  indicated,  carefully  consider 
individual  pharmacologic  effects,  particularly  in 
use  of  potentiating  drugs  such  as  MAO  inhibitors 
and  phenothiazines.  Observe  usual  precautions  in 
presence  of  impaired  renal  or  hepatic  function. 
Paradoxical  reactions  ( e.g.,  excitement,  stimulation 
and  acute  rage)  have  been  reported  in  psychiatric 
patients  and  hyperactive  aggressive  children. 

Employ  usual  precautions  in  treatment  of  anxiety 
states  with  evidence  of  impending  depression; 
suicidal  tendencies  may  be  present  and  protective 
measures  necessary.  Variable  effects  on  blood 
coagulation  have  been  reported  very  rarely  in 
patients  receiving  the  drug  and  oral  anticoagu- 
lants; causal  relationship  has  not  been  established  • 
clinically. 

Adverse  Reactions:  Drowsiness,  ataxia  and 
confusion  may  occur,  especially  in  the  elderly  and 
debilitated.  These  are  reversible  in  most  instances 
by  proper  dosage  adjustment,  but  are  also  occa- 
sionally observed  at  the  lower  dosage  ranges.  In  a 
few  instances  syncope  has  been  reported.  Also  en-  I 
countered  are  isolated  instances  of  skin  eruptions, 
edema,  minor  menstrual  irregularities,  nausc-a  and 
constipation,  extrapyramidal  symptoms,  increased 
and  decreased  libido— all  infrequent  and  generally  [ 
controlled  with  dosage  reduction;  changes  in  EE(3  ' 
patterns  (low-voltage  fast  activity)  may  appear 
during  and  after  treatment;  blood  dyscrasias  (in- 
cluding agranulocytosis),  jaundice  and  hepatic 
dysfunction  have  been  reported  occasionally,  mak- 
ing periodic  blood  counts  and  liver  function  tests 
advisable  during  protracted  therapy. 

Supplied:  Librium®  Capsules  containing 
5 mg,  1 0 mg  or  2 5 mg  chlordiazepoxide  HCI. 
Libritabs®  Tablets  containing  5 mg,  10  mg  or 
25  mg  chlordiazepoxide. 
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Everybody  experiences  psychic  tension. 


Most  people  can  handle  this  tension. 


Some  people  develop  excessive  psvchic  tension  and  need  your  counseling, 


and  a few  may  need  counseling 
and  the  psychotropic  action  of  Valium®  (diazepam). 


m 


Before  deciding  to  make  Valium 
yiazepam)  part  of  your  treatment 
ilan,  check  on  whether  or  not  the 
latient  is  presently  taking  drugs  1 ® 
nd,  if  so,  what  his  response  has 
leen.  Along  w ith  the  medical  and 
social  history,  this  information  can 
help  you  determine  initial  dosage, 
the  possibility  of  side  effects  and 
the  ultimate  prospects  of  success 
or  failure. 

While  Valium  can  be  a most 
helpful  adjunct  to  your  counseling, 
it  should  be  prescribed  only  as  long 
as  excessive  psychic  tension  per- 
sists and  should  be  discontinued 
when  you  decide  it  has  accom- 
plished its  therapeutic  task.  In 
general,  w hen  dosage  guidelines 
are  follow  ed.  Valium  is  w ell 
tolerated  (see  Dosage),  f or  con- 
venience it  is  available  in  2-mg,  5-mg 
and  lo-mg  tablets. 

Drowsiness,  hitigue  and  ataxia 
have  been  the  most  commonly  re- 
ported side  effects. 

Until  response  is  determined, 
patients  receiving  Valium  should 
be  cautioned  against  engaging  in 
hazardous  occupations  requiring 
complete  mental  alertness,  such 
as  driving  or  operating  machinery. 


onrur  X Laboratories 

HULnt  y Division  of  Hoffmann-La  Roche  Inc. 
Nutley,  N J 07110 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Tension  and  anxiety  states;  somatic  com- 
i\j  plaints  which  are  concomitants  of  emotional  factors;  psycho- 
neurotic states  manifested  by  tension,  anxiety,  apprehension, 
fatigue,  depressive  symptoms  or  agitation;  symptomatic  relief 
of  acute  agitation,  tremor,  delirium  tremens  ana  hallucinosis 
due  to  acute  alcohol  withdrawal;  adjunctively  in  skeletal 
muscle  spasm  due  to  reflex  spasm  to  local  pathology,  spasticity 
caused  by  upper  motor  neuron  disorders,  athetosis,  stiff-man 
syndrome,  convulsive  disorders  (not  for  sole  therapy). 

Contraindicated:  Known  hypersensitivity  to  the  drug. 
Children  under  6 months  of  age.  Acute  narrow  angle  glau- 
coma; may  be  used  in  patients  with  open  angle  glaucoma  who 
are  receiving  appropriate  therapy. 

Warnings:  Not  of  value  in  psychotic  patients.  Caution 
against  hazardous  occupations  requiring  complete  mental 
alertness.  VV'hen  used  adjunctively  in  convulsive  disorders, 
possibility  of  increase  in  frequency  and/or  severity  of  grand 
mal  seizures  mav  require  increased  dosage  of  standard  anti- 
convulsant medication;  abrupt  withdrawal  may  be  associated 
with  temporary  increase  in  frequency  and/or  severity  of 
seizures.  Advise  against  simultaneous  ingestion  of  alcohol  and 
other  CNS  depressants.  Withdrawal  symptoms  (similar  to 
those  with  barbiturates  and  alcohol)  have  occurred  following 
abrupt  discontinuance  (convulsions,  tremor,  abdominal  and 
muscle  cramps,  vomiting  and  sweating).  Keep  addiction-prone 
individuals  under  careful  surveillance  because  of  their  pre- 
disposition to  habituation  and  dependence.  In  pregnancy, 
lactation  or  women  of  childbearing  age,  weigh  potential 
benefit  against  possible  hazard. 

Precautions:  If  combined  with  other  psychotropics  or 
anticonvulsants,  consider  carefully  pharmacology  of  agents 
employed;  drugs  such  as  phenothiazines,  narcotics,  barbi- 
turates, MAC)  inhibitors  and  other  antidepressants  may  poten- 
tiate its  action.  Usual  precautions  indicated  in  patients 
severel)  depressed,  or  with  latent  depression,  or  with  suicidal 
tendencies.  Observe  usual  precautions  in  impaired  renal  or 
hepatic  function.  Limit  dosage  to  smallest  effective  amount  in 
eluerlv  and  debilitated  to  preclude  ataxia  or  oversedation. 

Side  Effects:  Drowsiness,  confusion,  diplopia,  hypoten- 
sion, changes  in  libido,  nausea,  fatigue,  depression,  dysarthria, 
jaundice,  skin  rash,  ataxia,  constipation,  headache,  incon- 
tinence, changes  in  salivation,  slurred  speech,  tremor,  vertigo, 
urinary  retention,  blurred  vision.  Paradoxical  reactions  such 
as  acute  hyperexcited  states,  anxiety,  hallucinations,  increased 
muscle  spasticity,  insomnia,  rage,  sleep  disturbances,  stimula- 
tion have  been  reported;  should  these  occur,  discontinue  drug. 
Isolated  reports  of  neutropenia,  jaundice;  periodic  blood 
counts  anti  liver  function  tests  advisable  during  long-term 
therapv. 

Dosage:  Individualize  for  maximum  beneficial  effect. 
Adults:  lension,  anxiety  and  psychoneurotic  states,  2 to  10  mg 
b.i.d.  to  q.i.d.;  alcoholism,  10  mg  t.i.d.  or  q.i.d.  in  first  24  hours, 
then  5 mg  t.i.d.  or  q.i.d.  as  needed;  adjunctively  in  skeletal 
muscle  spasm,  2 to  10  mg  t.i.d.  or  q.i.d.;  adjunctively  in 
convulsive  disorders,  2 to  10  mg  b.i.d.  to  q.i.d.  Geriatric  or 
debilitated  patients:  2 to  2V2  mg,  1 or  2 times  daily  initially, 
increasing  as  needed  and  tolerated.  (See  Precautions.)  Children: 

1 to  2V2  mg  t.i.d.  or  q.i.d.  initially,  increasing  as  needed  and 
tolerated  (not  for  use  under  6 months). 

Supplied:  Valium®  (diazepam)  Tablets,  2 mg,  5 mg  and 
10  mg;  bottles  of  100  and  500.  All  strengths  also  available  in 
lel-t^-Dose®  packages  of  1000. 


Wiunt 

(diazepam) 

To  help  you  manage  excessive  psychic  tension 


The  Ohio  State 

MEDICALJOURNAL 


VOL  69  MAY,  1973  No.  5 


OSMA  OFFICERS 
President 

William  R.  Schultz,  M.D. 
1749  Cleveland  Rd. 

Wooster  44691 

President-Elect 

Oscar  W.  Clarke,  M.D. 
Holzer  Medical  Cenler  Clinic 
Gallipolis  45631 

Past  President 

P.  John  Robechek,  M.D. 
3461  Warrensville  Center  Kd. 
Cleveland  44122 

Secretary-T  reasurer 

James  L.  Henry,  M.D. 

250  E.  Park  St. 

Grove  City  43123 


E D I 1'  O R I A L S T A 1’  1’ 

Editor 

Perry  R.  Am<es,  M.D. 

Mannuiiiji  Editor  and  Business  Mur. 
IIari-  F.  Page 

Public  Relations  Editor 
Charles  W.  Edgar 

Public  lleidlh  aud  Hospital 
A([airs  Editor 

Herbert  E.  Gillen 

Organization  Services  Editor 
Jerry  J.  Cambbell 

Photographic  Editor 
RobI'.RT  D.  Cl.INGER 

Legislative  News  Editor 
David  I,.  Rader 

Membership  Editor 

Mrs.  Katherine  Wisse 

Convention  Editor 

Mrs.  Gail  E.  Dodson 

Executive  Editor  and 
Executive  Business  Manage) 

R.  Gordon  Moore 

Address  All  Correspondence: 

The  Ohio  Stale  Medieal  Journal 
17  Sonih  High  Street,  Snile  500 
Cohnnhns,  Ohio  43215 

Published  monthly  under  the  direction  ot 
The  Council  for  and  by  members  of  The 
Ohio  State  Medical  Association,  17  South 
High  Street,  Suite  500,  Columbus,  Ohio 
43215,  a scientific  society,  nonprofit  orga- 
nization, with  a definite  membership  for 
scientific  and  educational  purposes. 

Subscription,  $5.00  per  year  to  noiimem- 
bers;  single  copy,  50  cents  (outside  Con- 
tinental U.S.,  $6.50  and  65  cents). 

Entered  as  second  class  matter  July  5, 
1905,  at  the  Post  Office  at  Athens,  Ohio, 
under  the  Act  of  Congress  ot  March  3, 
1879;  Acceptance  for  mailing  at  special 
rate  of  postage  provided  tor  in  Section 
1103,  Act  of  Oct.  3,  1917.  Authority  July 
10,  1918.  Second-Class  Postage  Paid  ot 

Athens,  Ohio. 

The  Journal  does  not  assume  responsibility 
for  opinions  expressed  by  the  essayists.  Ad- 
vertisers must  conform  to  policies  and 
regulations  established  by  The  Council  of 
the  Ohio  State  Medical  Association. 

Publication  office:  900  East  State  Street, 
Athens,  Ohio  45701. 

Printed  by 

The  Lawhead  Press,  Inc.,  Athens,  Ohio 


Table  of  Contents 


Clinical  and  Scientific  Features 

Tuberculin  Testing.  A Pitfall  to  Avoid.  Sidney  I. 
Lerner,  AI.D.,  Cincinnati. 

E.N.T.  Case  of  the  Month.  .Andrew  W.  Miglets, 
Jr.,  M.D.,  Columbus. 

Tuberculosis  Drug  Therapy.  A Review.  John  H. 
Ackerman,  M.D.,  M.P.H.,  and  John  M.  D. 
Morse,  M.D.,  Columbus. 

Public  Information  and  Heart  Attack.  Report  of 
an  Educational  Program.  Louis  A.  Black, 
M.D.,  Kenton,  and  Donald  D.  Brown,  Ph.D., 
Willingboro,  N.J. 

Clinical  Notes  and  Personal  Opinions:  Postopera- 
tive Psychosis.  Henry  Goldhirsch,  M.D.,  Cleve- 
land. 

Neurilemmona  of  the  Vagus  Nerve  in  the  Neck. 
Case  Report  and  Review  of  the  Literature. 
Stephen  M.  Cattaneo,  M.D.,  Columbus. 

Guest  Editorial:  Heart  Attacks  and  Education  of 
the  Public.  James  V.  Warren,  M.D.,  Columbus. 


Special  Article 

Columbus  Physician  Is  Named  Dean  of  OSU  Col- 
lege of  Medicine 


Professional  Activities 

Matters  Considered  and  Action  Taken  at  March 
16-18  Meeting  of  The  OSMA  Council 

Updated  Roster  of  County  Medical  Society  Officers 
and  Meeting  Dates 

(Continued  on  Page  412) 


Fagtr 

361 

364 

365 

369 

375 

381 

385 

352 

386 

409 


WHAT’S  GOOD  FOR  ARTHRITIS 
IS  BETTER  THIS  WAY: 


UNIQUE 


ir  INLAY-TABS^ 

10-GRAIN  BUFFERED  ASPIRIN' 

^ 'a  ' ^ 

FOR  RHEUMATOID  ARTHRITllS 


The  unique  ethical  10-grain  but-  * 
fered  aspirin.  Made  specificaliy 
for  rheumatoid  arthritics  or  ortho- 
pedic patients  when  pain  is  a 
factor. 

You  may  design  the  optimal  pro- 
gram for  each  patient's  needs. 
Scored  Cama  Inlay-Tabs  let  you 
adjust  dosage  in  5-or-10-grain  in- 
crements. 

Gives  patients  the  help  they'll 
know  is  individualized  for  them. 


^ Doesn't  look  like  any  other 
aspirin.  ‘ 

Costs  no  more  per  dose  than 
many  5-grain  buffered  aspirin 
tablets. 

See  if  arthritis'  classical  therapy 
isn't  sizabiy  better  now.  Ask  your 
Dorsey  representative  for  a gen- 
erous CAMA  trial  supply  today  or 
write  Director  of  Professional 
Relations. 


Each  tablet  contains  aspirin  (10  grains), 
600  mg.;  magnesium  hydroxide,  N.F., 

ISO  mg.;  aiuminum  hydroxide  dried 
gel,  150  mg. 

Usual  dosage; 
tablet  q.i.d. 


LABORATORIES  IL 
Lincoln,  Nebraska  68501 


Following  are  names  of  new  members  of  the 
Ohio  State  Medical  Association  certified  to  the 
headquarters  office  during  December  and  January. 
List  shows  name  of  physician,  county,  and  city  in 
which  he  is  practicing,  or  in  which  he  is  taking 
postgraduate  work. 


ALLEN 

Roque  E.  Teruel 
Lima 

ASHTABULA 
Shin  E.  Huang 
Ashtabula 
S.  F.  Mendoza 
Ashtabula 
M.  Meshginpoosh 
Geneva 


LUCAS  (Toledo) 
Nasir  Ali 
Nicholas  Bailas 
Amrutha 

Bhakthavathsalan 
Stuart  L.  Billing 
Jules  J.  Isaacson 
Lucien  E.  Morris 
Romeo  M.  Sogocio 
Joses  K.  Yuan 


CLERMONT 

Ausberto  A.  Orejuela 
Cincinnati 

CUYAHOGA  (Cleveland) 
John  P.  Bryk 
William  E.  Cappaert 
Louis  J.  Tornambe 

DARKE 

Emil  M.  Gullia,  Jr. 

Greenville 
Leroy  Steinbrecker 
New  Madison 


MARION  (Marion) 
Jose  Albemaz 
David  G.  Paff 
John  B.  Webster 


MEDINA 

Alfredo  R.  Austriaco 
Medina 


MERCER 
Robert  Currie 
Celina 


DELAWARE 
Merry  L.  Obetz 
Delaware 

ERIE 

Robert  J.  Lazarony 
Sandusky 

FAIRFIELD 
Edwin  R.  Payne 
Lancaster 

HAMILTON 
Jose  R.  Suarez 
Cincinnati 

LAKE 

Ming  Siung  Hsu 
Painesville 

LICKING  (Newark) 
John  P.  Anderson,  Jr. 
Eduardo  E.  Yu 
Imelda  L.  Yu 


MIAMI 

Dean  A.  Landes 
Troy 

MONTGOMERY  (Dayton) 
Gideon  S.  Adegbile 
Charles  L.  Bensonhaver 
Gerald  J.  Broock 
Stephen  H.  Dimlich 
Jimmy  L.  Frazier 
Rodrigo  L.  Jaballas 
Suk  Soon  Lee 
Robert  W.  Lipp,  Jr. 

Lolita  L.  Rana 
Mohammad  Ali  Shahabi 

ROSS 

Naresh  K.  Parikh 
Chillicothe 

Carl  G.  Schowengerdt 
Chillicothe 


SANDUSKY 
Saad  El-Hawary 
Fremont 

STARK 

Lewis  J.  Bocci 
Canton 

M.  Salah  Rabaa 
Canton 

Quirino  B.  Valeros 
Canton 

E.  James  Witmer 
Alliance 


SHELBY 

Florencio  L.  Reyes 
Sidney 

WAYNE 

Gerald  W.  Steiner 
Wooster 


WOOD 

Mohammad  Sidiq 
Bowling  Green 


* 


Following  are  names  of  new  members  of  the 
Ohio  State  Medical  Association  certified  to  the 
headquarters  office  during  February  and  March. 
List  shows  name  of  physician,  county,  and  city  in 
which  he  is  practicing,  or  in  which  he  is  taking 
postgraduate  work. 


ADAMS 

Nora  V.  Ancheta 
Peebles 

Her-Ching  Lin 
West  Union 

ALLEN 

William  P.  Lauf 
Lima 

ASHLAND  (Ashland) 
Eustaquio  V.  Cabal,  Jr. 
Chenguttai  K.  Dheenan 
Varalakshmi  Dheenan 

ASHTABULA 

Geronima  A.  Clemente 
Geneva 

Mohammad  T.  Hossain 
Ashtabula 

BUTLER 

Marian  C.  Cushing 
Hamilton 

Wagih  F.  A.  Hanna 
Hamilton 

M.  Carlos  Ongkiko,  Jr. 

Middletown 
John  L.  Ritan 
Middletown 
Hars’ey  Tonken 
Middletown 

CLINTON 

Pushpa  L.  Makkar 
Centerville 

COLUMBIANA 
Oscar  Budde 
Salem 

Danilo  N.  Galura 
Wellsville 

COSHOCTON 
Myeong  S.  Lee 
Coshocton 
Tae  K.  Park, 

Coshocton 

CUYAHOGA  (Cleveland) 
Radha  R.  Baishnab 
Kenneth  E.  Dehaven 
Pushpa  K.  Desai 
Taj  A.  Khan 
Kyu-Duck  Lee 
James  S.  Taylor 
James  K.  Weick 
Edward  L.  Westbrook 


DARKE 

Santos  T.  Tividad 
Greenville 

DEFIANCE 
Nilo  V.  Gomez 
Defiance 

ERIE 

Paul  G.  Steinbicker 
Sandusky 

FRANKLIN  (Columbus) 
Ronald  S.  Bogdasarian 
Herbert  V.  Braren 
William  C.  Conrad,  III 
Charles  A.  Gerace,  Jr. 
Blanca  Kent 
Marvin  M.  Hurd 
Paul  R.  Knight 
Keith  R.  Kulow 
James  R.  Magnussen 
John  M.  Rower 

GEAUGA 

Vichai  Duangjak 
Chardon 

HAMILTON  (Cincinnati 
except  as  noted) 

Dale  Winston  Bennett 
Donal  S.  Cullen 
Raymond  J.  Dasenbrock 
Bernard  U.  D.  DeSilva 
Milford 

Robert  Michael  Gabel 
Robert  N.  Henderson 
Enrique  N.  Kaufman 
Jerrold  Mayer  Levin 
Milton  M.  Lieberthal 
Norbert  Nissimov 
Yoichi  Oikawa 
Sanyasi  S.  Raju 
G.  James  Samarco 
Rees  William  Sheppard 
Vishwanath  M.  Shetty 
John  Joseph  Smith 
Robert  Charles  Ufferman 

JEFFERSON 

Rogelio  S.  Mupas 
Steubenville 

LAKE 

Edwin  V.  Basquinez 
Mentor 
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OSMA  New  Members  (Gontd) 

LORAIN  Pedro  E.  Zamora 

Vasanti  K.  Sharma  Zanesville 


Oberlin 

LUCAS  (Toledo) 

M.  Y.  Ahmed 
Armando  B.  Bautista 
Mark  Bohm 
Donald  B.  Campbell 
Shirley  M.  Ferguson 
Kushala  K.  Hedge 
Recto  O.  Natividad 
Donald  L.  Warkentin 

MAHONING 

Narcisco  C.  Domingo 
Youngstown 

MARION 

Andrew  P.  Klaus 
Marion 

MIAMI 

Roger  R.  Goodenough,  J 
Troy 

Mazur  Zarraby  Isfahan! 
Piqua 

MONROE 

Donald  R.  Piatt 
Woodsfield 

MONTGOMERY 
Hae  Man  Hwang 
Dayton 
Ferit  I.  Yavuz 
Dayton 

MUSKINGUM 
David  C.  Reyes 
Zanesville 


OTTAWA 

David  E.  Crouch 
Port  Clinton 

PORTAGE 

Stephen  J.  Sveda 
Ravenna 

PUTNAM 

Louis  T.  Chappell 
Bluffton 

RICHLAND 

Thomas  H.  Croghan 
Mansfield 
C.  David  Shook 
Mansfield 

SENECA 

George  J.  Padanilam 
Fostoria 

STARK 

Shujauddin  M.  Ahmad 
Canton 

David  G.  Kundel 
Alliance 

Ronald  A.  Shubert 
Canton 

WASHINGTON 
Curtis  L.  Dehmlow 
Marietta 

WILLIAMS 

\'irgil  N.  Carrico 
Bryan 

Richard  L.  Hess 
Bryan 


‘Family  Physician’  Scholarship 
Established  in  Toledo  Area 

The  Toledo  Chapter  of  the  American  Acad- 
emy of  Family  Physicians  (AAFP)  has  selected 
Donald  Baker,  a first  year  student  at  the  Medical 
College  of  Ohio  at  Toledo  to  be  recipient  of  the 
chapter’s  first  scholarship  award. 

Baker,  a graduate  of  Scott  High  School,  holds 
degrees  from  the  University  of  Toledo  and  Bowling 
Green  State  University.  He  served  as  assistant 
football  coach  at  T.U.  in  1969  and  as  youth  co- 
ordinator for  the  Toledo  Office  of  Economic  Op- 
portunity before  applying  for  entrance  to  the 
Medical  College. 

Dr.  John  L.  Culberson,  vice-president  of  the 
chapter  and  chairman  of  the  scholarship  commit- 
tee, said  the  $400  award  to  Baker  marks  the  first 
effort  by  Academy  members  in  this  area  to  provide 
financial  aid  to  a student  whose  medical  interests 
are  directed  toward  family  practice. 

The  local  AAFP  chapter  proposes  to  furnish 
additional  $400  awards  for  each  of  Baker’s  three 
years  at  MCO.  Also  in  each  successive  year,  an- 
other student  will  be  selected  for  the  three-year 
scholarship.  Dr.  Culberson  said,  with  the  provi- 
sion that  the  recipients  maintain  good  grades  and 
standing  in  their  respective  class. 

The  first  award  was  presented  at  a dinner 
meeting  in  the  Ramada  Inn,  Perrysburg. 


Wolman  Insurance  Agency,  Inc. 

Specialists  in  Professional  Liability 

Providing  Personal  Service  to  Physicians  and 
Surgeons  with  Qualified  Personnel  Available 
to  Discuss  Your  Insurance  Needs  in  Your 
Office. 


WOLMAN  INSURANCE  AGENCY.  INC. 
PHONE  614/221-5471 

38  JEFFERSON  AVENUE.  COLUMBUS.  OHIO  43215 
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KEEPING  UP 


Continuing  Education  Opportunities 
for  Physicians  in  Ohio 


Surgical  Seminars  — Medical  College  of  Ohio 
at  Toledo  and  Northwestern  Ohio  Institute  for 
Continuing  Medical  Education;  one  hour  a day, 
one  day  a week,  for  88  weeks;  dates  on  request. 

Clinical  Days  on  Emergency  Care  - — 80  hours 
of  instruction  on  20  separate  days,  September  to 
June;  Medical  College  of  Ohio  at  Toledo,  945  S. 
Detroit  Ave.,  Toledo  43614. 

Introductory  Course  in  Nuclear  Medicine  for 
Physicians  - — Nuclear  Medicine  Institute,  6760 
Mayfield  Rd.,  Cleveland  44124;  five-day  courses; 
dates  upon  request. 

Postgraduate  Laparoscopy  Courses  scheduled 
approximately  every’  six  weeks  at  Fair\’iw  General 
Hospital,  18101  Lorain  Ave.,  Cleveland  44111; 
for  dates  and  details  contact  George  P.  Leicht, 
M.D.,  Chairman,  Department  of  Ob-Gyn. 

May 

University  of  Cincinnati  College  of  Medicine 
(CONMED) — Eden  and  Bethesda  Avenues, 
Cincinnati  45219: 

\'elo-Pharyngeal  Insufficiency,  May  3 
General  Surgery,  May'  16-17 
Internal  Medicine  — Current  Concepts  of 
Clinical  Problems — Cosponsored  by  the 
American  College  of  Physicians,  May 
21-25 

Cleveland  Clinic  Educational  Foundation,  9500 
Euclid  Ave.,  Cleveland  44106: 

Organization  and  Administration  in  Anesthe- 
siology, May  5-6 

Advances  in  Dermatology,  May  9-10 

Cytogenetics,  Noting  Prenatal  Diagnosis,  Clin- 
ical Consideration  and  Counselling — Sponsored  by 
the  Cleveland  Society  of  Obstetricians  and  Gyne- 
cologists at  the  Marriott  Inn,  4277  West  150th 


Publication  deadlines  require  that  no- 
tices of  postgraduate  courses,  in  order  to 
be  published  in  these  columns,  must  be 
received  in  The  Journal  office  at  least  60 
days  before  the  course  is  scheduled  to  be 
given. 


St.,  Cleveland,  May  9,  educational  forum  starting 
at  3:00  p.m.;  Cecil  Jacobsen,  M.D.,  and  Neil  Mc- 
Intyre, M.D.,  guest  speakers;  dinner  and  evening 
meeting,  7:00  p.m..  Recent  Advances  in  Repro- 
ductive Genetics  by  Dr.  Jacobsen.  Contact,  Kath- 
ryn E.  Hoffman,  M.D.,  2060  E 9th  St.,  Cleve- 
land 44115. 

Cardiology  Highlights  — Akron  City  Hos- 
pital, 525  Market  St.,  May  9,  9:00  a.m.;  Thomas 
R.  Riley,  M.D.,  Coordinator. 

Ohio  State  Radiologic  Society  .\nnual  Meet- 
ing; all  physicians  invited  to  attend;  Christopher 
Inn,  Columbus,  May  11-13;  scientific  session  will 
deal  principally  with  radiology  of  the  gastrointes- 
tinal tract;  for  copy  of  program  or  other  informa- 
tion contact  James  \ . Blazek,  M.D.,  Radiology 
Department,  Riverside  Methodist  Hospital,  3545 
Olentangy  River  Road,  Columbus  43214. 

Endoscopy  and  Gastrointestinal  Bleeding — 
Youngstown  Hospital  Association,  South  Unit, 
May  17,  8:00  a.m.;  Dr.  Reed  T.  Keller,  of  Case 
Western  Reseive  University,  guest  lecturer. 

Research  in  Esophageal  Repair — Veterans 
.\dministration  Center,  4100  ^V.  Third  Street, 
Dayton  45428;  May  18;  2:30  p.m.;  Dr.  Charles  L. 
Cogbill;  A New  Approach  in  the  Treatment  of 
Esophageal  Perforation,  Dr.  Krishna  V.  S.  Rao; 
A New  Treatment  for  Esophageal  Stricture,  Dr. 
Mahood  Mir. 
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Educational  Opportunities  in  Ohio  — Continued 


Interaction  of  Drugs — \'eterans  Admin.  Cen- 
ter^  4100  \V.  Third  St.,  Dayton  45428;  May  18 
from  2:30  to  4:00  p.m.;  speaker  will  be  Barrett 
H.  Bolton,  director  of  education  for  the  Depart- 
ment of  Medicine  at  Miami  \'alley  Hospital,  Day- 
ton.  Contact  Hassan  Mehbod,  M.D.,  at  the  VA 
Center. 

Carcinoma  of  the  Lung — The  Heberding  Me- 
morial Lecture  at  the  Youngstown  Hospital  Asso- 
ciation, South  Unit,  Friday,  May  18,  at  8:00  p.m., 
and  Saturday,  May  19  at  9:00  a.m.  Guest  profes- 
sor, Philip  Rubin,  M.D.,  professor  and  chairman 
of  Radiation  Therapy,  Strong  Memorial  Hospital, 
Rochester,  N.Y. 

Internal  Medicine,  Current  Concepts  of 
Clinical  Problems — Sponsored  by  the  American 
College  of  Physicians  and  the  University  of  Cin- 
cinnati College  of  Medicine;  May  21-25  at  the 
Medical  Center,  Cincinnati. 

Visiting  Professor  Program  — Akron  City 
Hospital,  525  Market  St.,  May  22;  visiting  profes- 
sor, William  C.  Roberts,  M.D.,  chief.  Section  on 
Pathology,  National  Heart  and  Lung  Institute. 

Third  Annual  Radiology  Seminar  -Radiology 
Service,  \'eterans  Administration  Center,  4100  \V. 
Third  St.,  Dayton  45428,  May  23;  admission  by 
advance  registration  only;  contact  Emil  Gutman, 
M.D. 

General  Surgery  — Akron  City  Hospital,  525 
Market  St.,  May  24-25;  visiting  professor,  Theo- 
dore Drapanas,  M.D.,  Department  of  Surgery', 
Tulane  University  School  of  Medicine. 

Digitalis  and  Injured  Heart — Youngstown 
Hospital  Association,  South  Unit,  May  28,  4:00 
p.m.;  Drs.  W.  H.  Bunn,  Jr.,  and  R.  D.  Arnott. 


Refresher  Course  in  Diagnostic  Roentgenol- 
ogy, 15th  Annual  — Radiology  Dept.,  University 
of  Cincinnati  College  of  Medicine,  under  direction 
of  Benjamin  Felson,  M.D.,  May  29  - June  2;  for 
radiologists  and  radiology  residents;  contact  Dr. 
Harold  B.  Spitz,  Dept,  of  Radiology,  Cincinnati 
General  Hospital,  Cincinnati  45229. 


June 

Laparoscopies — Youngstown  Hospital  Associ- 
ation; June  7,  8:00  p.m.  Guest  Professor,  E.  P. 
Peterson,  M.D.,  Women’s  Hospital  of  the  Univer- 
sity of  Michigan  Medical  Center. 

Visiting  Professor  Program  — Akron  City 
Hospital,  525  Market  St.,  June  14-15;  Beverley 
T.  Mead,  M.D.,  chairman.  Department  of  Psychi- 
atry, Creighton  University  School  of  Ivledicine. 


August 

Ohio  Academy  of  Family  Physicians  Annual 
Scientific  Assembly  — Sheraton-Columbus  Motor 
Hotel,  downtown  Columbus,  August  3-5.  For  de- 
tails, contact  the  Academy  at  4075  N.  High  St., 
Columbus  43214. 

Fifth  Semiannual  Short  Course  on  Laser 
Safety — Sponsored  by  the  Medical  Laser  Labora- 
tory and  the  office  of  Continuing  Medical  Educa- 
tion (CONMEDi  of  the  University  of  Cincinnati; 
.\ugust  6-10;  at  the  Lfniversity;  tuition  $325; 
course  director,  R.  James  Rockwell,  Jr.,  for  details 
contact  CONMED,  1 14  Medical  College,  Cincin- 
nati 45219;  phone  513/861-8000,  Ext.  405. 


— More  Educational  Opportunities  on  Next  Page  — 
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St.  Elizabeth  Hospital,  Youngstown,  Announces 
Continuing  Education  Courses 


Endocrinology-  Conferences:  Stein  Leventhal 
Syndrome,  Dr.  Jung,  May  5;  Diabetis 
Mellitus  with  Pregnancy,  Dr.  Jung,  May- 
12;  Hypoglycemia,  Dr.  Jung,  May  19; 
Gout,  Dr.  Jung,  May  26. 

Tumor  Conferences  (Medicine):  Pituitary- 
Tumors,  George  River,  M.D.,  May  3; 
Carcinoma  of  Pancreas,  May  10;  Brain 
Tumors,  Dr.  River,  May  17;  Primary 
Liver  Cell  Carcinoma  (Hepatoma),  Dr. 
Riber,  Alay^  24;  Lymphoma-Leukemia, 
Dr.  River,  May  31. 

Dept,  of  Anesthesia:  Pediatric  Anesthesia,  Dr. 
Salcedo,  May  3;  Principles  of  Cardio- 
pulmonary Resuscitation,  Dr.  Chen,  May- 
10;  Complications  and  Accidents  During 
Anesthesia,  Dr.  Chen,  May  17;  Diag- 
nostic, Therapeutic  and  Anesthetic  Nerve 
Block,  Dr.  Salcedo,  May  24;  Narcotics, 
Narcotic  Antagonists  and  Management 
of  Postoperative  Pain,  Dr.  Dziadzka, 
May  31. 

Dept,  of  OB-Gyn  Visiting  Professor  Series: 
Histogenesis  of  Squamous  Cell  Carci- 
noma, W.  B.  Wentz,  M.D.,  May  3; 
Chemotherapy  in  Gynecological  Malig- 
nancy, Dr.  Wentz,  May  10;  Clinical 
Pathological  Correlation  Session,  Dr. 
Wentz,  May  17;  Malignant  Ovarian 
Tumors  and  Treatment,  Delbert  Booher, 
M.D.,  May  31. 

Dept,  of  Surgery  Grand  Rounds:  Manage- 
ment of  Ureteral  Injury-,  Demetrios  J. 
Dallis,  M.D.,  May  3;  Management  of 
Bum,  Robert  Hritzo,  M.D.,  May-  10; 
Hodgkins  Disease  for  Surgeons,  Rashid 
Abdu,  M.D.,  May  17;  Hyperparathyroid- 
ism and  Parathyroid  Adenoma,  Felix 
Pesa,  M.D.,  May-  24;  Peptic  Ulcer  Dis- 
ease, Dr.  Dallis,  May  31. 


Family  Practice:  Anorectal  Problems  for  the 
Generalist,  Dr.  J.  K.  Herald,  May  4; 
Management  of  Anemia,  Dr.  J.  Altier, 
May  1 1 ; Cardiac  Murmurs  in  School 
Children,  Dr.  K.  Wegner,  May  18;  Selec- 
tion and  Use  of  Oral  Contraceptives, 
Drs.  J.  Buckley  and  S.  Chiasson,  May  25. 


Dept,  of  Pediatric  CORE  Conference: 
Asthma  in  Children,  Kurt  Wegner,  M.D., 
May  2;  Antibiotics  in  Pediatric  Practice, 
Dr.  Wegner,  May  16;  Anemia  in  Child- 
hood, Dr.  Wegner,  May  30. 


The  Clinical  Examination:  Basic  Course  in 
Ausculation,  Part  I,  May  9 Part  II,  May 
23,  L.  P.  Caccamo,  M.D. 

Dept,  of  Medicine  Hematology  Conferences: 
Hereditary  Spherocytosis,  Dr.  Jensen, 
May  7;  Chronic  Symphocytic  Leukemia, 
Dr.  Westerman,  May  21. 

Dept,  of  Medicine  Grand  Rounds:  Chronic 

Active  Hepatitis,  Dr.  Gregori,  May  8;  Drown- 
ing, Dr.  Johnson,  May  15;  Diverticulosis 
of  Colon,  Dr.  Gaylord,  May  22;  CPC, 
Drs.  Saadi  and  Taylor,  May  29. 


Dept,  of  Medicine  Visiting  Professor  Series: 
G.  I.  Bleeding,  Bertram  Fleshier,  M.D., 
May  10;  Trichinosis,  Edward  B.  Roth- 
eram.  May  24. 

G.  I.  Conferences:  Villous  Adeno  of  Colon, 
Dr.  Gregori,  May  8;  Acute  Pancreatitis, 
Dr.  Gaylord,  May  15;  Carcinoma  of  Pan- 
creas with  Metastasis,  Dr.  Gregori,  May 
22;  Duodenal  Ulcer,  Dr.  Gaylord,  May 
29. 
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Saly's  back  in  sew 
After  an  arthritic  fiare-up. 


Note:  This  drug  is  not  a simple  analgesic  Do 
nister  casually  Carefully  evaluate  patients  be- 
ting  treatment  and  keep  them  under  close  su- 
ji  Obtain  a detailed  history,  and  complete 
and  laboratory  examination  (complete  hemo- 
rinalysis,  etc  ) before  prescribing  and  at  fre- 
fcervals  thereafter  Carefully  select  patients, 
those  responsive  to  routine  measures,  contra- 
J patients  or  those  who  cannot  be  observed  fre- 
Warn  patients  not  to  exceed  recommended 
Short-term  relief  of  severe  symptoms  with  the 
possible  dosage  is  the  goal  of  therapy  Dosage 
le  taken  with  meals  or  a full  glass  of  milk.  Sub- 
Ika  capsules  for  tablets  if  dyspeptic  symptoms 
atients  should  discontinue  the  drug  and  report 
itely  any  sign  of:  fever,  sore  throat,  oral  lesions 
ims  of  blood  dyscrasia);  dyspepsia,  epigastric 
mptoms  of  anemia,  black  or  tarry  stools  or  other 
;e  of  intestinal  ulceration  or  hemorrhage,  skin  re- 
significant  weight  gain  or  edema  A one-week 
iod  is  adequate  Discontinue  in  the  absence  of  a 
le  response  Restrict  treatment  periods  to  one 
patients  over  sixty. 

jns:  Acute  gouty  arthritis,  rheumatoid  arthritis, 
toid  spondylitis 

ndications  Children  14  years  or  less,  senile  pa- 
nistory  or  symptoms  of  G I inflammation  or  ul- 
n including  severe,  recurrent  or  persistent  dys- 
history  or  presence  of  drug  allergy,  blood 
lias;  renal,  hepatic  or  cardiac  dysfunction,  hy- 
ion;  thyroid  disease;  systemic  edema; 
tis  and  salivary  gland  enlargement  due  to  the 
olymyalgia  rheumatica  and  temporal  arteritis; 

5 receiving  other  potent  chemotherapeutic 
or  long-term  anticoagulant  therapy 
gs  Age,  weight,  dosage,  duration  of  therapy,  ex- 
of  concomitant  diseases,  and  concurrent  potent 
herapy  affect  incidence  of  toxic  reactions  Care- 
itruct  and  observe  the  individual  patient,  espe- 
le  aging  (forty  years  and  over)  who  have 
ed  susceptibility  to  the  toxicity  of  the  drug.  Use 
effective  dosage  Weigh  initially  unpredictable 
; against  potential  risk  of  severe,  even  fatal,  re- 
The  disease  condition  itself  is  unaltered  by  the 
se  with  caution  in  first  trimester  of  pregnancy 
lursing  mothers  Drug  may  appear  in  cord  blood 
ast  milk  Serious,  even  fatal,  blood  dyscrasias. 


Butazolidilfalka  Ceigy 

Each  capsule  contains: 

100  mg  phenylbutazone  USP 

100  mg  dried  aluminum  hydroxide  gel  USP 

150  mg  magnesium  trisilicate  USP 

If  it  doesn’t  work  in  a week,  forget  it. 


including  aplastic  anemia,  may  occur  suddenly  despite 
regular  hemograms,  and  may  become  manifest  days  or 
weeks  after  cessation  of  drug  Any  significant  change 
in  total  white  count,  relative  decrease  in  granulocytes, 
appearance  of  immature  forms,  or  fall  in  hematocrit 
should  signal  immediate  cessation  of  tfterapy  and  com- 
plete hematologic  investigation.  Unexplained  bleeding 
involving  CNS.  adrenals,  and  G I tract  has  occurred 
The  drug  may  potentiate  action  of  insulin,  sulfonylurea, 
and  sulfonamide-type  agents  Carefully  observe  patients 
taking  these  agents  Nontoxic  and  toxic  goiters  and 
myxedema  have  been  reported  (the  drug  reduces  iodine 
uptake  by  the  thyroid)  Blurred  vision  can  be  a signifi- 
cant toxic  symptom  worthy  of  a complete  ophthalmo- 
logical  examination  Swelling  of  ankles  or  face  in  patients 
under  sixty  may  be  prevented  by  reducing  dosage  If 
edema  occurs  in  patients  over  sixty,  discontinue  drug 
Precautions:  The  following  should  be  accomplished  at 
regular  intervals:  Careful  detailed  history  for  disease 
being  treated  and  detection  of  earliest  signs  of  adverse 
reactions;  complete  physical  examination  including 
check  of  patient's  weight;  complete  weekly  (especially 
for  the  aging)  or  an  every  two  week  blood  check;  perti- 
nent laboratory  studies  Caution  patients  about  partic- 
ipating in  activity  requiring  alertness  and  coordination, 
as  driving  a car,  etc  Cases  of  leukemia  have  been  re- 
ported in  patients  with  a history  of  short-  and  long-term 
therapy  The  majority  of  these  patients  were  over  forty 
Remember  that  arthritic-type  pains  can  be  the  present- 
ing symptom  of  leukemia 

Adverse  Reactions:  This  is  a potent  drug;  its  misuse  can 
lead  to  serious  results  Review  detailed  information  be- 
fore beginning  therapy  Ulcerative  esophagitis,  acute 
and  reactivated  gastric  and  duodenal  ulcer  with  per- 
foration and  hemorrhage,  ulceration  and  perforation  of 
large  bowel,  occult  G.l  bleeding  with  anemia,  gastritis. 


epigastric  pain,  hematemesis,  dyspepsia,  nausea,  vomit- 
ing and  diarrhea,  abdominal  distention,  agranulocytosis, 
aplastic  anemia,  hemolytic  anemia,  anemia  due  to  blood 
loss  including  occult  G I bleeding,  thrombocytopenia, 
pancytopenia,  leukemia,  leukopenia,  bone  marrow  de- 
pression, sodium  and  chloride  retention,  water  reten- 
tion and  edema,  plasma  dilution,  respiratory  alkalosis, 
metabolic  acidosis,  fatal  and  nonfatal  hepatitis  (choles- 
tasis may  or  may  not  be  prominent),  petechiae,  purpura 
without  thrombocytopenia,  toxic  pruritus,  erythema 
nodosum,  erythema  multiforme,  Stevens-Johnson  syn- 
drome, Lyell’s  syndrome  (toxic  necrotizing  epidermol- 
ysis), exfoliative  dermatitis,  serum  sickness, 
hypersensitivity  angiitis  (polyarteritis),  anaphylactic 
shock,  urticaria,  arthralgia,  fever,  rashes  (all  allergic  re- 
actions require  prompt  and  permanent  withdrawal  of 
the  drug),  proteinuria,  hematuria,  oliguria,  anuria,  renal 
failure  with  azotemia,  glomerulonephritis,  acute  tubular 
necrosis,  nephrotic  syndrome,  bilateral  renal  cortical 
necrosis,  renal  stones,  ureteral  obstruction  with  uric 
acid  crystals  due  to  uricosuric  action  of  drug,  impaired 
renal  function,  cardiac  decompensation,  hypertension, 
pericarditis,  diffuse  interstitial  myocarditis  with  muscle 
necrosis,  perivascular  granulomata,  aggravation  of 
temporal  arteritis  in  patients  with  polymyalgia  rheumat- 
ica, optic  neuritis,  blurred  vision,  retinal  hemorrhage, 
toxic  amblyopia,  retinal  detachment,  hearing  loss,  hy- 
perglycemia, thyroid  hyperplasia,  toxic  goiter,  associa- 
tion of  hyperthyroidism  and  hypothyroidism  (causal 
relationship  not  established),  agitation,  confusional 
states,  lethargy;  CNS  reactions  associated  with  over- 
dosage, including  convulsions,  euphoria,  psychosis,  de- 
pression, headaches,  hallucinations,  giddiness,  vertigo, 
coma,  hyperventilation,  insomnia;  ulcerative  stomatitis, 
salivary  gland  enlargement  (B)98-1 46-070-G 

Serious  side  effects  do  occur.  Select  patients 
carefully  (particularly  the  elderly)  and  follow  them 
closely  in  line  with  the  drug's  precautions, 
warnings,  contraindications  and  adverse  reactions. 

For  complete  details,  including  dosage,  please  see  full 
prescribing  information 

GEIGY  Pharmaceuticals 
Division  of  CIBA-GEIGY  Corporation 
Ardsley.  New  York  10502 


BU  8615-9 


Before  prescribing  Dalmane  (flurazepam 
HCI),  please  consult  Complete  Product 
Information,  a summary  of  which  follows: 
Indications:  Effective  in  all  types  of  insom 
nia  characterized  by  difficulty  in  falling 
asleep,  frequent  nocturnal  awakenings 
and/or  early  morning  awakening;  in 
patients  with  recurring  insomnia  or  poor 
sleeping  habits;  and  in  acute  or  chronic 
medical  situations  requiring  restful 
sleep.  Since  insomnia  is  often  transient 
and  intermittent,  prolonged  administra- 
tion is  generally  not  necessary  or 


recommended. 

Contraindications:  Known  hypersensi- 
tivity to  flurazepam  HCI. 

Warnings:  Caution  patients  about  pos- 
sible combined  effects  with  alcohol  and 
other  CNS  depressants.  Caution  against 
hazardous  occupations  requiring  com- 
plete mental  alertness  (.e  g . operating 
machinery,  driving).  Use  in  women  who 
are  or  may  become  pregnant  only  when 
potential  benefits  have  been  weighed 
against  possible  hazards.  Not  recom- 
mended for  use  in  persons  under  15  years 


of  age. Though  physical  and  psychologic 
dependence  have  not  been  reported  on 
recommended  doses,  use  caution  in  ad 
ministering  to  addiction-prone  individu 
or  those  who  might  increase  dosage. 
Precautions:  In  elderly  and  debilitated, 
initial  dosage  should  be  limited  to  15  m; 
to  preclude  oversedation,  dizziness  and 
or  ataxia.  If  combined  with  other  drugs 
having  hypnotic  or  CNS-depressant 
effects,  consider  potential  additive  effec 
Employ  usual  precautions  in  patients 
who  are  severely  depressed,  or  with 


I 

I 


for  7 to  8 hours  without  need  to  repeat 
dosage  during  the  night 

No  sleep  medication  has  been  as  rigorously  evaluated  in  the  sleep  research 
laboratory  as  Dalmane.  Insomnia  patients  given  one  30-mg  capsule  of  Dalmane 
at  bedtime,  onaverage:  fell  asleep  within  17  minutes,  had  fewer  nighttime 
awakenings,  spent  less  time  awake  after  sleep  onset,  and  slept  for  7 to  8 hours 
with  no  need  to  repeat  dosage  during  the  night. 


with  consistency 

Dalmane  (flurazepam  HCI)  has  been  shown  to  be  consistently  effective  even 
during  consecutive  nights  of  administration. Thus  there  is  little  likelihood  for 
the  need  to  increase  dosage  to  maintain  therapeutic  effect. 

Dalmane  is  in  a class  by  itself.  Not  a narcotic,  barbiturate  or  methaqualdne, 
Dalmane  is  the  only  available  benzodiazepine  specifically  indicated  for  insomnia. 


with  relative  safety 

Chronic  tolerance  studies  have  confirmed  the  relative  safety  of  Dalmane 
(flurazepam  HCI);  no  depression  of  cardiac  or  respiratory  function  was  noted  in 
patients  administered  recommended  or  higher  doses  for  as  long  as  90  consecu- 
tive nights.  In  most  instances  when  adverse  reactions  were  reported  they  were 
mild,  infrequent  and  seldom  required  discontinuance  of  therapy.  Morning 
“hang-over”  with  Dalmane  has  been  relatively  infrequent.  Dizziness,  drowsi- 
ness, lightheadedness  and  the  like  have  been  the  side  effects  noted  most 
frequently,  particularly  in  the  elderly  and  debilitated.  (An  initial  dose  of 
Dalmane  15  mg  should  be  prescribed  for  these  patients.) 

When  your  evaluation  of  insomnia  indicates  the  need  for  a sleep  medication, 
consider  Dalmane— a single  entity  agent  proved  effective  and  relatively  safe 
for  relief  of  insomnia. 


L 


DALMANE 

(flurazepam  HCI) 

When  restful  sleep  is  indicated 

One  30-mg  capsule  /).s.— usual  adult  dosage 
1 15  mg  may  suffice  in  some  patientsj 

One  15-mg  capsule  /i.s.— initial  dosage  for  elderly 
or  debilitated  patients. 


ROCHE  LABORATORIES 
Division  of  Hoffmann-La  Roche  Inc. 
Nutley,  New  Jersey  07110 


nt  depression  or  suicidal  tendencies, 
odic  blood  counts  and  liver  and  kid- 
function  tests  are  advised  during 
jated  therapy.  Observe  usual  precau- 
s in  presence  of  impaired  renal  or 
atic  function. 

erse  Reactions:  Dizziness,  drowsi- 
j,  lightheadedness,  staggering,  ataxia 
falling  have  occurred,  particularly 
derly  or  debilitated  patients.  Severe 
ation.  lethargy,  disorientation  and 
a.  probably  indicative  of  drug  intoler- 
3 or  overdosage,  have  been  reported. 


Also  reported  were  headache,  heart- 
burn, upset  stomach,  nausea,  vomiting, 
diarrhea,  constipation,  Gl  pain,  nervous- 
ness, talkativeness,  apprehension,  irri- 
tability, weakness,  palpitations,  chest 
pains,  body  and  joint  pains  and  GU  com- 
plaints.There  have  also  been  rare  occur- 
rences of  sweating,  flushes,  difficulty  in 
focusing,  blurred  vision,  burning  eyes, 
faintness,  hypotension,  shortness  of 
breath,  pruritus,  skin  rash,  dry  mouth, 
bitter  taste,  excessive  sa  I i vat  ion,  anorexia, 
euphoria,  depression,  slurred  speech. 


confusion,  restlessness,  hallucinations, 
and  elevated  SGOT.  SGPT  total  and  direct 
bilirubins  and  alkaline  phosphatase. 
Paradoxical  reactions,  e^,  excitement, 
stimulation  and  hyperactivity,  have  also 
been  reported  in  rare  instances. 

Dosage:  Individualize  for  maximum  bene- 
ficial effect  Adults:  30  mg  usual  dosage: 
15  mg  may  suffice  in  some  patients. 
Elderly  or  debilitated  patients:  15  mg 
initially  until  response  is  determined. 
Supplied:  Capsules  containing  15  mg  or 
30  mg  flurazepam  HCI. 
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“Too  many  doctors  are  indiffer- 
ent  to  the  economic  consequences  of-; 
their  decisions.”  So  stated  a recent  | 
issue  of  Medical  News  Report  (De-  « 
cember4,  1972),  an  independent  I 
weekly  newsletter  published  by  formerly 
AMA  Chief  Executive  F.  J.  L.  Blasin- 
game,  M.D. 


Doctor,  are  you  indifferent...?  „ 

In  discussing  an  anticipated  in-  J 
crease  in  Blue  Shield  rates,  Dr.  Bias-  [ 
ingame’s  newsletter  had  this  to  sayii  j 
“In  general,  it  can  be  said,  MD's 
have  given  the  impression  they  are  *jl 
not  particularly  concerned  with  the  J 
increase  in  cost  of  health  care  to  their  4 
patients...  j|' 

“True,  an  MD’s  training  is  pri-  [' 
marily  scientific,  but  in  the  real  world  f 
of  practice,  all  of  his  scientific  deci-  1 1 
sions  have  a price  tag,  or  an  economic  .] 
impact.  The  economics  of  health  care  ^ 
beckon  the  practitioner’s  attention.  ' ! 
Concern  for  economics  of  medicine  i. 


When  the  pharmacist  recom- 
mends that  a drug  product  other  than 
the  one  ordered  be  dispensed,  the  < 
prescriber  invariably  permits  the  j 
change  when  he  feels  the  best  inter-  h 
ests  of  the  patient  will  be  served. 


Shortcomings  of  Pro-Substitution 
Argument 

The  fact  remains  that  it  is  neces 
sary  for  the  prescriber  to  know  that 
the  change  is  being  contemplated, 
and  to  be  in  a position  to  consent  or 
demur.  Without  that  opportunity,  the 
unilateral  decision  of  the  pharmacist, 
made  in  the  absence  of  clinical  knowl^ ' 
edge  of  the  patient,  could  expose  him/ 1 
to  needless  risks,  and  in  addition, 
jeopardize  the  relationship  between 
the  professions  of  Pharmacy  and 
Medicine.  In  my  view,  there  is  nothing 
in  the  pro-substitution  argument  that ' 
offsets  these  risks. 


The  Issue  of  Drug  Knowledge  I 

Substitution  advocates  claim  j 

that  the  primary  justification  for 
changing  the  rules  is  the  desire  to 
better  utilize  pharmacists’  knowledge 
about  drugs.  Yet  the  pharmacist’s 
task  to  keep  current  on  the  entire 
field  of  drug  therapy,  to  some  degree, 
puts  him  at  a disadvantage.  Most 
often,  a practicing  physician  will  need 
expert  knowledge  of  no  more  than  25 


luld  be  an  obligation  of  medical 
•;;tice... 

‘‘Medical  societies  ought  to  con- 
jt  continuing  campaigns  to  point 
ithe  substantial  savings  that  could 
ealized  thru  deductible  insurance 
protection  for  catastrophic  ill- 
$.  At  the  very  least,  they  should,  in 
patients’  interest,  question  the 
ics  of  any  insurance  organization 
raises  health  care  costs  by  forc- 
policyholders  to  buy  insurance 
I may  not  need  or  want  and  prob- 
' won’t  ever  use. 

“Too  many  doctors  are  indiffer- 
to  the  economic  consequences  of 
r decisions.  Too  many,  for  ex- 
3le,  habitually  hospitalize  patients 
the  convenience  of  the  MD.  It’s 
sense  to  deny  such  habits  exist . . . 

“Doctors,  thfu  their  medical  so- 
;ies,  have  unhesitatingly  appealed 
heir  patients  for  support  in  the 
it  against  government  interference 
^ the  private  practice  of  medicine. 

,j  the  public  in  the  past  has  re- 
imded.  It’s  time  the  American  Med- 
I Association  and  state  and  local 
Idical  societies  paid  off  the  debt  by 
:isive  action  to  hold  down  the  cost 
jTiedical  care." 

i>t  of  Drugs 

Insurance  rates  and  hospital 
arges  are  only  two  factors  in  health 


care  costs.  The  cost  of  drugs— both 
prescription  and  nonprescription— is 
another. 

And  when  it  comes  to  drug 
costs,  the  nation’s  pharmacists  are 
concerned.  Through  their  national 
professional  society,  the  American 
Pharmaceutical  Association,  pharma- 
cists are  advising  the  public  to  use 
nonprescription  medication  cau- 
tiously and  conservatively,  and  to  seek 
the  advice  of  their  pharmacist  before 
selecting  or  purchasing  such  drugs. 

Outdated  Laws 

The  pharmacist  also  is  aware 
that  when  it  comes  to  prescription 
drugs,  often  he  has  an  even  greater 
opportunity  to  reduce  the  cost  to  the 
patient— with  no  sacrifice  in  the  qual- 
ity of  the  medication  dispensed.  But 
in  many  states,  outdated  and  anti- 
quated laws  prevent  the  pharmacist 
from  engaging  in  drug  product  selec- 
tion. “Drug  product  selection"  simply 
means  that  the  pharmacist  functions 
in  the  patient’s  interest  by  con- 
sciously choosing,  from  the  multiple 
brands  available,  a low-cost  quality 
brand  of  the  specific  drug  to  be  dis- 
pensed in  response  to  the  physician’s 
prescription  order. 

Much  misinformation  has  been 
purposely  spread  by  those  who  stand 
to  gain  financially  by  maintaining 


high  drug  costs  to  the  public.  An  end- 
less stream  of  propaganda  has  ema- 
nated from  the  drug  industry  in  an 
effort  to  persuade  the  medical  profes- 
sion that  these  so-called  anti-substitu- 
tion laws  should  be  retained.  And  as 
long  as  these  laws  are  retained,  the 
drug  industry  will  continue  its  current 
marketing  practices  which  contribute 
unnecessarily  to  high  drug  costs  to 
patients.  These  practices  also  are  in- 
viting government  agencies  to  expand 
their  restrictive  controls  on  physi- 
cians and  pharmacists. 

APhA  Efforts 

As  pharmacists,  we  are  con- 
cerned about  health  care  costs.  We 
hope  that  every  physician  shares  our 
concern  on  this  vital  issue,  and  will 
give  his  personal  support  to  the  con- 
structive efforts  APhA  has  undertaken 
in  the  interest  of  all  patients. 

(Fora  complete  discussion  of 
drug  product  selection,  you  are  invited 
to  request  a free  copy  of  the  "White 
Paper  on  the  Pharmacist's  Role  in 
Product  Selection"  from:  American 
Pharmaceutical  Association, 

2215  Constitution  Avenue,  N.W., 
Washington,  D.C.  20037.) 


|30  drugs  that  he  selects  to  treat  the 
I’ijority  of  conditions  encountered  in 

t;  practice.  Moreover,  the  physi- 
in’s  choice  of  a specific  brand  is 
sed  on  his  knowledge  of  the  pa- 
int’s medical  history  and  current 
jndition,  and  his  experiences  with 
2 particular  manufacturer’s 
oduct. 

Some  substitution  proponents 
ve  argued  that  the  dispensing  of  a 
escription  is  a simple  two-party 
insaction  between  the  pharmacist 
id  the  patient,  and  that  a substitut- 
g pharmacist  may  avoid  even  a 
chnical  breach  of  contract  by  simply 
itifying  the  patient  that  he  is  making 
e substitution.  I would  judge  that 
w courts  would  be  sympathetic 
‘ ward  a pharmacist  who  substituted 
’ ithout  physician  approval  and  who 
idertook  a legal  defense  that  seeks 
make  the  patient  responsible  for 
le  pharmacist’s  actions, 
iduced  Prescription  Prices? 

Substitution  advocates  are 
jggesting  to  the  consumer,  and  par- 
cularly  the  consumer  activist,  that 
jduced  prescription  prices  could 
)llow  legalization  of  substitution. 
le  have  seen  absolutely  no  evidence 
) justify  this  claim.  To  the  contrary, 
xperience  in  Alberta,  Canada,  where 
jubstitution  is  authorized,  suggests 


the  opposite. 

Many  pharmacists  understand- 
ably are  concerned  about  the  cost  of 
maintaining  multiple  stocks  of  similar 
products.  While  there  is  no  doubt  that 
inventory  costs  rise  when  additional 
brands  are  stocked,  it  would  be  inter- 
esting to  know  how  much  they  rise, 
and  how  many  pharmacists  actually 
stock  all  brands— of,  say,  ampicillin 
or  tetracycline— or  how  long  they 
keep  “slow  moving”  products  on  their 
shelves  before  they  are  returned  for 
credit.  To  ask  that  the  industry  elimi- 
nate multiple  sources  is  to  ask  com- 
petitors to  stop  competing. 

Drug  Substitution— A License  for 
the  Unethical 

Anti-substitution  repeal  would 
favor  “corner  cutting”  pharmacists 
and  manufacturers.  For  them,  free 
substitution  would  be  not  a right,  but 
a license.  As  an  aftermath,  it  is  quite 
likely  that  the  confidence  of  both  phy- 
sicians and  patients  in  the  profession 
of  Pharmacy  would  be  eroded,  as 
revelations  about  the  unconscionable 
behavior  of  an  undisciplined  few  were 
magnified  in  the  press  or  in  profes- 
sional circles. 

Summary 

In  short,  what  the  American 
Pharmaceutical  Association  advo- 


cates as  a broad-spectrum  panacea 
looks  to  us  to  be  not  only  a rninority 
view  (advocacy  of  substitution  is  by 
no  means  a uniform  policy  in  Phar- 
macy), but  also  an  extraordinarily 
costly  and  ineffective  remedy,  whose 
side  effects  are  odious.  We  believe 

(1)  that  an  impressive  majority  of 
pharmacists  prefer  to  work  with 
Medicine  and  with  industry,  for  the 
consumer,  and  for  the  general  good, 

(2)  that  they  seek  the  privilege  to  sub- 
stitute when  the  patient  might  gain 
and  when  the  patient’s  doctor  agrees, 
and  (3)  that  they  seek  to  work  for  the 
resolution  of  genuine  grievances 
openly  and  professionally. 

(For  amplification  of  PM  A views, 
please  write  for  our  booklet,  "The 
Medications  Physicians  Prescribe: 
Who  Shall  Determine  the  Source?" 

It  is  available  from:  Pharmaceutical 
Manufacturers  Association,  1155 
Fifteenth  Street,  N.W.,  Washington, 
D.C.  20005.) 


Pharmaceutical 
Manufacturers  Association 
1 1 55  Fifteenth  Street,  N.  W. 
Washington,  D.C.  20005 


Pleural  effusion 


WHEREVER  IT 


Wherever  it  hurts, 
Empirin  Compound  with 
Codeine  usually  provides 
the  relief  needed. 


HERE 


Biliary  calculi 


Osteoarthritis 


In  general,  only  pain  so  severe 
that  it  requires  morphine  is 
beyond  the  scope  of 
Empirin  Compound  with  Codeine. 

prescribing  convenience: 


up  to  5 refills  in  6 months, 
at  your  discretion  (unless 
restricted  by  state  law);  by 
telephone  order  in  many  states. 

Empirin  Compound  with 
Codeine  No.  3,  codeine 
phosphate*  32.4  mg.  (gr.  V2); 
No.  4,  codeine  phosphate* 

64.8  mg.  (gr.  li*Warning— 
may  be  habit-forming.  Each 
tablet  also  contains:  aspirin 
gr.  3V2,  phenacetin  gr.  2^2, 
caffeine  gr.V2. 


Burroughs  Wellcome  Co. 

Research  Triangle  Park 
North  Carolina  27709 


T 

u 


UNO 

e CODEINE 

#3,  cocdeine  phosphate*  (32.4  mg.)  gr.  V2 
#4,  codeine  phosphate*  (64.8  mg.)  gr.  -1 


MD’s  in  the  News 


Dr.  Charles  II.  Rammelkamp,  Cleveland,  is 
a member  of  the  board  of  the  Robert  Wood  John- 
son Foundation,  sponsors  of  a $5.9  million  clinical 
scholar  program.  The  program  is  aimed  at  young 
men  and  women  who  ha\  e recently  received  their 
M.D.  degrees  and  are  expected  to  assume  key  roles 
in  planning,  management,  and  evaluation  of 
community  health  systems,  government-sponsored 
health  programs,  and  health  sciences  education. 

Dr.  William  D.  Patton,  Middletown,  was 
honored  recently  with  the  Governor’s  Award  and 
with  a citation  from  the  Ohio  House  of  Repre- 
sentatives for  his  humanitarian  activities  in  the 
community.  The  presentations  were  made  at 
a testimonial  gathering  at  which  a monetary  gift 
from  community  friends  also  was  given  to  Dr. 
Patton. 

Dr.  Trent  W.  Smith,  of  Columbus,  associate 
professor  of  otolaryngology  at  Ohio  State  Univer- 
sity, was  named  president-elect  of  the  American 
Academy  of  Facial  Plastic  and  Reconstructive 
Surgery  at  the  organization’s  ninth  annual  scien- 
tific meeting  held  in  St.  Louis.  Fie  is  a former 
president  of  the  American  Society  of  Facial  Plastic 
Surgery  and  a diplomate  of  the  American  Board 
of  Otolaryngology. 

Dr.  Nino  M.  Camardese,  of  Norwalk,  for  the 
second  time  has  been  accorded  the  George  Wash- 
ington Honor  Medical  Award  by  the  Freedoms 
Foundations.  The  Foundation  met  at  Valley 


Forge,  Pa.,  for  its  24th  annual  awards  jjrogram. 
Dr.  Camardese,  a naturalized  American  Citizen 
who  spent  his  boyhood  under  a fascist  regime,  is 
an  outspoken  ad\ocate  of  the  American  way  of 
life  and  especially  of  jjreservation  of  the  physician- 
patient  relationship  in  medicine. 

Some  350  people  attended  a testimonial  din- 
ner in  honor  of  Dr.  John  P.  Smarella,  native  of 
Steubenville  and  physician  there  of  long  standing 
as  well  as  former  Jefferson  County  coroner.  He 
was  presented  “The  Cavaliere  of  the  Order  of 
Merit  of  the  Republic  of  Italy”  medal  and  scroll  by 
Italian  Consul  Mario  .\nziano,  of  Cleveland.  The 
honor  is  bestowed  on  Americans  of  Italian  ancestry 
who  ha\e  distinguished  themselves  by  their  hu- 
manitarian actixities. 


An  eye  bank  has  been  established  at  the 
Medical  College  of  Ohio  at  Toledo,  to  serve  some 
20  counties  in  northwest  Ohio.  Monetary  gifts 
from  the  Lions  Club  and  the  public  will  support 
the  program. 

The  University  of  Kentucky  College  of  Medi- 
cine will  present  a program  on  drugs  and  tech- 
niques in  anesthesia,  June  1-2;  fee  $50;  contact 
Ronald  D.  Hamilton,  M.D.,  Director  of  Continuing 
Education,  University  of  Kentucky  College  of 
Medicine,  Lexington,  Ky.  40506. 


tlie  "Wendt-Bristol  oo. 

MANY  tOCATIONS  TO  S6HVE  YOU 

OfFiCE  AND  SHOW  ROOM  U59  DUBLIN  ROAD  COLUMBUS,  OHIO  43212 


PHARMACEUTICAL  AND  SICKROOM  SUPPLIES 


PHYSICIAN  AND  HOSPITAL  EOUtPMENT 
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Harding  Hospital 

WORTHINGTON,  OHIO 

A fully  accredited  private  psychiatric  hospital  situated  on  45  acres  of  beautiful, 
wooded  grounds  just  ten  miles  north  of  the  state  capitol. 

THE  HARDING  HOSPITAL  PROVIDES: 

* 125  In-patient  beds  — 

* Day  Hospital  program  — 

* Full  time  attending  staff  of  psychiatrists  — 

* Professionally  trained  Adjunctive  Therapy  staff  with  programs  in  occupa- 
tional, recreational  and  vocational  therapy.  (Crafts,  Fine  Arts,  Greenhouse, 
etc.) 

* Qualified  staff  of  psychologists  — 

""  Social  Service  department  — 

* Consultation  and  evaluation  for  out-patients. 

For  particulars  on  rates  and  terms  or  on  specific  patients  write  or  call  — 

Harding  Hospital  - Worthington,  Ohio 
Area  Code  614  - 885-5381 

George  T.  Harding,  M.D.  Donald  L.  Hanson 

Medical  Director  Administrator 


need  equipment? 
use  our  Capital— not  yours 


Conserve  your  capital  and  improve  cash  flow— lease 
business  or  professional  equipment  from  Capital  Finan- 
cial Services  Leasing. 

We  lease  just  about  everything  except  large  rolling 
stock,  and  we  lease  it  in  a hurry.  Most  lease  arrange- 
ments are  completed  within  five  days. 

Equipment  leasing  gives  you  the  advantages  of  new 
equipment  without  the  disadvantages  of  large  capital 
outlay.  No  down  payment  is  needed.  Lease  charges  are 


ordinary  business  expenses  and  may  be  written  off 
accordingly. 

Ask  your  accountant  about  the  fax  and  accounting  ad- 
vantages of  equipment  leasing,  then  call  and  tell  us  what 
you  need.  You  can  lease  office  communications  systems, 
new  furniture,  instruments,  everything  from  typewriters  to 
tables,  from  accounting  machines  to  X-ray  equipment. 

Call  George  Stumpf  614/228-6301  collect  or  mail  the 
coupon  below. 


Name 

Street 

City  and  State 

Type  of  equipment  needed 
Business/Office  Name 


Exec.  Offices  100  E.  Broad  St.  Columbus.  Ohio  43215 
Affiliated  with  THE  CONTINENTAL  CORPORATION 
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OSMA  Staff  Member  Retires 


It  was  a quiet  luncheon  at  the  University 
Club  in  downtown  Columbus,  but  it  marked  the 
climax  of  a full  and  faithful  career  in  the  Head- 
quarters Office  of  the  Ohio  State  Medical  Asso- 
ciation. 

In  fact,  Hazel  Winzenried  established  an  all- 
time  record  for  longevity  on  the  State  Association 
staff  — • some  36  years  and  five  months  — before 
her  retirement  on  January  31. 

The  above  photograph  was  taken  at  the 
luncheon  and  shows  Miss  Winzenried  receiving  a 
token  of  appreciation  from  the  Association  and 
the  staff,  presented  by  Hart  F.  Page,  OSMA  Exec- 
utive Director,  who  commended  her  on  behalf  of 
the  Association  for  her  long  and  faithful  service. 
The  entire  staff  of  the  Association  joined  Mr.  Page 
in  a tribute  to  her  and  in  wishing  her  well  in  her 
future  plans. 


Also  joining  her  at  the  testimonial  luncheon 
were  her  sister-in-law,  Mrs.  Louise  ^\  inzenried, 
who  came  from  her  home  in  Florida  for  the  oc- 
casion, and  her  nieces  and  nephews  from  the  Cen- 
tral Ohio  area.  Also  present  were  Charles  S.  Nelson 
and  George  (Scottie)  Saville,  retired  Executive 
Secretaries  of  the  Association,  and  Miss  Florence 
Okert  and  Mrs.  Edna  Latimer,  retired  members 
of  the  staff. 

Miss  Winzenried  joined  the  staff  in  the  mid- 
1930’s.  Since  then  she  has  witnessed  a phenomenal 
grow'th  in  the  Association’s  membership  and  ac- 
tivities. 

During  her  earlier  years  with  the  Association, 
she  assumed  many  responsibilities  including  work 
on  The  Journal.  In  more  recent  years,  her  prin- 
cipal acti\ities  revohed  around  the  Annual  Meet- 
ing, the  Flouse  of  Delegates  and  The  Council. 
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Columbus  Physician  Named  Dean 
of  OSU  College  of  Medicine 


HE  BOARD  OF  TRUSTEES  of  Ohio  State 
E"ni\ersity  has  named  Dr.  Henry  G.  Cram- 
blett,  ot  Columbus,  as  dean  of  the  College  of 
Medicine,  elfectixe  July  1.  The  action  was  an- 
nounced lollowing  an  early  .April  meeting  of  the 
Board.  The  office  of  dean  became  vacant  when 
Dr.  John  Prior  resigned  from  that  post. 


Dr.  Cramblctt 


In  announcing  the  ajjpointment,  Board  Pres- 
ident Harold  L.  Enarson  said:  “Dr.  Cramblett  has 
an  excellent  reputation  as  teacher,  researcher,  prac- 
ticing jjhysician,  and  as  a leader  in  medical  affairs 
locally  and  nationally.  He  brings  to  an  extraordi- 
narily difficult  and  demanding  assignment  all  the 
requisite  qualifications  — professional  competence 
and  sensitive  concern  for  impro\ed  medical  care, 
an  acute  sense  of  the  ])ossible  in  medical  research, 
impressive  energy  and  dri\  e,  and  an  intimate  famil- 
iarity with  the  College  of  Medicine.  He  also  has 
the  sujjport  and  respect  of  colleagues  in  the  Col- 
lege, the  University  and  the  medical  profession.” 

Dr.  Cramblett  is  professor  of  pediatrics  and 
chairman  of  the  Department  of  Microbiology  at 
Ohio  State,  with  headcjuarters  at  Children’s  Hos- 
pital, Columbus,  and  executive  director  of  the 
Children’s  Ho.spital  Research  Foundation. 

He  was  appointed  to  the  State  Medical  Board 
in  1970  to  fill  three  years  of  an  unexpired  term, 
and  was  named  secretary  of  the  Board  in  1971.  The 
State  Medical  Board  is  the  state  agency  charged 
with  the  responsibility  of  licensing  physicians  and 


other  jjractitioners  of  the  healing  arts  in  Ohio  and 
enforcing  the  law  as  it  applies  to  the  healing  arts. 

In  1972  he  was  named  to  the  FLEX  Exam- 
ination Committee  and  to  the  American  Board  of 
Medical  Specialists. 

Among  appointments,  he  has  ser\ed  as  secre- 
tary of  the  Faculty,  OSU  College  of  Medicine, 
and  on  the  OSU  Research  Council,  and  OSU 
Graduate  Council,  and  the  Clinical  Research  Fel- 
lowship Committee  of  the  National  Institutes  of 
Health,  and  as  consultant  to  the  Seminar  Services 
Division  of  the  National  Communicable  Disease 
Center. 

Dr.  Cramblett  was  born  in  Scio  and  received 
his  early  education  in  the  Harrison  County  com- 
munity schools.  He  graduated  Magna  Cum  Laude 
from  Mount  Union  College,  and  was  pledged  to 
Psi  Kappa  Omega  Scholastic  Fraternity.  Other 
collegiate  honors  included  affiliation  with  Phi 
Sigma  (Biology)  and  Alembroic  (chemistry).  He 
received  his  M.D.  degree  from  the  University  of 
Cincinnati  College  of  Medicine  in  1953  and  again 
earned  several  honors,  among  them  the  Eben  J. 
Carey  Award  in  Anatomy,  the  Stella  Feis  Ploff- 
heimer  Scholastic  Award,  and  the  pledge  to  Alpha 
Omega  Alpha. 

Dr.  Cramblett  took  his  internship  in  medicine 
at  Boston  City  Hospital  on  the  Harvard  Medical 
Service.  Before  coming  to  Columbus  in  1964,  he 
was  successively  resident  in  pediatrics  at  Children’s 
Hospital,  Cincinnati;  chief  resident  and  instructor 
in  the  Department  of  Pediatrics,  State  University 
of  Iowa;  assistant  professor  at  the  same  institution; 
associate  professor  of  pediatrics,  associate  in  path- 
ology and  microbiology,  and  director  of  the  Virol- 
ogy Laboratory,  Bowman  Gray  School  of  Medicine. 

In  addition  to  the  honors  mentioned.  Dr. 
Cramblett  is  affiliated  with  numerous  professional 
organizations,  among  them  the  Ohio  State  Medical 
.Association  and  the  .American  Medical  Association. 

* * * 

Reappointed  to  State  Medical  Board 

As  this  issue  of  The  Journal  was  going  to 
press,  information  was  received  that  Governor 
John  J.  Gilligan  had  reappointed  Dr.  Henry  G. 
Cramblett  to  the  State  Medical  Board  of  Ohio 
for  an  additional  seven-year  term.  He  was  first 
appointed  to  the  Board  in  1970  to  fill  part  of  an 
unexpired  term. 
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Colic?  Diarrhea?  Eczema?  Asthma? 
Rhinorrhea?  Fretfulness?  Fitful  Sleep? 


Soyalac  is  often 
the  answer. 


This  ailing,  wailing  syndrome  in  infants  (and  older 
children)  is  all  too  familiar.  Fortunately,  the  physician 
has  at  his  command  a trusted  ally:  milk-free,  fibre- 
free,  hypo-allergenic  Soyalac. 

Soyalac  is  palatable,  readily  digested  and  assim- 
ilated. It  simulates  human  milk  in  appearance,  taste, 
texture.  It  is  complete  with  \’itamins  and  minerals. 

It  is  equally  suitable  for  children  and  adults  allergic 
to  cow’s  milk. 

Through  the  years  Soyalac  has  proved  its  value 
— in  promoting  growth  and  development  — as  attested 
by  extensive  clinical  data. 

Free  samples  and  literature  on  request. 

A simple  note  on  your  prescription  form  will  do. 


Now  available  in  3 forms: 
Qmcentrated  Liquid, 
Ready-tO'Serve,  Powdered 


a prcxiuct  of 

LOMA  LINDA  FOODS 

KtEDICAL  PRODUCTS  DIVISION 

RIVERSIDE,  CALIFORNIA  92505 
Mount  Vernon,  Ohio  43050,  U S A. 


Obituaries 


Jack  Charles  Berno,  M.D.,  Chillicothe;  \\  est- 
ern  Reserve  University  School  of  Medicine,  1945; 
aged  52;  died  March  18;  member  of  OSMA,  and 
AMA;  Fellow,  American  College  of  Surgeons; 
diplomate,  American  Board  of  Surgery;  practicing 
jihysician  and  surgeon  in  Chillicothe  for  a number 
of  years;  veteran  of  World  War  II. 

Robert  Eugene  Bowsher,  M.D.,  Midland, 
Mich.;  Ohio  State  University  College  of  IMedicine, 
1939;  aged  59;  died  March  16;  practitioner  for 
many  years  in  Midland  and  recently  director  of 
medical  education  at  Midland  Hospital;  veteran 
of  tVorld  War  II. 

Cornelius  Joseph  Cassidy,  M.D.,  New  Ba- 
varia; Western  Reserv  e University  School  of  Medi- 
cine, 1926;  aged  79;  died  March  27;  member  of 
OSMA,  AMA  and  American  Academy  of  Family 
Physicians;  practitioner  for  some  40  years  in 
Parma  before  his  retirement  in  1968. 

Wilbur  Louis  Davis,  M.D.,  Martins  Ferry; 
University  of  Cincinnati  College  of  Medicine, 
1922;  aged  76;  died  March  23;  member  of  OSMA, 
AMA,  and  American  Geriatrics  Society;  practi- 
tioner of  long  standing  in  Martins  Ferry  and 
recently  medical  officer  of  the  Veterans  Regional 
Office  in  Wheeling;  veterans  of  World  War  I. 

Charles  Ross  Deeds,  M.D.,  Hendersonville, 
N.C.;  Eclectic  Medical  College,  Cincinnati,  1916; 
aged  82;  died  March  12;  former  member  of 
OSMA;  practitioner  in  Canton  from  1920  to  1927, 
and  in  Cincinnati  until  1948. 

Edwin  William  Enz,  M.D.,  Cincinnati;  Medi- 
cal College  of  Ohio,  Cincinnati,  1907;  aged  88; 
died  March  10;  member  of  OSMA  and  AMA; 
retired  in  1955  after  practicing  for  48  years  in 
Cincinnati. 

Wayne  Clifford  Estes,  M.D.,  Cleveland;  Uni- 
versity of  Texas  Medical  Branch,  Galveston,  1920; 
aged  79;  died  February  22;  member  of  OSMA 
and  AMA;  practitioner  of  long  standing  in  Cleve- 
land before  his  retirement;  veteran  of  World 
War  I. 

Robert  Lee  Eaulkner,  M.D.,  Willoughby; 
Johns  Hopkins  University  School  of  Medicine, 
1923;  aged  74;  died  March  23;  member  of  OSMA, 
.\MA,  American  Association  of  Obstetricians  and 
Gynecologists;  .American  Gynecological  Society; 


Fellow,  .American  College  of  Obstetricians  and 
Gynecologists,  and  the  American  College  of  Sur- 
geons; diplomate,  American  Board  of  Obstetrics 
and  Gynecology;  practitioner  of  long  standing  in 
Cleveland  and  formerly  on  the  faculty  of  Case 
Western  Reserve  University  School  of  Medicine. 
Among  survivors  are  his  son-in-law  and  daughter. 
Dr.  and  Mrs.  Ronald  B.  Golden. 

Abran  Ernest  Handy,  M.U.,  Cleveland 
Heights;  Health  Sciences  Division  of  Virginia 
Commonwealth,  1943;  aged  57;  died  March  24; 
member  of  OSMA,  AMA,  and  Radiological  Soci- 
ety of  North  America;  Fellow,  American  College 
of  Radiology;  diplomate,  American  Board  of 
Radiology;  practitioner  of  long  standing  in  the 
Cleveland  area;  veteran  of  World  War  II. 

Laurence  M.  Ihle,  M.D.,  Galena;  Ohio  State 
University  College  of  Medicine,  1932;  aged  75; 
died  March  4;  member  of  OSMA;  practitioner  in 
Delaware  County  since  1933. 

Benjamin  Franklin  Lee,  M.D.,  Wilberforce; 
Meharry  Aledical  College  School  of  Medicine, 
1949;  aged  63;  died  March  7;  member  of  OSMA 
and  former  member  of  AMA;  general  practitioner 
of  long  standing  in  the  Wilberforce  area  and  di- 
rector of  the  Central  State  University  Health 
Service. 

Claude  A.  McCollough,  M.D.,  Salineville; 
Ohio  State  University  College  of  Medicine,  1923; 
aged  76;  died  February^  26;  member  of  OSMA 
and  AMA;  native  of  Salineville  and  practitioner 
in  the  Columbiana  County  area  for  virtually  all  of 
his  professional  career;  veteran  of  World  War  I. 

Ralph  Snyder  Maurer,  M.D.,  Cleveland; 
Western  Reserve  University  School  of  Medicine, 
1928;  aged  71;  died  January  26;  member  of 
OSMA,  AMA,  and  American  Academy  of  Family 
Physicians;  general  practitioner  of  long  standing 
in  the  Cleveland  area. 

Thomas  A.  Minahan,  Jr.,  M.D.,  Hubbard; 
Cleveland-Pulte  Aledical  College,  1913;  aged  81; 
died  February  27;  member  of  OSMA  and  AMA; 
practitioner  in  the  Trumbull  County  community 
since  1914  and  former  Trumbull  County  health 
commissioner;  veteran  of  World  War  I. 

Bristow'  C.  Myers,  M.D.,  Lorain;  Meharry 
Medical  College  School  of  Medicine,  1933;  aged 
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WSOdLAN 


;(iSOXSUPRINE  HCI 

ii  the  compatible  vasodilator 


• no  interference  with  diabetic  control . . . does  not  alter 
carbohydrate  metabolism.* 

• conflicts  have  not  been  reported  with  diuretics, 
corticosteroids,  antihypertensives  or  miotics. 

There  are  no  known  contraindications  in  recommended 
oral  doses  other  than  it  should  not  be  given  in  the  presence 
of  frank  arterial  bleeding  or  immediately  postpartum. 


INDICATIONS:  Based  on  a review  of  this  drug  by  the  National 
Academy  of  Sciences-National  Research  Council  and/or  other 
information,  the  FDA  has  classified  the  indications  as  follows: 

Possibly  Effective: 

1.  For  the  relief  of  symptoms  associated  with  cerebral  vascular  insufficiency. 

2.  In  peripheral  vascular  disease  of  arteriosclerosis  obliterans, 
thromboangiitis  obliterans  (Buerger’s  disease)  and  Raynaud’s  disease. 

3.  Threatened  abortion. 

Final  classification  of  the  less-than-effective  indications  requires  further 
investigation. 


COMPOSITION:  Vasodilan  tablets,  isoxsuprine  HCI,  10  mg.  and  20  mg. 

1972  MEA»  J»HNSON  C COMPANY  . EVANSVILLE,  INtlANA  47721  U S. A.  1*372 


DOSAGE  AND  ADMINISTRATION:  10  to  20  mg.  three  or  four  times  daily. 

CONTRAINDICATIONS  AND  CAUTIONS:  There  are  no  known 
contraindications  to  oral  use  when  administered  in  recommended  doses. 
Should  not  be  given  immediately  postpartum  or  in  the  presence  of  arterial 
bleeding. 

ADVERSE  REACTIONS:  On  rare  occasions,  oral  administration  of  the  drug 
has  been  associated  in  time  with  the  occurrence  of  severe  rash.  When  rash 
appears,  the  drug  should  be  discontinued.  Occasional  overdosage  effects  such 
as  transient  palpitation  or  dizziness  are  usually  controlled  by  reducing  the  dose. 

SUPPLIED: 

Tablets,  10  mg. — bottles  of  100,  1000,  5000  and  Unit  Dose 
20  mg. — bottles  of  100,  500  and  Unit  Dose 

REFERENCE:  1.  Samuels,  S.  S.,  and  Shaftel,  H.  E.: 

J.  Indiana  Med.  Ass.  1021-1023  (July)  1961. 


i_  A B O R ATO  R I E S 


65;  died  March  18;  member  of  OSMA,  AM  A,  and 
the  American  Academy  of  Family  Physicians; 
practitioner  in  the  Lorain  area  for  38  years;  past 
president  of  the  Lorain  County  Medical  Society 
and  the  local  organization  of  family  physicians. 
.\mong  sur\ivors  is  a brother,  Dr.  Govan  A. 
Myers,  of  Cleveland. 

William  Kinsey  Neeld,  M.D.,  Xenia;  Ohio 
State  University  College  of  Medicine,  1966;  aged 
39;  died  March  10;  member  of  OSM.A  and  AMA; 
practicing  physician  in  the  Xenia  area  for  six 
years;  served  in  the  U.S.  Navy  from  1962  to  1966. 

Lorenzo  Dow  Nelson,  M.D.,  The  Plains;  Ohio 
State  University  College  of  Medicine,  1908;  aged 
86;  died  February  28;  fomier  member  of  OSMA; 
native  of  Athens  County  and  practitioner  there 
for  virtually  all  of  his  professional  career;  veteran 
of  World  War  I. 

Bela  A.  Tapolczay,  M.D.,  Cleveland;  medical 
degree  from  Elizabeth  University,  Flungary,  1933; 
aged  67;  died  January  25;  member  of  OSMA  and 
.\MA;  former  practitioner  in  Budapest  and  resi- 
dent of  this  country  since  about  1950;  practitioner 
in  the  Cleveland  area  for  several  years. 

Everett  Raymond  Thomas,  M.D.,  Poland; 
Western  Reserve  University  School  of  Medicine, 
1916;  aged  84;  died  March  5;  member  of  OSMA 
and  ,'\MA;  practitioner  in  the  Poland-Youngstown 
area  for  more  than  50  years,  specializing  in  pedi- 
atrics; physician  for  the  Youngstown  public 
schools  for  28  years;  veteran  of  World  War  I. 

John  H.  L nderwood,  M.D.,  Canton;  Univer- 
sity of  Maryland  School  of  Medicine,  1920;  aged 
79;  died  March  17;  member  of  OSM.A,  AMA  and 
the  American  Academy  of  Ophthalmology  and 
Otolaryngology;  diplomate,  American  Board  of 
Otolaryngology;  practitioner  in  Canton  for  44 
years. 

Richard  N.  WTstcott,  M.D.,  Cleveland;  Ffar- 
vard  Medical  School,  1943;  aged  54;  died  March 
10;  member  of  OSM.\,  AM.A,  and  American  So- 
ciety of  Internal  Medicine;  Fellow,  American  Col- 
lege of  Physicians;  associated  since  1951  with  the 
Cleveland  Clinic  Foundation  where  he  was  head 
of  the  electrocardiography  section;  veteran  of 
World  War  II. 

Alexander  Zasidatel,  M.D.,  Montpelier;  Uni- 
versity of  Graz  School  of  Medicine,  Austria,  1953; 
aged  51;  died  ISIarch  14;  member  of  OSM.A  and 
.'\M.\;  family  practitioner  in  the  Williams  County 
community  since  1963. 
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new  g 1” 

Sdntyl 

/ II  ointment  k#  \ 


Indications:  Santyl  Ointment  is  indicated  for  debrid- 
ing  dermal  ulcers  and  severely  burned  areas.  In  other 
types  of  necrotic  skin  lesions  reports  on  the  use  of 
Santyl  Ointment  have  been  limited  to  clinical  observa- 
tions without  controls. 

Contraindications:  Application  is  contraindicated  in 
patients  who  have  shown  local  or  systemic  hypersen- 
sitivity to  Collagenase, 

Precautions:  The  enzyme's  optimal  pH  range  is  7 to 
8.  Lower  pH  conditions  have  a definite  adverse  effect 
on  the  enzyme's  activity,  and  appropriate  precautions 
should  be  taken. 

The  enzymatic  activity  is  also  adversely  affected  by 
detergents  and  hexachlorophene  and  heavy  metal  ions 
such  as  mercury  and  silver  which  are  used  in  some 
antiseptics.  When  it  is  suspected  such  materials  have 
been  used,  the  site  should  be  carefully  cleansed  by 
repeated  washings  with  normal  saline  before  Santyl 
Ointment  is  applied.  Soaks  containing  metal  ions  or 
acidic  solutions  such  as  Burow's  solution  should  be 
avoided  because  of  the  metal  ion  and  low  pH.  Cleans- 
ing materials  such  as  hydrogen  peroxide  or  Dakin's 
solution  do  not  interfere  with  the  activity  of  the  enzyme. 
Debilitated  patients  should  be  closely  monitored  for 
systemic  bacterial  infections  because  of  the  theoreti- 
cal possibility  that  d.ebriding  enzymes  may  increase 
the  risk  of  bacteremia. 

The  ointment  should  be  confined  to  the  area  of  the 
lesion  in  order  to  avoid  the  risk  of  irritation  or  macer- 
ation of  normal  skin. 

A slight  erythema  has  been  noted  occasionally  in  the 
surrounding  tissue  particularly  when  the  enzyme  oint- 
ment was  not  confined  to  the  lesion.  This  can  be  read- 
ily controlled  by  protecting  the  healthy  skin  with  a 
material  such  as  Lassar's  paste. 

Since  the  enzyme  is  a protein,  sensitization  may  de- 
velop with  prolonged  use  although  none  has  been 
observed  to  date. 

Adverse  Reactions:  Adverse  reactions  to  Collagenase 
have  not  been  noted  when  used  as  directed. 

Dosage  & Administration:  Santyl  Ointment  should  be 
applied  once  daily  (or  once  every  other  day  in  the 
case  of  outpatients)  in  the  following  manner. 

(1)  Prior  to  application  the  lesions  should  be  gently 
cleansed  with  a gauze  pad  saturated  in  normal  saline, 
buffer  (pH  7. 0-7. 5)  or  hydrogen  peroxide  to  remove 
any  film  and  digested  material. 

(2)  Whenever  infection  is  present,  as  evidenced  by 
positive  cultures,  pus,  inflammation  or  odor,  it  is  de- 
sirable to  use  an  appropriate  topical  antibacterial  agent. 
Neomycin-Bacitracin-Polymyxin  B (Neosporin)  has 
been  found  compatible  with  Santyl  Ointment.  This 
antibiotic  should  be  applied  to  the  lesion  in  powder 
form  or  solution  prior  to  the  application  of  Santyl 
Ointment.  Should  the  infection  not  respond,  therapy 
with  Santyl  Ointment  should  be  discontinued  until 
remission  of  the  infection. 

(3)  Santyl  Ointment  should  be  applied  (using  a wooden 
tongue  depressor  or  spatula)  directly  to  deep  wounds, 
or,  when  dealing  with  shallow  wounds,  to  a sterile 
gauze  pad  which  is  then  applied  to  wound.  The  wound 
IS  covered  with  sterile  gauze  pad  and  secured  with 
clear  tape  or  Kling  bandage. 

(4)  Crosshatching  thick  eschar  with  a #11  blade  is 
helpful.  It  is  also  desirable  to  remove  as  much  loos- 
ened detritus  as  can  be  done  readily  with  forceps  and 
scissors. 

(5)  All  excess  ointment  should  be  removed  each  time 
dressing  is  changed. 

(6)  Use  of  the  ointment  should  be  terminated  when 
sufficient  debridement  of  necrotic  tissue  has  taken 
place. 

Overdose:  Action  of  the  enzyme  may  be  stopped, 
should  this  be  desired,  by  the  application  of  Burow's 
solution  U.S.P.  (pH  3. 6-4. 4)  to  the  lesion. 

How  Supplied:  Santyl  Ointment  contains  250  units  of 
Collagenase  enzyme  per  gram  of  white  petrolatum 
U.S.P.  The  potency  assay  of  Collagenase  is  based  on 
the  digestion  of  undenatured  collagen  (from  bovine 
Achilles  tendon)  at  pH  7.2  and  37“  C.  for  24  hours. 
The  number  of  peptides  cleaved  are  measured  by 
reaction  with  ninhydrin.  Peptides  released  by  a tryp- 
sin digestion  control  are  subtracted.  One  net  Collage- 
nase unit  will  solubilize  ninhydrin  reactive  material 
equivalent  to  4 micromoles  of  Leucine. 


Knoll  Pharmaceutical  Co. 

30  North  Jefferson  Roaid 
Whippany,  New  Jersey  07981 


“...it  may  prove  to  be  the  drug 
of  choice  for  wound 
debridement.” 


Vamia  A 0 et  a/;  Su;g.  Gynec.  Obstet.  736:281, 
Feb.  1973. 


i To  permit  healing  like  this...you  want  to  start  like  this. 


Santyr"(collagenase)  for  dermal 

ulcers  and  burns: 

the  first  topical  enzyme 

7 ^ to  attack 

) native  collagen,  a substance  that  is 
ordinarily  resistant  to  all  common 
:i  topical  enzymes  used  in  wound  de- 
r bridement 

I > to  dissolve 

jj  the  strands  of  tissue  that  “anchor” 
t necrotic  debris  and  burn  eschar  to 
i the  wound  surface 

' ^ to  effectively  remove 

the  debris  that  hinders  healing. ..with 
simple,  once-a-day  application 


» • 

Artist’s  conception  of  decubitus  ulcer 


I treat  patients  with  dermal  ulcers  and  burns,  and  I would  like 
to  receive: 

□ clinical  reprints  and  scientific  information  on  Santyl. 

□ a free  in-service  training  program  on  the  use  of  Santyl. 


Name 


Nursing  home  or  hospital  affiliation 


Office  address 


City  State  Zip  code 


>acidyr 

T3HL0RVYN0L) 

lief  Summary 


i^Btlons-Placidyl  (ethchlorvynol)  is  indicated 
3 ort-term  hypnotic  therapy  in  the  management 
' isomnia. 

Saindications— Drug  hypersensitivity  and  por- 

ijlnga— Not  recommended  during  the  first  and 
gid  trimester  of  pregnancy.  Caution  patients 
'3ssible  combined  exaggerated  effects  with 
ciol,  barbiturates,  tranquilizers  or  other  CNS 
(f'Ssants.  Exaggerated  effects  might  result  in 
ung  of  vision,  paralysis  of  accommodation  and 
ound  hypnosis.  Caution  patients  concerning 
ftig  a motor  vehicle,  operating  machinery,  or 
h hazardous  operations  requiring  alertness  af- 
r king  the  drug.  ADMINISTER  WITH  CAUTION 
DATIENTS  WITH  SUICIDAL  TENDENCIES  AND 
fljoT  PRESCRIBE  LARGE  QUANTITIES  OF  THE 
Ri3.  Adjustment  of  the  dosage  of  oral  anticoag- 
as  might  be  necessary  when  beginning  ethchlor- 
n|  therapy,  during  therapy,  or  after  stopping 
■py.  This  drug  is  not  recommended  for  use  in 
Ifen.  PLACIDYL  HAS  THE  POTENTIAL  FOR 
Hi|  DEVELOPMENT  OF  PSYCHOLOGICAL  AND 
HlilCAL  DEPENDENCE.  INSTANCES  OF  SE- 
WITHDRAWAL  SYMPTOMS,  INCLUDING 


/ULSIONS  AND  DELIRIUM  CLINICALLY  SIM- 
TO  THOSE  SEEN  WITH  BARBITURATES, 
BEEN  REPORTED  IN  PATIENTS  TAKING 
JLAR  DOSES  AS  LOW  AS  1000  MG.  PER  DAY 
^ A PERIOD  OF  TIME  WHEN  THE  DRUG  WAS 
BENLY  DISCONTINUED.  PROLONGED  AD- 
rSTRATION  OF  THE  DRUG  IS  NOT  RECOM- 
EDED.  Addiction-prone  patients  or  those  who 
I'kely  to  increase  dosages  of  the  drug  on  their 
vijinitiative  should  be  observed  for  evidence  of 
g,.  or  symptoms  which  may  indicate  possible 

(withdrawal  or  abstinence  symptoms.  Signs 
symptoms  associated  with  withdrawal  and  ab- 
(Tnce  include  unusual  anxiety,  tremor,  ataxia, 
u ng  of  speech,  memory  loss,  perceptual  dis- 
r;ns,  irritability,  agitation  and  delirium.  Other 
8|Well  defined  signs  and  symptoms,  not  neces- 
ui  due  to  withdrawal  and  abstinence,  may  in- 
anorexia, nausea  or  vomiting,  weakness, 
ess,  sweating,  muscle  twitching  and  weight 
Abrupt  discontinuance  of  Placidyl  following 
nged  overdosage  may  result  in  convulsions 
iJelirium. 

lutlons— Toxic  amblyopia  has  been  reported 
long-term  continuous  use  of  ethchlorvynol. 
anent  visual  defects  have  been  observed,  al- 
[jh  amblyopia  has  improved  after  discontinua- 
of  the  drug.  Drug  dosage  should  be  limited 
Iderly  and  debilitated  patients  to  the  smallest 
itive  amount.  If  pain  is  present,  this  drug 
Id  only  be  given  if  insomnia  persists  after 
|i  is  controlled  with  analgesics.  Caution  is  ad- 
f in  prescribing  the  drug  for  patients  who  are 
|g  treated  with  either  MAO  inhibitors  or  anti- 
ssants.  Transient  delirium  has  been  reported 
the  combination  of  Placidyl  and  amitryptyline. 
dosage  should  be  reduced  if  prescribed  for 
|mts  receiving  MAO  inhibitors  or  antidepres- 
Caution  should  be  exercised  in  patients 
impaired  hepatic  or  renal  function.  Patients 
respond  unpredictably  to  barbiturates  or  alco- 
or  who  exhibit  excitement  and  release  of  inhi- 
iln  in  association  with  such  agents,  may  also 
|t  in  this  way  to  Placidyl,  Rarely,  patients  may 
pit  symptoms  suggestive  of  an  unusual  sus- 
ibility  to  the  drug;  such  as  prolonged  hypnosis, 
bund  muscular  weakness,  excitement,  hysteria, 
yncope  without  marked  hypotension.  Transient 
iness  or  ataxia  may  occur, 
rte  Reactions— Hypotension,  nausea  or  vom- 
gastric  upset,  aftertaste,  blurring  of  vision, 
ness,  facial  numbness,  and  allergic  reaction 
led  by  urticaria  have  been  reported  following 
idyl  administration.  Mild  "hangover"  and  symp- 
of  mild  excitation  have  occurred  in  some 
nts.  There  have  been  rare  reports  of  cholestatic 
dice  occurring  in  patients  taking  ethchlorvynol. 
w cases  of  thrombocytopenia  have  been  re- 
ad In  patients  receiving  ethchlorvynol,  305432 
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Give  us  her  nights 


Prescribe  Placidyl.  Chances  are,  we’ll  give  her  a 
good  night’s  sleep. 

Insomnia  is  often  suffered  by  the  elderly.  Anxiety 
and  agitation  might  be  the  cause.  Or  the  effect. 

In  time  that  can  be  determined.  But  tonight  one  fact 
is  painfully  clear:  she  needs  sleep. 

When  sleep  is  synonymous  with  therapy, 
remember . . . Placidyl  is  synonymous  with  sleep. 

It  has  been  for  over  17  years. 

If  time  is  the  criterion  to  inspire  your  confidence  . . 
you  can  rest  assured  with  Placidyl. 


Prescribed  by  physicians  for  over  1 7 years. 

Placidyr^  © 

(ETHCHLORVYNOL  CAPSULES.  500  or  750  mg.) 
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Additional  information  available 
to  the  profession  on  request. 


Eli  Lilly  and  Company  • Indianapolis,  Indiana  46206 
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Tuberculin  Testing 

A Pitfall  to  Avoid 

Sidney  I.  Lerner,  M.D. 


HE  TUBERCULIN  SKIN  TEST  senes  as 
the  foundation  for  many  tuberculosis  control 
programs.  Recommendations  have  been  made  that 
persons  with  a recent  conversion  to  the  Mantoux 
test,  using  5 tuberculin  units  (5  TU)  of  purified 
protein  derivative  (PPD)  tuberculin  should  re- 
ceive prophylactic  therapy  with  isoniazid  for  one 
year.i  Recently,  there  have  been  increasing  reports 
of  isoniazid-associated  liver  disease.  It  is  important 
that  persons  not  be  diagnosed  falsely  as  converters 
and  subjected  to  unnecessary'  concern  and  the 
potential  risks  associated  with  the  long-term  ad- 
ministration of  isoniazid. 

PPD  tuberculin  has  been  widely  available  for 
many  years  in  tableted  fonn  for  reconstitution. 
To  reduce  loss  of  potency  by  adsorption  of  tuber- 
culoprotein  onto  glass  or  plastic,  some  manufac- 
turers add  5 parts  per  million  of  Tween-80  to  pro- 
vide a stabilized  solution  of  PPD  tuberculin.  The 
standard  dose  of  5 tuberculin  units  refers  to  bio- 
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logic  activity;  hence,  one  would  e.xpect  that  the 
\arious  products  could  be  used  interchangeably. 

The  purpose  of  the  present  investigation  was 
twofold : ( 1 ) to  determine  the  reproducibility  of 
response  to  5 TU  of  tableted  PPD  tuberculin,  and 
(2)  to  compare  the  response  of  tableted  and  liquid 
Tween-80  stabilized  PPD  tuberculin,  in  each  case 
when  5 TU  of  the  test  antigen  was  administered 
simultaneously.  The  results  would  permit  more 
accurate  e\  aluation  of  future  data  from  serial  test- 
ing with  either  antigen,  in  particular  the  potential 
for  the  diagnosis  of  false  conversion. 

Methods 

The  routine  tuberculosis  surveillance  program 
for  employees  at  the  Cincinnati  General  Hospital, 
Cincinnati,  Ohio  includes  a 14  X 17  chest  x-ray 
and  a Mantoux  tuberculin  skin  test  using  5 TU 
of  PPD  tuberculin  annually,  in  the  absence  of  a 
positive  reaction  in  the  past. 

From  September  1969  to  July  1971,  there 
were  790  employees  tested  satisfactorily  with  5 TU 
in  0.1  ml  of  reconstituted  tableted  PPD  tuberculin. 
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The  antigen  was  simultaneously  administered  into 
the  flexor  surface  of  the  right  and  left  forearms 
using  plastic  disposable  syringes  with  27-gauge 
stainless  steel  needles.  The  PPD  was  reconstituted 
from  different  packages  for  each  arm.  It  was  never 
more  than  a few  days  old  because  of  the  number 
of  tests  routinely  given,  but  was  not  necessarily 
used  within  30  minutes  after  reconstitution.  Injec- 
tions were  made  immediately  after  the  syringe  was 
filled.  Results  were  read  after  48  to  72  hours  and 
were  recorded  to  the  nearest  millimeter  of  in- 
duration. 

.Ml  injections  and  readings  were  performed  by 
a specially  trained  nurse,  who  was  instructed  not 
to  hesitate  repeating  or  disqualifying  an  injection 
if  she  had  any  question  about  the  technic  and  to 
record  all  readings  objectively.  The  point  was 
stressed  that  the  PPD  tuberculin  was  being  tested 
rather  than  she. 

When  Tween-80  stabilized  PPD  tuberculin 
became  available  in  the  Cincinnati  General  Hos- 
pital and  was  recommended  as  a replacement  for 
the  tableted  PPD,  a second  series  was  conducted 
for  comparison.  This  was  performed  exactly  as  the 
first,  with  the  exception  that  5 TU  in  0.1  ml  of 
Tween-80  stabilized  PPD  was  used  in  one  arm 
and  5 TU  in  0.1  ml  of  reconstituted  tableted  PPD 
was  administered  in  the  other.  From  May  1971 
until  .\pril  1972,  there  were  429  persons  satisfac- 
torily tested  in  this  way. 

Results 

The  reactions  seen  after  48  to  72  hours  in  the 
two  arms  in  which  5 tuberculin  units  of  tableted 
PPD  was  administered  simultaneously  are  tabu- 
lated in  Table  1.  In  790  simultaneous  tests  there 
was  not  a single  instance  in  which  a significant 
difference  in  reaction  was  seen  in  the  two  arms. 
A significant  difference  is  considered  to  be  one  in 
which  one  arm  is  interpreted  as  negative  (0  to 
4 mm)  or  doubtful  (5  to  9 min')  and  the  other 
arm  positive  (>  9 mm)  with  a difference  so  suf- 
ficiently great  (>  6 mm)  that  if  the  tests  w'ere 


Table  1.  Tableted  PPD  vs  Tableted  PPD 


mm  Induration 
Arm  A Arm  B 

Tableted  Tableted 

PPD  (5  TU)  PPD  (5  TU) 

Number 

% 

Agreement 

0 

0 

697 

88.3 

0 

1-4 

6 

0.8 

1-4 

0 

4 

0.5 

1-4 

1-4 

10 

1.3 

5-9 

5-9 

23 

2.9 

>9 

>9 

45 

5.7 

Disagreement 

— not  significant* 

0 

5-9 

1 

0.1 

1-4 

5-9 

2 

0.2 

5-9 

>9 

2 

0.2 

Total 

790 

100.0 

* Difference  under  6 mm 


'I  abi-f.  2.  Tableted  PPD  vs  Stabilized  PPD 


mm  Induration 
.\rm  A .\rm  B 

Tableted  Stabilized 

PPD  (5  TU)  PPD  (5  TU) 

•Number 

% 

•Agreement 

0 

0 

352 

82.1 

0 

1-4 

3 

0.7 

1-4 

0 

8 

1.9 

1-4 

1-4 

1 

0.2 

5-9 

5-9 

3 

0.7 

>9 

>9 

33 

7.7 

Disagreement  - 

—not  significant* 

0 

5-9 

2 

0.5 

5-9 

0 

i 

0.2 

5-9 

>9 

1 

0.2 

Disagreement 

— significant! 

0 

>9 

11 

2.6 

1-4 

>9 

3 

0.7 

5-9 

>9 

10 

2.3 

>9 

0 

1 

0.2 

Total 

429 

100.0 

* Difference  under 

6 mm 

t Difference  over  6 

i mm 

Table  3.  Differences 

Related 

to  Reaction  Size 

•Arm  A 
Tableted 
PPD  (5  TU) 

Arm  B 
Stabilized 
PPD  (5  TU) 

% 

Significant 

Difference 

mm  Nmnber 

mill 

Number 

0 368 

>9 

11 

3.0 

1-4  12 

>9 

3 

25.0 

5-9  15 

>9 

10 

66.7 

given  in  successive  time  periods  a positive  con- 
\ersion  would  be  interpreted.'  Using  the  results 
in  .\rm  A,  720  (91.1  percent)  were  negative  (0  to 
4 mm),  25  (3.2  percent)  were  doubtful  (5  to  9 
mm),  and  45  (5.7  percent)  were  positive  (>  9 
mm).  Reactions  in  .^rm  B were  717  (90.8  per- 
cent), 26  (3.3  percent j,  and  47  (5.9  percent), 
respectively. 

The  results  of  the  second  series,  in  which  5 
TU  of  tableted  PPD  was  injected  into  one  fore- 
arm and  5 TU  of  stabilized  PPD  simultane- 
ously injected  into  the  other,  are  presented  in 
Table  2.  Out  of  429  tests  with  the  tableted  PPD 
380  (88.6  percent)  were  negative,  15  (3.5  per- 
cent) doubtful,  and  34  (7.9  percent)  positive.  To 
the  stabilized  PPD,  366  (85.3  percent)  were 

negative,  5 (1.2  percent)  doubtful,  and  58  (13.5 
percent')  positive  out  of  429  tests  given.  Attention 
is  directed  to  the  number  of  cases  in  which  a sig- 
nificantly greater  reaction  was  seen  in  one  arm 
as  compared  to  the  other.  There  were  24  out  of 
429  (5.6  percent)  times  when  a significant  posi- 
tive reaction  was  recorded  to  the  stabilized  PPD 
at  the  same  time  that  a negative  or  doubtful  re- 
action was  recorded  to  the  same  dose  (5  TU ) 
of  the  tableted  PPD.  In  only  one  case  was  there 
a significant  positive  difference  to  the  tableted 
PPD.  This  individual  was  retested  three  months 
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later  and  had  0 mm  of  induration  to  both  tests. 
No  explanation  is  apparent  to  explain  the  dif- 
ferences. 

The  frequency  of  significant  positive  differ- 
ences to  stabilized  PPD  tuberculin  increased  with 
larger  reactions  to  the  tableted  PPD  tuberculin. 
This  relationship  is  summarized  in  Table  3.  Out 
of  368  cases  in  which  0 mm  of  induration  was 
observed  to  5 TU  of  tableted  PPD,  there  were 
11  reactions  > 9 mm  to  the  simultaneously  ad- 
ministered stabilized  PPD  for  a significant  positive 
difference  of  3 percent.  At  1 to  4 mm  induration 
to  the  tableted  PPD,  there  were  3 out  of  12  with 
> 9 mm  to  the  stabilized  PPD  for  a significant 
difference  of  25  percent,  and  10  out  of  15  at  5 
to  9 mm  for  a significant  difference  of  66.7  percent. 

Comment 

The  tuberculin  skin  test  is  indispensable  in  the 
conduct  of  a well-controlled  tuberculosis  surveil- 
lance program.  It  can  identify  persons  recently 
infected  with  tuberculosis  prior  to  the  appearance 
of  changes  on  chest  roentgenogram.  Prophylactic 
isoniazid  for  recent  converters  may  reduce  their 
risk  of  developing  active  tuberculosis.  As  with  all 
biologic  tests  on  which  therapeutic  decisions  are 
based,  one  must  convince  himself  that  the  test  is 
valid  and  reproducible.  The  present  investigation 
was  addressed  only  to  the  latter  consideration. 
Other  studies  have  evaluated  the  validity  of  the 
tuberculin  skin  test. 

The  results  obtained  in  the  first  series  of  this 
study  clearly  demonstrate  the  excellent  reproduc- 
ibility of  the  skin  test  reaction  to  5 TU  of  recon- 
stituted tableted  PPD  in  our  hands.  The  vari- 
ability one  may  expect,  based  on  the  reported 
adsorjjtion  to  tuberculoprotein  onto  glass  soon  after 
its  reconstitution,  was  not  evident.^  The  right  and 
left  arm  received  PPD  reconstituted  from  sep- 
arate vials  with  no  attempt  being  made  to  assure 
that  they  were  the  same  age  when  administered. 
Some  tests  were  administered  within  30  minutes 
after  reconstitution  of  the  tablet  with  the  paired 
arm  receiving  considerably  older  antigen  — still 
no  significant  differences  were  observed.  Based  on 
these  results,  we  were  satisfied  that  a single  tuber- 
culin skin  test  with  5 TU  of  tableted  PPD  tuber- 
culin could  serve  as  an  adequate  baseline  from 
which  to  detect  future  conversion  to  the  same 
antigen. 

The  Division  of  Biological  Standards,  Na- 
tional Institutes  of  Health,  U.  S.  Public  Health 
Service,  recently  has  directed  that  tableted  PPD 
must  be  administered  within  30  minutes  after  re- 
constitution.^ This  places  obvious  significant  limi- 
tations on  its  practical  usefulness.  Plans  apparently 
are  being  made  to  replace  the  tableted  form  of 
PPD  tuberculin  in  the  near  future  with  a liquid 
stabilized  PPD  which  will  be  bioequivalent  to 


5 TU  of  PPD-S  in  phosphate  buffer  (without 
Tween)  as  demonstrated  in  humans. 

The  comparison  of  5 TU  of  tableted  PPD 
with  5 TU  of  Tween-80  stabilizd  PPD  in  this 
study  clearly  demonstrates  a significant  difference 
in  response  to  these  two  antigens.  If  the  employees 
tested  with  tableted  PPD  only  in  the  first  series 
were  later  tested  with  the  stabilized  PPD  and 
the  same  differences  observed  in  the  second  series 
were  seen,  there  would  have  been  42  persons  (5.6 
percent  of  745  with  reactions  < 9 mm)  falsely 
considered  as  converters.  This  is  compared  to  a 
tuberculin  conversion  rate  in  1971  of  approxi- 
mately 1 percent  in  employees  of  the  Cincinnati 
General  Hospital.  The  tuberculin  conversion  rate 
in  the  Veterans  Administration  hospitals  has  been 
reported  as  2.3  percent,'^  and  at  the  University  of 
Virginia  Hospital  as  1.9  percent.^ 

Of  287  nonstabilized  tuberculin  negative  em- 
ployees, Zack®  found  12  who  “converted”  from  a 
negative  nonstabilized  to  a positive  stabilized  test 
without  clinical  evidence  of  tuberculosis.  Other 
investigators^'®  have  reported  large  differences  be- 
tween simultaneously  administered  tuberculins  in 
patients  known  to  have  tuberculosis. 

It  is  evident  that,  for  a number  of  possible 
reasons  presently  available,  PPD  tuberculins  are 
not  adequately  standardized  products  permitting 
one  to  accurately  compare  results  obtained  with 
one  product  to  the  same  dose  of  another.  Regard- 
less of  what  future  standardized  PPD  tuberculin 
becomes  available,  one  should  exercise  caution  in 
using  negative  or  questionably  positive  results  ob- 
tained from  the  tableted  PPD  as  a baseline 
against  which  to  judge  recent  conversion  when 
using  other  antigens.  Until  more  information  is 
available,  it  may  be  prudent  to  base  conversion 
only  on  a change  from  negative  to  positive  to  the 
same  test  antigen  material.  Only  in  this  way  can 
the  needless  concern  and  unnecessary  potential 
risk  of  isoniazid  prophylaxis  in  persons  falsely  diag- 
nosed as  tuberculin  converters  be  avoided. 

Summary 

Two  tuberculin  skin  tests  were  administered 
simultaneously  to  hospital  employees  as  part  of  a 
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routine  tuberculosis  surxeillance  program.  In  the 
first  series,  790  employees  received  5 tuberculin 
units  (5  TU)  of  reconstituted  tableted  PPD  tuber- 
culin in  both  arms.  A second  series  of  429  em- 
ployees received  5 TU  of  tableted  PPD  tuberculin 
in  one  arm  and  5 TU  of  a T\veen-80  stabilized 
PPD  tuberculin  in  the  other.  No  significant  dif- 
ferences were  obser\ed  in  the  first  series;  however, 
in  the  second  series,  5.6  percent  of  the  employees 
had  a significant  positive  difference  to  the  sta- 
bilized PPD. 

Caution  is  urged  when  diagnosing  conversion 
based  on  reactions  to  the  same  dose  of  different 
skin  test  antigens,  since  there  are  significant  vari- 
ations in  response,  despite  the  labeled  biological 
ecjuivalence. 
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E.N.T.  Case  of  the  Month 

•Andrew  \V.  Migl?:ts,  Jr.,  M.D.* 


A 38-year-old  woman,  after  an  extended  ab- 
dominal operation,  complains  of  hoarseness  and  a 
feeling  of  “something”  in  her  throat.  Indirect 
laryngoscopy  reveals  lesions  on  both  ar)  tenoid  car- 
tilages (Fig.  1).  ^Vhat  is  the  most  likely  diagnosis, 
and  what  therapy  should  be  instituted? 

(See  p.  376  of  this  issue  for  further  infor- 
mation and  discussion.) 


*Dr.  Miglets,  Columbus,  is  Assistant  Professor  of 
Otolaryngology,  The  Ohio  State  University  Col- 
lege of  Medicine. 
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Fig.  1.  These  lesions  were  noted  in  patient’s  larynx 
after  endotracheal  intubation. 
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T'V  riTH  THE  present  armamentarium  of 
’ ^ antituberculosis  drugs,  success  in  drug 
therapy  of  tuberculosis  should  not  only  be  antici- 
pated but  demanded.  With  the  proper  selec- 
tion of  drugs,  95  percent  or  more  patients  com- 
pletely eliminate  tubercle  bacilli  from  their  sputum 
within  the  first  six  months  of  therapy.' 

Development  of  drug-resistant  tubercle  bacilli 
can  greatly  complicate  the  treatment.  For  this 
reason,  before  beginning  tuberculosis  therapy  each 
physician  should  clearly  have  in  mind  a rational 
treatment  plan. 

Role  of  Hospitalization 

In  the  past,  hospitalization  was  considered 
mandatory  for  all  patients  with  tuberculosis,  mainly 
to  isolate  them  and  prevent  spread  of  infection. 
Clinical  and  experimental  evidence  now  indicates 
that  once  a person  is  diagnosed  and  placed  on 
proper  drug  therapy,  he  soon  becomes  markedly 
less  able  to  transmit  his  infection.  Prolonged  iso- 
lation is  therefore  unnecessary.^.^  It  is  now  possible 
to  treat  many  people  entirely  as  outpatients. 

Hospitalization,  preferably  in  general  hospi- 
tals, should  be  considered  for:  ( 1 ) patients  who 
are  debilitated  from  tuberculosis  or  other  concur- 
rent illness;  (2)  patients  for  whom  an  acceptable 
ambulatory  treatment  plan  cannot  be  immediately 
devised;  and  (3)  patients  who  need  retreatment 
chemotherapy  and  who  need  close  observation  for 
possible  toxic  effects  of  “second-line”  drugs. 

Drug  Therapy  in  Initial  Treatment 
of  Tuberculosis 

In  order  to  make  drug  therapy  successful,  it 
is  important  to  make  it  easy  for  the  patient.  For 
example,  isoniazid  can  be  obtained  in  300  mg- 
tablets.  The  patient  needs  to  take  only  one  tablet 
a day,  which  gives  just  as  good  a therapeutic  effect 
as  does  a 100-mg  tablet  taken  three  times  a day. 
Also,  streptomycin  is  generally  not  required  for  the 
treatment  of  noncavitary  pulmonary  tuberculosis; 
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this  eliminates  the  need  for  painful  injections  and 
worrisome  side-effects. 

The  “first-line”  drugs  are  those  which  are 
used  in  the  initial  treatment  of  any  case  of  active 
tuberculosis.  They  are  effective  and  have  relatively 
few  side-effects.  (See  Table  1 and  Figure  1.) 
These  drugs  are:  isoniazid,  ethambutol,  strepto- 
mycin, and,  in  children,  para-aminosalicylic  acid 
(P.AS).  Rifampin  is  now  under  consideration  as 
a “first-line”  drug,  as  will  be  discussed  later. 

For  all  cases  of  active  tuberculosis,  a mini- 
mum of  two  drugs  is  recommended.  Use  of  a single 
drug  may  result  in  the  emergence  of  drug-resistant 
tubercle  bacilli.'^  Whether  a two-  or  a three-drug 
regimen  is  used  depends  upon  the  estimated  size  of 
the  bacterial  population. 

In  noncavitary  pulmonary  tuberculosis  and 
many  cases  of  extrapulmonary  tuberculosis,  the 
bacterial  population  is  relatively  small,^  and  the 
chance  of  a resistant  organism  emerging  when  two 
drugs  are  used  is  slight.  In  adults,  the  isoniazid- 
ethambutol  combination  has  proved  to  be  highly 
effective.  Lees,  et  al®  found  that  this  regimen  pro- 
duced bacteriologic  reversal  of  infectiousness  in  98 
percent  of  their  patients  within  the  first  six  months 
of  therapy.  Only  1 of  115  patients  failed  to  com- 
plete therapy  owing  to  side-effects. 

In  cavitary  tuberculosis  the  bacterial  popula- 
tion is  large.  The  classic  triple-drug  regimen  of 
isoniazid,  ethambutol,  and  streptomycin  is  highly 
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effective.  Streptomycin  should  be  continued  until 
the  bacterial  population  has  been  reduced,  as  re- 
flected by  sputum-smear  examinations,  then  two- 
drug  therapy  with  isoniazid-ethambutol  can  be 
maintained  for  the  duration  of  therapy.  Excellent 
results  ha\  e also  been  obtained  by  the  use  of  rifam- 
pin in  patients  with  far-advanced  ca\itar)-  tubercu- 
losis (as  will  be  discussed  later) . 

“First-Line”  Drugs 

The  “first-line”  drugs  are  as  follows: 

Isoniazid.  The  usual  adult  dose  is  300  mg 
once  a day.  Isoniazid  should  be  included  in  every 
drug  regimen  if  no  contraindication,  such  as  liver 
disease,  is  present.^  Pyrido.xine  should  be  added, 
in  order  to  prevent  peripheral  neuritis,  if  the  per- 
son has  preexisting  neurologic  disease  or  is  receiv- 
ing more  than  5 mg/kg/day. 

Ethambiitol.  The  adult  dose  is  15  mg/kg/day 
given  once  a day.  Ethambutol  has  replaced  para- 
aminosalicylic  acid  (PAS)  as  a “first-line”  drug 
for  use  in  adults.  It  is  very  effective,  has  few  side 
effects,  and  optic  neuritis  is  rare  when  this  dose 
is  used.  Ethambutol  has  not  been  approved  for 
use  in  children. 

Streptomycin.  To  obtain  the  maximum  bene- 
fit from  streptomycin,  it  is  necessary  to  administer 
it  on  a daily  basis  for  60  to  90  days.  If  necessary- 
after  this  period,  it  can  be  given  two  or  three  times 
weekly  for  two  to  four  months.  The  usual  adult 
daily  dose  is  15  mg/kg/day  which  for  the  average 
size  adult  is  1.0  gm  given  intramuscularly.  All  pa- 
tients should  be  observed  for  the  dev-elopment  of 
vestibular  toxicity  as  manifested  by  vertigo,  dizzi- 
ness, and  nausea,  all  of  which  are  more  common  in 


older  patients.  Streptomycin  is  excreted  almost 
entirely  by  the  kidney  and  should  not  be  given  to 
patients  with  renal  failure.  Dihydrostreptomycin  is 
not  in  clinical  use  today  due  to  its  tendency  to 
l^roduce  severe  hearing  loss. 

PAS.  In  adults,  it  is  rarely  necessary  to  use 
para-aminosalicylic  acid  (PAS)  since  ethambutol 
is  much  better  tolerated.  Approximately  30  to  40 
percent  of  all  patients  have  to  discontinue  its  use 
owing  to  the  unpleasant  side-effects.®  Children  tol- 
erate PAS  better  than  adults,  and  the  INH-PAS 
regimen  is  recommended  in  favor  of  INH-strepto- 
mycin  for  use  in  children. 

Rij ampin.  The  usual  adult  dose  is  600  mg 
per  day.  This  is  the  newest  antituberculosis  drug 
and  appears  to  be  equally  as  effective  as  isoniazid. 
At  the  present  time,  there  is  some  question  about 
the  place  of  rifampin  in  current  therapy.® 

The  place  of  rifampin  in  the  retreatment  of 
patients  who  have  relapsed  after  a course  of  ther- 
apy with  other  drugs  is  clear;  rifampin  has  been 
demonstrated  to  be  highly  effective. 

However,  the  role  of  rifampin  in  the  initial 
treatment  of  tuberculosis  is  less  certain;  there  are 
arguments  for  and  against  its  use  as  a “first-line” 
drug.  Studies  have  shown  that  the  isoniazid-rifam- 
pin  regimen  in  initial  treatment  of  far-advanced 
cavitary'  disease  is  as  effective  as  the  standard 
triple-drug  regimen  of  isoniazid,  ethambutol,  and 
streptomycin  and  that  it  is  much  more  acceptable 
from  the  patient’s  point  of  view.'-"*'* 

Arguments  against  the  use  of  rifampin  in 
initial  treatment  center  around  the  cost,  which  is 
approximately  $600  per  year.  Also,  there  has  not 


T.^ble  1.  Frequently  Used  Antituberculosis  Drugsl^ 


Drug 

Dose 

.•\llergic 

Toxic  Effects  Manifestations 

Precautions 

Isoniazid  (INH 

) Adults — 3-5mg/kg/day 
Usually  300  mg/day 
Children — 10-20  mg/kg/day 
not  over  400  mg/day 

Peripheral  neuritis  (0.3% ) Incidence  0.1% 

Hepatitis 
F ever 
Skin  rash 

Pyridoxine  50  mg/day  for 
preexisting  neurologic  disease, 
malnourished  patients,  or  those 
receiving  greater  than  5 mg/kg 
day.  Monthly  visits  to  check  for 
hepatic  toxicity. 

Ethambutol 

15  mg/kg/day 

Rare — retrobulbar  neuritis  Skin  rash 
with  reduced  visual  acuity, 
scotomas 

Base-line  visual  acuity  test 
and  repeat  test  if  patient 
complains  of  changes  in  vision. 

Streptomycin 

-Adults — 15  mg/kg/day  Vestibular  dysfunction  as  Incidence  5.8% 

Usually  1 gm/day  for  manifested  by  vertigo.  Skin  rash 

60-90  days  dizziness,  nausea  (10-15%)  Fever  (rare) 

Children — 20-40  mg/kg/day  Auditory  disturbances — 

Not  over  1 gm/day  tinnitus  and  high-tone  loss. 

Perioral  paresthesias 

Observation  for  signs  of 
vestibular  and  auditory- 
dysfunction. 

Rifampin 

Usually  600  mg/day 

Hepatitis  (rare)  When  taken  .Advise  patient  to  take 

intermittently:  continuously. 

F ever 
Nausea 

Thrombocytopenia 

PAS-C 
(para-amino 
salicylic  acid  wi 
ascorbic  acid' 

Children — 150  mg/kg/day 
in  two  divided  doses 
th 

GI  irritation  (10-20%)  Incidence  7% 

F ever 
Skin  rash 
Hepatitis  (0.2%) 
Myalgia 

Give  with  meals.  May  start 
with  small  dose  and  gradually 
increase  to  adequate  levels. 
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been  a sufficient  amount  of  time  to  determine  the 
necessary  duration  of  therapy. 

If  rifampin  is  to  be  used  in  initial  treatment, 
the  following  guidelines*'^  should  be  used: 

( 1 ) The  isoniazid-rifampin  regimen  is  recom- 
mended for  use  only  in  cavitary  disease.  The  less 
expensive  isoniazid-ethambutol  regimen  should  be 
used  for  noncavitary'  cases. 

(2)  No  increase  in  effectiveness  can  be  ob- 
tained by  the  addition  of  ethambutol  (and  prob- 
ably any  other  drug)  to  this  isoniazid-rifampin 
regimen. 

(3)  Ninety-five  percent  of  all  patients  treated 
for  far-advanced  cavitary  tuberculosis  with  isonia- 
zid-rifampin are  culture-negative  at  six  months. 
Therefore,  it  may  be  possible  to  use  isoniazid- 
rifampin  for  the  first  four  to  six  months  of  therapy 
and  then  switch  to  the  less  expensive  regimen  of 
isoniazid-ethambutol  for  the  completion  of  therapy. 

Drug  Susceptibility  Tests 

The  interpretation  of  these  tests  must  be  con- 
servative.’^ Most  important  is  the  patient’s  re- 
sponse to  therapy.  If  the  patient  is  doing  well,  the 
finding  of  drug  resistance  should  not  precipitate 
a sudden  change  of  regimen. 

If  the  patient  has  a poor  response  to  initial 
drug  therapy  (failure  to  convert  bacteriologically 
within  six  months),  or  if  there  is  a history^  of 
previous  drug  treatment,  then  a laboratory  docu- 
mentation of  drug  resistance  should  be  taken  into 
consideration  in  planning  a new  drug  regimen. 


Poor  response  also  may  be  caused  by  poor  drug 
intake. 

Therapy  of  Initial  Treatment  Failures 

Patients  are  classified  as  initial  treatment 
failures  if  they  fail  to  convert  their  sputum  within 
the  first  six  months  of  therapy  or  if  they  have  a 
reactivation  of  disease  after  completion  of  drug 
therapy  in  the  past. 

These  patients  require  close  e.xamination  of 
their  drug  intake  as  well  as  susceptibility  tests  on 
sputum.  If  new  drugs  need  to  be  introduced,  at 
least  two  drugs  to  which  the  patient’s  organisms 
are  sensitive  must  be  used. 

The  combination  of  ethambutol-rifampin  for 
retreatment  cases  has  been  shown  to  be  highly 
effective.’”  Davidson  et  al,”  give  a good  discussion 
of  this  topic. 

Now  that  rifampin  has  been  introduced,  the 
other  “second-line”  drugs  rarely  need  to  be  used. 
These  include  cycloserine,  ethionamide,  capreo- 
mycin,  and  kanamycin. 

Duration  of  Chemotherapy 

Eighteen  to  24  months  of  multiple  drug  ther- 
apy is  sufficient.'’ 

Follow-Up  of  Patients  after  Completion 
of  Chemotherapy 

Patients  who  have  successfully  completed  18 
to  24  months  of  chemotherapy  can  be  dismissed 
from  follow-up.  They  should  be  instructed  to  seek 
medical  attention  if  a cough  or  other  pulmonary 


Stagg  of  Pulmonary  Disease 


Drugs 


Nen-Cavitary  is*niazid  * ethambutol 

Tuberculosis 


Cavitary 

Tuberculosis 


isoniarid  + rifampin 
isoniazid  + ethamhut»l 


isoniazid  + ethambutel 
streptomyein 


Primary 
Tube rculosis 
(Children) 


isoniazid  - PAS 


KEY 

INH  = isoniazid 

EMB  = ethambutol 

strep  = streptomycin 

RIF  = rifampin 

PAS  = para-aminosalicylic  a»id 


MOKTHS 


Fig.  1.  Schedule  for  treatment  of  active  pulmonary  tuberculosis. 
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SNiTiptoms  occur  and  j^ersist  for  more  than  seven 
to  ten  days. 

Chemoprophylaxis 

Contacts:  A contact  is  a person  who  lias  been 
repeatedly  exposed  to  the  air  from  a person  with 
infectious  tubei'culosis.  Household  members,  es- 
pecially children,  are  the  ones  most  likely  to  be- 
come infected.  Numerous  clinical  trials  have  shown 
that  one  year  of  isoniazid  therapy  can  prevent  the 
development  of  active  disease.*® 

Many  tuberculosis  registers  are  overburdened 
with  people  who  return  for  yearly  examinations 
and  x-rays.  Many  of  these  people — “old”  TB  pa- 
tients, reactors  with  fibrosis  shown  on  roentgeno- 
grams, reactors  with  normal  roentgenograms  — 
never  receive  isoniazid.  Clinical  studies  have  shown 
that  the  present  administration  of  one  year  of 
isoniazid  to  these  people  can  greatly  reduce  their 
chance  of  developing  active  disease  in  the  future.*® 
They  should  be  identified  in  the  register,  treated, 
then  dismissed  completely  from  follow-up. 

Summary 

Tuberculosis  drug  therapy  for  initial  treat- 
ment is  relatively  straightfonvard.  Patients  with 
noncavitary  tuberculosis  respond  well  to  double 
therapy  with  isoniazid-ethambutol.  Those  with 
cavitary  tuberculosis  require  either  triple  therapy 
with  isoniazid,  ethambutol,  and  streptomycin  or  a 
course  of  isoniazid-rifampin. 

Once  it  has  been  established  that  the  person 
has  completed  18  to  24  months  of  continuous 
therapy  and  has  remained  inactiv^e,  no  further 
follow-up  is  necessary. 

Generic  and  Trade  Names  of  Drugs 

Rifampin — Rifadin  (Dow  Chemical  Co.) 

Rifampin — Rimactane  (CIBA  Pharmaceutical  Co.) 
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HE  PROBLEM  OF  THE  PREHOSPITAL 
phase  of  the  patient  with  acute  myocardial  in- 
farction has  emerged  as  an  important  challenge  to 
the  health  profession. A great  deal  of  attention 
has  been  given  to  jiatients  dying  suddenly,  and 
often  unexpectedly,  with  heart  attacks  since  re- 
search first  indicated  that  some  60  percent  of  this 
rather  large  groujj  did  not  survive  to  reach  the 

See  Guest  Editorial  on  p.  385 

hospital.^'^  On  the  basis  of  data  accumulated  from 
the  early  coronary  care  ambulance  systems,  it 
seems  logical  to  assume  that  the  great  majority  of 
early  deaths  are  due  to  ventricular  fibrillation  and 
are  probably  preventable  and/or  treatable  if  the 
patient  can  reach  care  in  time.'^®'''’ 

The  matter  of  reducing  the  time  it  takes  to 
get  the  heart  attack  victim  to  care  begins  with 
making  the  potential  patient  aware  of  the  need 
for  help  early.  It  may  be  influenced  by  the  mode 
of  entry  into  the  care  system,  eg,  whether  through 
the  private  physician,  an  emergency  ambulance 
system,  or  the  emergency  room  itself.*^  It  cer- 
tainly involves  the  method  and  time  of  transpor- 
tation to  the  hospital  and  the  time  getting  from 
the  hospital  triage  area  to  the  protection  of  the 
monitoring  system. 

Of  all  the  increments  in  time  mentioned, 
the  time  it  takes  the  patient  to  recognize  he  is 
in  trouble  seems  to  be  the  most  important  and 
the  longest.  There  is  general  agreement  that  unless 
this  period  is  reduced  substantially  a major  re- 
duction in  heart  attack  death  rate  cannot  oc- 
cur.®’*^’^^  The  number  of  these  early  deaths 
which  occur  without  any  warning  is  uncertain, 
but  Kuller’s  studies  indicate  that  many  patients 
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who  die  “suddenly”  have  had  some  symptoms 
which  have  been  misinterpreted  during  the  hours, 
days,  or  even  weeks  preceding  the  death. ^ 

Factors  influencing  patient  delay  have  been 
studied  by  Hackett  and  Cassem  and  others.^kw  i? 
These  factors  include : ( 1 ) awareness  of  symptoms, 
(2)  interpretation  of  significance,  and  (3)  psychi- 
atric denial  of  symptoms’  significance.  Various  in- 
vestigations have  suggested  that  a public  education 
program  on  symptoms’  significance  might  be  ef- 
fective in  reducing  delay-time.'’^ 

The  purpose  of  our  study  was  to  see  if  an  in- 
tensive educational  project  conducted  for  one  year 
in  a localized  area  could  affect  any  significant 
change  in  the  knowledge  and  behavior  of  a patient 
threatened  with  symptoms  of  myocardial  infarc- 
tion. 

Background  and  Methods 

Hardin  County  has  a stable  population  of 
30,000.  It  is  served  by  a single  hospital  operating 
a combined  coronary  care-intensive  care  unit  since 
May  1966.  The  incidence  of  documented  myocar- 
dial infarctions  annually  had  been  remarkably 
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stable  (64  to  66  per  year).  Various  data  including 
delay  time  had  been  kept  since  March  1969. 

Myocardial  infarction  was  defined  as  having 
occurred  when  significant  Q waves  appeared  in 
the  electrocardiogram  (ECO)  following  an  attack 
accompanied  by  characteristic  rise  and  fall  in 
creatine  phosphokinase  (CPK),  serum  glutamic 
oxaloacetic  transaminase  (SCOT),  and  lactic  de- 
hydrogenase (LDH)  values.  It  was  also  so  desig- 
nated when  characteristic  evolutionar\-  ST-T 
changes  occurred  in  the  absence  of  Q waves  only 
when  clear-cut  history  and  enzyme  changes  oc- 
curred. All  “possible”  myocardial  infarctions  with- 
out these  changes  were  excluded.  Time  between 
onset  of  clinical  myocardial  infarction  and  entrance 
into  the  coronaiy  care  unit  was  recorded  by  the 
attending  physician,  and  by  admitting  coronary 
care  unit  nurses,  and  the  time  internals  were  re- 
\iewed  separately  by  the  coronary  care  nurse  di- 
rector and  the  physician  director.  When  any  un- 
certainty arose  as  to  time  of  onset  of  myocardial 
infarction  in  the  patients  with  prodromes,  the 
pattern  of  rise  and  fall  of  the  three  enzymes  was 
used  to  determine  whether  infarction  had  occurred 
with  certainty  at  the  time  suggested.  In  the  event 
the  enzyme  pattern  was  not  helpful,  the  longer 
]3criod  was  chosen. 

In  early  1970,  the  local  branch  of  the  Ameri- 
can Heart  Association  developed  a committee  of 
lay  and  professional  people  to  plan  and  undertake 
a project  in  public  information  on  early  warning 
signs.  Methods  of  evaluation  were  formulated.  It 
was  decided,  after  researching  previous  community 
education  projects,  that  nothing  short  of  massive 
speaker-audience  encounters  would  dramatize  the 
information  presented.  Uniejue  methods  of  reach- 
ing all  types  of  audiences  were  developed.  A 13- 
member  Speakers’  Bureau  of  physicians  and 
nurses  undertook  to  deliver  the  heart  message: 
“What  are  significant  symptoms?”  and  “What  do 
you  do  if  you  are  in  Hardin  County  and  these 
symptoms  appear?”  It  seemed  important  to  sug- 
gest that  if  in  doubt  about  the  significance  of 
symptoms,  a potential  patient  should  describe  the 
symptoms  and  ask  advice  of  a family  member,  a 
friend,  or  co-worker.  Hackett  and  Cassem  had 
found  that  even  patients  who  denied  having  symp- 
toms received  care  earlier  or  later  depending  on 
the  advice  of  others.'' 

Additional  and  important  aspects  of  the  Heart 
^’ear  project  were  exercise  programs,  diet  seminars, 
and  school  projects.  All  of  these  not  only  were 
designed  to  be  important  in  themselves,  but  also 
to  focus  more  local  attention  and  enthusiasm  on 
the  basic  project. 

Evaluation 

I.  During  the  summer  of  1970,  a public  sur- 
vey was  planned  with  a post-test  to  be  given  again 


at  the  end  of  the  year.  Methods,  specific  questions, 
and  methods  of  randomizing  this  study  in  the 
county  were  discussed  with  representatives  of  the 
.\merican  Heart  Association  (Fig.  1). 

2.  riie  total  number  of  patients  reaching  the 
coronary  care  unit  in  the  year  following  this  cam- 
paign was  considered  to  be  a second  method  of 
determining  effectiveness,  since  this  was  a stable 
community  as  far  as  population  movement  was 
concerned  and  since  a remarkably  stable  number 
of  mvocardial  infarctions  were  documented  an- 
nually in  the  five  years  preceding  the  study.  It 
seemed  reasonable  to  assume  that  if  the  informa- 
tion program  was  successful,  a larger  number  of 
documented  patients  with  myocardial  infarction 
would  appear. 

3.  Studies  on  delay-time  for  17  months  prior 
to  the  beginning  of  the  project  were  compared  with 
studies  on  delay-time  in  the  year  following  the 
onset  of  the  public  infonnation  project. 

Results 

1.  During  the  year  following  the  information 
jjroject,  there  was  an  increase  of  public  awareness 
of  symptoms’  significance  varying  between  16  per- 
cent and  20  percent  (Table  1).  Other  aspects  of 
public  information  changed  to  a lesser  degree,  such 
as  “What  to  do  in  Hardin  County.”  We  attributed 
this  to  the  type  of  question  and  to  the  fact  that 
this  small  community  was  fairly  well  informed 
about  responding  to  an  attack  ev'en  before  the 
informational  project. 

2.  I’here  was  an  increase  of  17  percent  in  the 
total  number  of  myocardial  infarctions  admitted  to 
the  coronary  care  unit  during  the  year  after  the 
project  was  started  (Table  2). 

3.  The  number  of  patients  reaching  the  coro- 
nary care  unit  within  the  first  hour  after  heart 
attack  increased  111  percent.  There  was  an  in- 
crease of  64  percent  of  patients  arriving  within  two 
hours,  and  62  percent  of  the  patients  were  in  the 
unit  within  four  hours  from  symptom  onset,  an 
increase  of  40  percent  over  the  preproject-docu- 
mentecl,  18-month  period  (Table  3). 

4.  A significant  number  of  patients  with  diag- 
noses of  coronary  insufficiency,  possible  heart  at- 
tack, and  impending  myocardial  infarction  came  to 
care  for  reasons  related  to  the  heart  information 
program  and  were  not  included  in  the  study  data. 

5.  The  hospital  mortality  rate  for  heart  attack 
during  the  year-long  project  was  28  percent.  This 
compared  with  a mortality  rate  of  12.6  percent 
during  the  18  months  before  the  project  start  (see 
Table  4),  and  a five-year  average  of  16.5  percent 
mortality — the  entire  experience  of  our  unit  prior 
to  the  period  of  September  1970  to  August  31, 
1971.  Comparativ’e  Peel  indices  (Tables  4 and  5) 
indicate  that  we  met  with  a higher  percentage  of 
severe  problems  during  the  latter  period.  None  of 
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HARDIN  COUNTY  HEART  EDUCATION  SURVEY 


1.  Age:  ( ) Under  25  ( ) 25-44 

2.  Sex:  ( ) Male 

3.  Residence:  ( ) Urban 

4.  Which  of  the  following  causes  the  most  deaths  each  year 


( ) 
( ) 
( ) 


( ) 


( 


( ) 


( 


( ) 

women  ? 

f ) 


45-64 
Female 
Rural 
the  U.S.? 
Diabetes 
Influenza 
Don’t  know 


( ) 65  or  over 


Cancer 
Accidents 

( ) Heart  Disease 

5.  Are  men  more  likely  to  have  heart  attacks  than 

( ) Yes  ( ) No 

6.  Do  heart  attacks  occur  more  frequently  in  young  adults  today  than  they  did  20  years  ago? 

( ) Yes  ( ) No  ( ) Don’t  know 

7.  Check  the  items  which  you  think  increase  one’s  chance  of  having  a heart  attack 


Don’t  know 


(Check  all  that  apply.) 


( ) 


( ) 


( ) 


( ) 


Diabetes 

Overweight 

Regular  heavy  physical  activity 


Smoking  cigarettes 
High  blood  pressure 

( ) High  cholesterol  levels  ( 

8.  Check  the  items  which  you  believe  to  be  the  usual  symptoms  of  a heart  attack.  (Check  all  that  apply.) 

( ) Shortness  of  breath 

( ) Sharp  pain  in  the  left  chest 

( ) Prolonged  pain  behind  the  breastbone  in  the  center  of  the  chest 

( ) Sweating 

9.  Does  unconsciousness  usually  accompany  a heart  attack? 

( ) Yes  ( ) No  ( ) Don’t  know 

10.  Does  the  heart  attack  patient  often  get  temporary  relief  with  belching? 

( ) Yes  ( ) No  ( ) Don’t  know 

Should  a person  having  a heart  attack  at  home  be  moved  even  though  he  is  having  pain? 

( ) Yes  ( ) No  ( ) Don’t  know 

If  your  doctor  is  not  available  by  phone  and  you  are  having  symptoms  suspicious  of  a heart  attack,  what  would 
you  do? 

( ) Wait  and  phone  him  later 

( ) Go  to  the  hospital  immediately 

( ) Other  - specify  


11 


12. 


Fig.  1.  Sample  of  questionnaire  used  in  survey. 


the  five  patients  who  died  after  reporting  a delay- 
time of  less  than  two  hours  had  heard  a “heart 
speaker”  or  was  aware  of  the  project. 

Discussion 

One  of  the  concerns  about  an  intense  cam- 
paign of  the  type  undertaken  was  the  possibility  of 
creating  a public  panic  reaction  to  nonspecific 


Table  1 

. Pre-  and  Post-test  Results 
Whole  Number) 

(to  Nearest 

Item 

1970 

Correct 

Responses 

% 

1971 

Correct 

Responses 

% 

Change 

%' 

4 

54 

50 

-7 

5 

89 

83 

-7 

6 

82 

82 

0 

7 

65 

68 

+ 5 

8 

39 

47 

+ 20 

9 

59 

62 

+ 5 

10 

30 

35 

+ 17 

11 

46 

59 

+ 28 

12 

89 

90 

+ 1 

symptoms.  This  did  not  occur.  For  some  time  prior 
to  the  project,  the  system  of  care  in  our  community 
had  an  automatic  provision  wherein  the  patient 
jnesenting  to  the  paramedical  person,  usually  a 
nurse  on  duty  in  the  emergency  room,  was  imme- 
diately transjiorted  to  the  coronary  care  unit  if 
symptoms  suggested  the  possibility  of  heart  attack. 


Table  2.  No.  of  Documented  and  Possible  Myocardial 
Infarctions  Entering  the  Coronary  Care  Unit,  Pre- 
and  Post-program  Start 


4/1/69 

to 

8/31/70 

9/1/70 

to 

8/31/71 

% 

Change 

Monthly 

Documented 

95 

75 

+ 17 

Possible 

207 

2_10 

+ 60 

3 

' 

T.\ble  3.  Patients  Reaching  the  Coronary  Care  Unit 

from  Onset 

of  Symptoms, 

Pre-  and  Post-program  Start 

4/1/69 

9/1/70 

to 

to 

% 

8/31/70 

8/31/71 

Change 

Under  1 hr 

8.2 

17. 

+ 111 

Under  2 hr 

19.5 

32. 

+ 64 

Under  4 hr 

44.2 

62. 

+ 40 
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'I'his  ^vas  done  even  prior  to  contacting  the  at- 
tending physician  or  physician  on  call. 

^Ve  saw  a sj)ecific  increase  in  numbers  of  these 
patients  admitted  with  diagno.sis  of  “possible  heart 
attack”  during  the  period.  During  the  17  months 
prior  to  the  j)roject,  209  possible  myocardial  in- 
farctions were  admitted  and  the  documented 
number  of  those  with  myocardial  infarction  was 
9.”).  In  the  12  months  after  the  project  onset,  210 
patients  with  possible  myocardial  infarctions  were 
admitted  or  seen  in  the  coronar)-  care  unit.  Of 
these,  75  proved  to  have  myocardial  infarction.  We 
felt  this  did  rejDresent  an  increased  awareness  both 
on  the  part  of  the  public  and  on  the  part  of  the 
]jeople  attending  in  the  emergency  room,  but  we 
felt  it  fell  far  short  of  a j^anic  reaction. 

\Ve  were  disturbed  by  our  high  mortality 
rate  during  the  project  year  studied.  During  that 
year,  51.2  percent  of  our  patients  with  severe 
heart  attacks  (Peel  Index  over  14)  died,  as  com- 
pared with  26.8  percent  during  the  previous  17 
months.  In  addition,  there  were  relatively  larger 
numbers  of  high  Peel  Index  scores  (35  cases  with 
a Peel  Index  over  14)  in  the  last  12  months  versus 
41  cases  during  the  preceding  17  months.  Table 
6 roughly  compares  our  ex]jerience  in  both  time 
]3eriods  to  that  rc])ortcd  by  Peel  and  co-workers 
in  1962  and  by  Lown,  et  al  in  1967.^^48  Although 
we  cannot  compare  exactly  our  Peel  Indices  of  20 
to  28  with  their  indices  of  17  to  28,  it  is  obvious 
that  our  experience  of  83  jrercent  mortality  during 
the  second  time  jreriod  was  devastating  to  our 
overall  mortality  figures. 

Many  of  these  patients  were  old-timers  to  our 
coronary  care  unit  with  two  to  four  previous  myo- 


cardial infarctions  and  chronic  congestive  failure 
antedating  their  terminal  illness.  Most  of  these 
patients  died  from  severe  power  failure  and  termi- 
nal, profound,  cardiovascular  collapse. 

We  concluded  we  were  mainly  harvesting 
end-state  deaths  from  our  previous  lower  mortality 
years.  Of  interest  to  this  project  was  the  fact  that 
none  of  the  deaths  occurring  in  the  group  of 
patients  entering  with  low  delay-time  occurred  in 
patients  coming  to  the  unit  because  they  had  heard 
a “heart  speaker.”  On  the  other  hand,  ten  docu- 
mented instances  of  early  entry'  because  of  infor- 
mation from  the  project  derived  by  the  patient, 
family,  or  friend  were  accompanied  by  only  one 
death. 

Nearly  everyone  interested  in  precoronary  care 
has  concluded  that  jmblic  education  is  an  im- 
jiortant,  if  not  the  most  important,  aspect  of  re- 
duction in  patient  delay-time,  but  to  our  knowl- 
edge no  other  study  has  attempted  to  detennine 
if  an  intense,  direct-encounter,  public  information 
project  will  change  the  behavior  pattern  of  the 
])atient  threatened  with  a serious  medical  problem. 
Since  the  average  patient  served  by  the  hospital  in 
Hardin  County  is  within  20  minutes  of  protective 
care,  it  seemed  obvious  to  us  that  the  ability  of  the 
])ublic  to  recognize  and  to  act  upon  the  symptoms 
of  an  impending  myocardial  infarction  was  critical. 

During  our  planning  period,  a decision  was 
made  at  the  American  Heart  Association  level  to 
emphasize  early  warning  signs  and  subsequently,  in 
February  1971,  a national  informational  program 
was  carried  out.  We  had  reason  to  believe  that 
this  type  of  informational  campaign,  conducted 
largely  by  television,  radio,  and  ]3ress  coverage. 


Table  4.  Comparative  Peel  Index  (P.I.),  Deaths  (D),  and  Delay-Time, 
Pre-  and  Post-program  Start 


Duration  of 


Symptoms 
in  Hours 

P.I. 

(-5) 

D 

P.I. 

(5-9) 

D 

P.I. 

(10-14) 

D 

P.I. 

(15-19) 

D 

P.I. 

(20-28) 

D 

0 - 1 

0 

0 

4/1/69 

2 

Through 

0 

8/31/70  (N 
4 

= 95) 
0 

2 

0 

2 

2 

1 - 2 

0 

0 

6 

0 

5 

0 

2 

0 

3 

1 

2 - 4 

1 

0 

4 

0 

4 

0 

7 

0 

5 

1 

4 - 8 

0 

0 

3 

0 

2 

0 

5 

1 

1 

1 

8 - 12 

0 

0 

2 

0 

1 

0 

3 

0 

3 

3 

12  - 24 

0 

0 

2 

0 

3 

0 

1 

0 

2 

1 

Over  24 

2 

0 

6 

0 

7 

1 

3 

0 

2 

0 

Total 

3 

0 

25 

0 

26 

1 

23 

1 

18 

9 

0 - 1 

0 

0 

9/1/70 

0 

Through 

0 

8/31/71  (N 
7 

= 75) 
1 

3 

0 

3 

3 

1 - 2 

0 

0 

2 

0 

4 

0 

2 

0 

3 

1 

2 - 4 

0 

0 

3 

0 

9 

1 

7 

0 

4 

4 

4 - 8 

0 

0 

1 

0 

2 

0 

0 

0 

1 

1 

8 - 12 

0 

0 

0 

0 

1 

0 

0 

0 

3 

3 

12  - 24 

0 

0 

2 

0 

2 

0 

2 

1 

1 

1 

Over  24 

0 

0 

1 

0 

6 

1 

3 

2 

3 

2 

Total 

0 

0 

9 

0 

31 

3 

17 

3 

18 

15 
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Table  5.  Coronary  Prognostic  Index  of  Peel 
and  Co-workers 


Index  Patient’s 
Score  Score 


Sex  and  Age 

Male  54  or  less  0 

55-59  1 

60-64  2 

65  or  over  3 

Female  64  or  less  2 

65  or  over  3 

Previous  History 

Xo  cardiovascular  disease  0 

Angina  pectoris  1 

Other  cardiovascular  disease  or 

exertional  dyspnea  3 

Previous  infarction  6 

Shock 

Absent  0 

Mild,  transient  at  onset  1 

Moderate,  present  at  onset  but 

subsiding  with  rest  and  sedation  5 

Severe,  persisting  despite  rest  and  sedation  7 

Heart  Failure 

Absent  0 

Few  basal  rales  only  1 

Any  one  of  the  following:  breathlessness, 
edema,  acute  pulmonary  edema, 
orthopnea,  gallop  rhythm,  liver 
congestion,  increased  venous  pressure  4 


Electrocardiogram 

Normal  QRS,  ST-T  changes  1 

QR  complex  3 

QS  complex  or  BBB  4 

Rhythm 

Sinus  0 

Any  of  following:  atrial  flutter, 

fibrillation,  ventricular  tachycardia, 
frequent  VPB’s,  modal  rhythm, 
or  heart  block  4 


would  not  drastically  change  the  behavior  of  a 
patient  when  presented  with  his  own  threatening 
symptoms.  The  Piedmont  Study  showed  that  a 
well-coordinated  traditional  campaign  on  various 
heart  subjects,  carried  out  for  a year,  failed  to 
change  the  knowledge  of  those  subjects  by  the 
public. 

Other  studies  indicate  that  the  personal  ap- 
proach is  more  effective  in  promoting  awareness 
and  behavioral  change  than  is  mass  communi- 
cation. Klapper,  in  summing  up  the  results  of 
several  research  projects,  states:  “Personal  in- 

fluence appears  to  exercise  a more  crucial  influence 
toward  change  than  does  mass  communication 
when  both  such  influences  are  present.”^*'  The 
mass  media  depends  primarily  on  the  content  of 
their  communications,  while  in  personal  communi- 
cations the  source  is  as  important  as  the  content 
itself.^'  People  can  induce  each  other  to  a wide 


variety  of  activities  as  a result  of  their  interpersonal 
relations  and  their  influence  goes  far  beyond  the 
content  of  their  communications.^^  Thus  it  would 
seem  that,  because  of  their  status  in  a small  com- 
munity, physicians  and  other  health  professionals 
can  be  a major  factor  in  effecting  cognitive  and 
behavioral  change. 

^\’e  concluded  that  direct  encounter  between 
public  information  speakers  and  the  public,  rein- 
forced by  traditional  methods  of  publicity  and 
special  projects,  would  have  a far  greater  impact 
than  the  mass  communication  methods  so  often 
used  by  voluntary  health  agencies.  We  also  felt 
that  the  groups  usually  reached  by  public  informa- 
tion speakers  were  largely  female  and  they  were 
more  aware  than  the  general  community.  The 
results  of  our  pre-test,  which  were  broken  down 
by  age  and  sex,  support  this  assumption.  In  our 
projects,  an  attempt  was  made  to  reach  all  poten- 
tial heart  attack  victims,  their  families,  friends, 
and  co-workers.  This  recjuired  scheduling  speakers 
into  industrial  plants,  into  churches  (sometimes  as 
a substitute  for  the  Sunday  sermon),  and  into  all 
manner  of  nontraditional  groups.  In  Hardin  Coun- 
ty during  1970  and  1971,  it  was  rare  indeed  for  an 
organization  not  to  have  a heart  speaker,  either 
as  a main  program  or  as  a preprogram  personal 
communication. 

•\  considerable  amount  of  public  interest  was 
developed  as  a result  of  this  aggressive  approach 
on  the  part  of  the  health  jjrofessionals,  and  the 
public  contact  was  used  to  discuss  other  health 
concerns  of  the  local  population  during  the  ques- 
tion-and-answer  period. 

Previous  studies  had  suggested  that  in  com- 
munities with  mobile  coronary-care  ambulance 
systems  there  seemed  to  have  been  an  impact  on 
public  awareness  of  how  and  when  to  act  when 
confronted  with  the  symptoms  of  a heart  at- 
tact.'^>‘^’24  \"arious  authorities  have  considered  the 
educational  impact  of  tliese  projects  a major  factor 
in  their  success.®d4  jf  gg,  then  the  average  com- 
munity not  yet  capable  of  developing  a modified 
coronary-care  ambulance  system  might  well  con- 
sider the  low-cost  (but  substantial)  benefit  that 
seems  to  hav'e  resulted  from  the  project  described. 

Considering  our  observations,  it  seems  logical 
to  conclude  that : 

1.  A significant  reduction  in  delay-time  be- 
tween the  onset  of  myocardial  infarction  and 
entrance  into  the  coronary'  care  unit  can  be  ef- 
fected by  an  intense  public  informational  cam- 
paign. 

2.  The  extremely  low  cost  of  such  a campaign, 
plus  the  additional  benefits  which  accrue  to  the 
health  professionals  involved  in  the  project,  may 
well  be  a practical  approach  to  further  lowering 
the  death  rate  from  heart  attack  in  the  smaller 
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Table  6.  Comparative  Peel  Index  Distribution  and  Mortality  between  Peel  and  Co-workers, D l.own,  et  al,>*  and  Hardin 

Memorial  Hospital 

Hardin  Memorial  Hospital  Hardin  Memorial  Hospital 
Peel  and  Co-workers  Lown,  ct  al  1%9-1970  1970-1971 


Peel 

Index 

Distribu- 

tion 

Mortality 

% 

Distribu- 

tion 

•Mortality 

% 

Peel 

Index 

Distribu- 

tion 

Mortality 

% 

Distribu- 

tion 

Mortality 

% 

1 - 8 

32.2 

2.5 

22.1 

1.6 

1 - 9 

29.4 

0 

11.2 

0 

9 - 12 

28.0 

12.5 

26.2 

10.5 

10  - 14 

27.3 

3.8 

41.1 

9.6 

13  - 16 

22.4 

23.4 

25.5 

14.8 

15  - 19 

24.4 

4.3 

22.4 

17.5 

17  - 28 

17.4 

64.1 

26.2 

42.1 

20  - 28 

18.9 

55.0 

25.2 

83.3 

community  with  or  without  a coronary  care  ambu- 
lance system. 

3.  The  traditional  methods  of  disseminating 
heart  information  probably  will  not  be  a substitute 
for  a direct  project  of  personal  encounters  between 
the  health  professionals  and  the  public. 

Summary 

county  with  a stable  population  of  30,000 
was  the  setting  for  an  intense  one-year  program 
designed  to  reduce  patient-decision  time  by  edu- 
cating the  public  to  recognize  and  act  upon  the 
symptoms  of  an  impending  myocardial  infarction. 
Personal  encounters  between  health  professionals 
and  the  general  population  \vas  the  main  vehicle 
used  in  an  attemjJt  to  effect  both  cognitive  and 
behavioral  change. 

A pre-  and  post-project  survey  indicated  an 
increased  public  awareness  of  the  symptoms  of  an 
impending  heart  attack.  There  was  also  an  increase 
in  the  number  of  possible  myocardial  infarctions 
admitted  or  seen  in  the  coronary  care  unit,  but 
we  felt  it  fell  far  short  of  a panic  reaction.  In  the 
12-month  period  follo\ving  the  jjroject  start,  there 
was  a significant  reduction  in  delay-time  between 
the  onset  of  myocardial  infarction  and  entrance 
into  the  coronary  care  unit. 
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Clinical  Xotes  and 
Personal  Opinions 


Postoperative  Psychosis 

Henry  Goldhirsch^  M.D.,  Cleveland,  Ohio 


* I 'HE  SCOPE  of  surgical  procedures  has  en- 
larged  tremendously  during  the  past  25  years. 
Whereas  at  the  end  of  World  War  II  an  intra- 
thoracic  procedure  was  a rather  uncommon  oc- 
currence, the  thoracic  and  vascular  surgeon  today 
replaces  major  vessels,  by-passes  coronary  arteries, 
introduces  artificial  heart  valves,  yes,  even  replaces 
whole  hearts.  Urologists  replace  kidneys,  orthope- 
dists introduce  artificial  joints,  and  on  and  on. 

Suffice  it  to  say  that  the  surgeon  has  become 
rather  aggressive,  and  certainly,  the  majority  of 
patients  involved  benefit  physically  from  the  indi- 
cated procedures.  Surgical  intensive  care  units 
have  been  built  in  most  major  hospitals  to  care  for 
the  patients  during  the  immediate  postoperative 
period.  Many  of  these  units  are  right  out  of  science 
fiction  magazines  of  25  years  ago,  in  terms  of  the 
apparatus,  tubes,  machines,  etc.  available.  All,  to 
be  sure,  are  to  help  the  physical  survival  of  the 
patient.  In  these  units,  as  much  sterility  as  feasible 
is  kept;  visitors  are  usually  allowed  for  tw'O  15- 
minute  periods  during  the  day;  and  the  staff  is 
very  busy,  short-handed,  often  hurrying  from  one 
emergency  situation  to  another. 

Unfortunately,  the  bodies  lying  there  in  these 
units  not  only  have  their  individual  surgical  and 
physical  problems  and  emergencies,  but  they  also 
have  their  emotional  and  psychologic  reactions 
and  crises.  Unfortunately,  these  bodies  have  brains 
attached  to  them,  that  can  feel,  that  can  fear,  that 
can  suspect  the  worst,  and  deny  at  the  same  time 


From  time  to  time,  we  shall  publish  essays  express- 
ing personal  opinions  on  clinical  and  scientific 
subjects.  It  is  to  be  understood  that  these  repre- 
sent the  authors’  personal  opinions,  not  necessarily 
representing  or  contradicting  those  of  The  Jour- 
nal or  the  Association.  Contributions  to  this 
feature  and  letters  regarding  those  published  will 
be  welcome,  but  The  Journal  will  reserve  the 
right  to  reject  or  to  edit  both  the  essays  and  the 
responses.  — The  Editor 
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its  occurrence.  The  patients  are  scared  to  DEATH. 
They  are,  as  a rule,  treated  with  narcotics  and 
analgesics,  in  a sort  of  twilight  and  psychologic 
isolation.  Many  things  are  done  to  them  and  for 
them  by  changing  shifts  of  doctors  and  nurses, 
which  help  to  increase  the  estrangement.  For  gone 
are  the  days  when  nursing  members  of  religious 
orders  would  spend  their  every  day  and  night  at 
the  bedside  of  their  patient  until  the  danger  had 
passed. 

During  the  past  several  weeks,  I have  had  a 
number  of  occasions  to  consult  with  such  patients. 
It  has  been  these  recent  opportunities  which  have 
made  me  feel  compelled  to  ventilate  some  of  my 
feelings,  concerns,  and  experiences. 

Whereas  most  of  us  are  extremely  active,  or 
should  be,  in  “preparing”  a child  for  a hospital 
or  surgical  e.xperience,  it  is  generally  accepted  pro- 
cedure to  let  the  adult  fend  for  himself.  Concerned 
parents,  pediatricians,  and  those  in  the  mental 
health  fields  will  go  to  no  end  to  explain  “all”  to 
the  child,  anticipate  his  every  feeling  and  concern, 
interpret  his  fear  of  being  cut  open,  not  waking  up 
from  anesthesia,  being  abandoned,  and  other  fears. 
The  adult  going  in  for  a repair  of  an  aortic 
aneurysm,  or  coronary  by-pass  is  often  told  that 
though  a major  procedure,  it’s  no  more  than  “a 
gallbladder.”  “You  should  be  up  and  about  the 
next  day”  ....  The  patient  is  afraid  of  dying — the 
surgeon  speaks  of  survival.  The  patient  fears  his 
total  impotence  and  general  helplessness  — the 
surgeon  speaks  of  his  walking  about  the  next  day. 
How  can  a surgeon  face  with  his  patient  prior 
to  surgery  the  possibility — sometimes  the  probabili- 
ty— of  death?  Let’s  face  it  . . . that  just  is  not  the 
stuff  most  surgeons  are  made  of!!  Furthermore, 
it  would  not  necessarily  be  in  the  best  interest  of 
the  surgeon-patient  relationship. 

It  is  an  extremely  frustrating  experience  for  a 
psychiatrist  to  be  called  in  consultation  two  or  three 
days  after  surger)",  for  a patient  who  is  flagrantly 
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psychotic,  delusional,  paranoid,  and  often  halluci- 
nating, frecjuently  pulling  out  his  intravenous  and 
other  tubes,  attempting  to  get  out  of  bed  and  to 
leave  the  hospital.  Sometimes,  as  in  one  of  my  re- 
cent cases,  it  has  hapjjened  ten  days  after  abdom- 
inal aneurysm  repair,  and  two  days  after  gastrot- 
omy  for  gastric  bleeding.  Gastric  hemorrhage  after 
major  surgical  procedures  is  on  the  increase.  Al- 
legedly due  to  the  physical  stress  of  the  surgery,  one 
may  wonder  about  the  part  the  psyche  may  play 
in  the  etiology.  What  a problem  to  attempt  to  reach 
this  type  of  patient  one  has  never  met  before!!  At 
the  same  time,  one  needs  to  deal  with  the  family 
who  cannot  “understand”  why  their  loved  one 
suddenly  “needs  a psychiatrist.” 

Generally  the  patient  can  be  reached  through 
diligent  interpretation  of  his  fears  and  concerns 
which  can  be  deduced  from  the  things  he  says. 
There  is  frequently  at  least  a temporary  clearing  of 
the  sensorium  when  the  correct  feeling  or  concern 
is  interpreted  to  the  patient.  Often  a liaison  with 
the  patient  is  quickly  established.  The  patient  is 
extremely  grateful  to  be  told  that  he  must  be 
scared  to  death  of  all  the  things  that  have  hap- 
pened to  him.  He  finally  finds  some  relief  to  be 
told  that  he  doesn’t  have  to  like  all  that  goes  on, 
and  that  “were  I in  your  position,  I would  yell 
bloody  murder.”  He  finally  feels  that  there  is 
someone  on  his  side  who  identifies  with  him  to 
help  ward  off  the  aggressor  and  all  the  aggressions 


perpetrated  by  the  well-meaning  doctors  and 
nurses.  For,  after  all,  how  dare  a patient  not  ap- 
preciate all  that  is  being  done  to  save  his  life? 

Illness  breeds  regression,  and  hospitalization 
and  immobilization  for  any  period  of  time  furthers 
such  regression.  Regression  implies  modes  of  be- 
haviour, thinking,  and  feeling  reminiscent  of 
earlier  years.  Somehow  the  ego’s  ability  to  master 
critical  situations  diminishes  . . . the  patient  needs 
a little  help. 

A “work-up”  prior  to  most  elective  surgical 
procedures  is  accepted  operating  procedure — intra- 
venous jjyelograms,  gastrointestinal  series,  barium 
enema  and  others,  all  the  blood  work,  tests  and 
procedures,  often  until  there  are  “no  more  veins” 
for  the  anesthesiologist  to  employ.  How  about  a 
psychiatric  work-up  prior  to  some  of  our  critical 
surgical  procedures?  And  I don’t  mean  psychologi- 
cal testing,  psychological  profiles,  or  standardized 
and  sterile  evaluations  for  the  production  of  sta- 
tistical data.  I mean  the  establishment  of  a 
relationship,  preferably  several  weeks  prior  to  sur- 
gery, with  a psychiatrist  who  is  motivated  to  do 
this  kind  of  therapy.  The  elucidation  of  whatever 
concerns,  fears,  and  anxieties;  the  presence  of 
that  psychiatrist  before  and  after  surgery  may 
enable  a patient  to  feel  that  he  is  joined  by  a 
professional  in  his  defense  against  the  tubes  and 
the  wires,  the  pans  and  the  needles,  the  machines 
and  the  masks  . . . yes,  the  doctors  and  the  nurses. 


Discussion  of  E.N.T.  Case  of  the  Month 

(continued  from  p.  364) 


These  lesions  have  the  typical  appearance  of 
contact  granulomas.  The.se  mounds  of  granulation 
tissue  characteristically  appear  on  the  arytenoid 
cartilages  in  the  posterior  a.spect  of  the  larynx. 
I’hey  are  usually  secondary’  to  laryngeal  trauma, 
the  most  common  cause  being  prolonged  endo- 
tracheal intubation. 


Contact  granulomas  may  be  removed  surgi- 
cally through  a laryngoscope.  After  their  removal, 
the  epithelial  lining  of  the  larynx  will  migrate 
across  the  raw  area  and  primary  healing  ensues. 
Occasionally,  these  lesions  recur  and  may  require 
several  operative  procedures  to  be  controlled. 


376  ! The  Ohio  State  Medical  Journal 


f 

!E 

He  won’t  resist 
feeling  better  with 

Mylanta 

I Because  the  taste  is  good . 

I □ promptly  relieves  hyperacidity 

□ also  relieves  fullness  and  bloating 
f □ non-constipating 


LiQuiD|VIYlAIMTAr^^® 

aluminum  and  magnesium  hydroxides  with  simethicone 


i 


S 


STUART  PHARMACEUTICALS  | Division  oi  ICI  America  Inc.  | Wilmington,  Del.  19899 1 Pasadena,  Calif.  91109 


“Antiacid”  action 
for  ulcer  patients... 


one  of  the  many 
things^ou  need  in  an 
anticholineigic 


Pro-Banthlne  is  provided  in  several  different  dos- 
age forms  and  combinations  which  will  meet  vir- 
tually any  clinical  need.  It  is  just  as  versatile  in 
filling  patient  needs,  among  which  are: 

“Antiacid"  action — Pro-Banthine®  (propantheline 
bromide)  reduces  gastric  secretory  volume  and 
resting  total  and  free  acid. 

"Sustained"  action — Pro-Banthine  P.A.®  (propan- 
theline bromide)  contains  30  mg.  of  the  drug  in  the 
form  of  sustained-release  or  timed-release  beads; 
on  ingestion  about  half  of  the  drug  is  released 
within  an  hour  and  the  remainder  continuously  as 
earlier  increments  are  metabolized. 

High-level  anticholinergic  activity  is  main- 
tained all  day  and  all  night  in  most  patients  with 
only  two  tablets  every  eight  hours. 

"Analgesic"  action — Pro-Banthine  helps  to  control 
the  acid-spasm-pain  complex. 

A "diagnostic  tool" — Pro-Banthine  may  be  used 
parenterally  to  immobilize  the  duodenum  for 
more  revealing  roentgenographic  appraisal 
through  hypotonic  duodenography. 

Pro-Banthine  is  considered  adjunctive  in  total 
peptic  ulcer  therapy  that  may  include  diet,  con- 
ventional antacids,  bed  rest,  and  other  supportive 
measures. 

Vigorous  anticholinergic  action  — Pro-Banthine® 
Vials,  30  mg.,  are  for  intramuscular  or  intravenous 
use  when  prompt  and  vigorous  anticholinergic  ac- 
tion is  required. 


Indications:  Pro-BanthTne  is  effective  as  adjunctive  therapy 
in  the  treatment  of  peptic  ulcer.  Dosage  must  be  adjusted 
to  the  individual. 

Contraindications:  Glaucoma,  obstructive  disease  of  the 
gastrointestinal  tract,  obstructive  uropathy,  intestinal  atony, 
toxic  megacolon,  hiatal  hernia  associated  with  reflux 
esophagitis,  or  unstable  cardiovascular  adjustment  in 
acute  hemorrhage. 

Warnings:  Patients  with  severe  cardiac  disease  should  be 
given  this  medication  with  caution. 

Fever  and  possibly  heat  stroke  may  occur  due  to  anhidrosis. 
In  theory  a curare-like  action  may  occur,  with  loss  of  volun- 
tary muscle  control.  For  such  patients  prompt  and  continu- 
ing artificial  respiration  should  be  applied  until  the  drug 
effect  has  been  exhausted. 

Diarrhea  in  an  ileostomy  patient  may  indicate  obstruction, 
and  this  possibility  should  be  considered  before  adminis- 
tering Pro-BanthTne. 

Precautions:  Since  varying  degrees  of  urinary  hesitancy 
may  be  evidenced  by  elderly  males  with  prostatic  hyper- 
trophy, such  patients  should  be  advised  to  micturate  at 
the  time  of  taking  the  medication. 

Overdosage  should  be  avoided  in  patients  severely  ill  with 
ulcerative  colitis. 

Adverse  Reactions:  Varying  degrees  of  drying  of  salivary 
secretions  may  occur  as  well  as  mydriasis  and  blurred 
vision.  In  addition  the  following  adverse  reactions  have 
been  reported:  nervousness,  drowsiness,  dizziness,  insom- 
nia, headache,  loss  of  the  sense  of  taste,  nausea,  vomiting, 
constipation,  impotence  and  allergic  dermatitis. 

Dosage  and  Administration:  The  recommended  daily  dos- 
age for  adult  oral  therapy  is  one  15-mg.  tablet  with  meals 
and  two  at  bedtime.  Subsequent  adjustment  to  the  patient’s 
requirements  and  tolerance  must  be  made. 

Pro-BanthTne  P.A.— Each  tablet  of  Pro-BanthTne  P.A.  (pro- 
pantheline bromide)  contains  30  mg.  of  the  drug  in  the 
form  of  sustained-release  or  timed-release  beads;  on  in- 
gestion about  half  of  the  drug  is  released  within  an  hour 
and  the  remainder  continuously  as  earlier  increments  are 
metabolized.  Thus  the  result  is  even,  high-level  anticholin- 
ergic activity  maintained  all  day  and  all  night  in  most  pa- 
tients with  only  two  tablets  daily.  Some  patients  may 
require  one  tablet  every  eight  hours. 

The  contraindications  and  precautions  applicable  to  Pro- 
BanthTne  15  mg.  should  be  observed. 

How  Supplied:  Pro-BanthTne  is  supplied  as  tablets  of  15 
and  7.5  mg.,  as  prolonged-acting  tablets  of  30  mg.  and,  for 
parenteral  use,  as  serum-type  vials  of  30  mg. 


Mild  anticholinergic  action — Pro-Banthine®  Half 
Strength,  7.5-mg.  tablets,  for  more  exact  adjust- 
ment of  maintenance  dosage  in  mild  to  moderate 
gastrointestinal  disorders. 
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It’s  about  time 
somebody  told 
the  true  story  of 
the  American  Doctor, 


You'd  agree  1 00%  on  that.  There  have  been  too  many  of  the 
other  kind  of  story. 

You  know  that  the  vast  majority  of  American  doctors  are 
honest,  hardworking,  skilled  and  dedicated  human  beings 
who  have  the  interests  of  their  patients  at  heart. 

That’s  exactly  what  the  AMA  is  trying  to  make  the  public 
aware  of. 

One  of  the  many  ways  the  AMA  is  doing  it  is  through  its 
special  communications  program. 

Perhaps  you've  seen  pages  in  newspapers  and  national 
magazines  signed  "America’s  Doctors  of  Medicine.”  They’re 
part  of  this  program.  It  tells  the  true  story  of  what  it  takes  to 
become  a doctor.  The  ways  American  medicine  has  improved 
the  public’s  health.  And  to  express  the  profession’s  concern 
about  health  by  providing  information  which  will  help  every 
American  lead  a healthier  life. 

We’re  telling  this  story  for  you,  the  American  doctor.  If  we 
are  to  continue  to  represent  you  effectively,  we  need 
your  support. 

Find  out  more  about  what  the  AMA  does  for  you  and  the 
public.  Send  for  the  pamphlet,  "The  AMA  and  the  American 
Doctor:  Sharing  a Common  Goal.”  Write:  Dept.  DW,  at  the 
address  below. 

JOIN  US. 

WE  CAN  DO  MUCH  MORE  TOGETHER. 

American  Medical  Association 

535  North  Dearborn  Slreet/Chicago,  Illinois  60610 


Neurilemmoma 

of  the  Vagus  Nerve  in  the  Neck 

Case  Report  and  Review  of  the  Literature 


Stephen  M.  Cattaneo,  M.D. 


The  Author 

• Dr.  Cattaneo,  Columbus,  is  a member  of  the 
Courtesy  Staff,  Division  of  Thoracic  Surgery,  The 
Ohio  State  L^niversity  Hospitals,  and  Instructor, 
Department  of  Surgery,  The  Ohio  State  Univer- 
sity College  of  Medicine. 


"KJEURILEMMOMA  of  the  vagus  nerve  in  the 
^ neck  is  a relatively  rare  lesion.  In  1956,  Gore 
and  his  associates*  reviewed  a large  series  of  389 
cases  of  neurilemmoma  occurring  within  the  cen- 
tral and  peripheral  nervous  systems.  The  majority 
of  these  tumors  arose  from  the  acoustic  nerv'e.  Of 
138  cases  involving  the  peripheral  nerves,  38  per- 
cent occurred  in  the  head  and  neck.  Only  four 
neurilemmomas  arose  in  the  vagus  nerve.  Elorwich 
and  Hawe,2  after  an  extensive  review  of  the  litera- 
ture, found  21  cases  involving  the  vagus  nerve, 
including  the  four  reported  by  Gore,  et  al,  and 
added  two  more  cases  of  their  own.  Additional 
single  case  reports  have  been  described  by  Ehrlich 
and  Martin,^  Putney,  Aloran,  and  Thomas,'*  Iliades 
and  Watson,^  and  Holland.**  Reports  of  two  cases 
by  Leichtling,  Lesnick,  and  Garlock^  and,  more 
recently,  by  Rosenfeld,  Graves,  and  Lawrence® 
brings  this  total  to  31  cases.  An  additional  case  is 
reported  here. 

Case  Report 

This  19-year  old  white  male  was  hospitalized 
on  January  19,  1969,  with  a small,  painless  left 
neck  mass  of  which  he  first  became  aware  two 
weeks  prior  to  admission.  On  January  7,  he  was 
evaluated  in  the  Medical  Clinic  at  Lockbourne 
Air  Force  Base,  Columbus,  Ohio,  for  an  asympto- 
matic swelling  in  the  left  anterior  cervical  chain. 
The  possibility  of  lymphoma  prompted  admission 
for  biopsy.  Admission  evaluation  revealed  a healthy 
man  in  no  apparent  distress.  There  was  no  history 
of  paroxysmal  cough  or  dysphagia.  His  voice  was 
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unaltered.  On  e.xamination,  a firm,  slightly  mov- 
able, non-tender  mass,  approximately  3 cm  in  size, 
was  palpable  in  the  anterior  triangle  of  the  left 
neck  at  the  upper  margin  of  the  sternomastoid 
muscle.  There  was  some  degree  of  lateral  motion 
but  none  in  the  vertical  direction.  The  mass  did 
not  move  on  swallowing. 

During  the  patient’s  hospital  course,  he  re- 
mained afebrile  and  asymptomatic  except  for  a 
mild  pressure  sensation  in  the  neck.  The  mass  was 
thought  to  be  perceptibly  increasing  in  size.  There 
was  no  protrusion  of  the  lateral  pharyngeal  wall 
on  oral  e.xamination.  Indirect  laryngoscopy  and 
nasopharyngoscopy  were  unremarkable.  Preopera- 
tive laboratory'  studies,  including  soft  tissue  x-ray 
films  of  the  neck,  were  essentially  unremarkable. 
On  January  28,  surgical  e.xploration  was  per- 
formed through  an  8-cm  incision  parallel  to  the 
anterior  border  of  the  sternomastoid  muscle,  be- 
ginning 1 cm  below  the  mastoid  process.  An  ob- 
long, encapsulated  tumor,  3 X 3.5  cm  in  size, 
was  found  within  the  carotid  sheath,  arising  from 
the  vagus  nerve.  The  lesion  was  encompassed  by 
the  vagal  nerve  fibers  which  were  attentuated  and 
splayed  over  the  surface  of  the  capsule.  The  ma- 
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jority  of  tlie  nene  fibers  were  preser\ed  with 
extracapsular  dissection.  The  lamellated  capsule 
was  adherent  at  its  superior  and  inferior  poles,  the 
points  of  attachment  to  the  main  trunk  of  the 
\agus  ner\e. 

Postoperatively,  left  vocal  cord  palsy  was 
noted.  The  patient’s  voice  was  deep,  raspy,  and 
difficult  to  control.  An  intermittent,  dry  cough  de- 
\eloped  and  gradually  subsided.  At  three  months, 
follow-up  evaluation  revealed  persistent  hoarseness 
with  some  improvement  in  the  deep,  husky  charac- 
ter of  the  voice.  A left  recurrent  laryngeal  ner\e 
deficit  was  demonstrated  on  indirect  laryngoscopy. 
Function  of  the  cricothyroid  appeared  to  be  in- 
tact. The  left  vocal  cord  was  adducted  to  the 
midline,  and  there  was  tactile  sensation  to  the 
epiglottis  on  the  left.  The  patient  remained  some- 
what hoarse  for  many  months,  noting  that  the 
voice  was  weak  toward  the  end  of  the  day.  Follow- 
up nine  months  postoperatively  indicated  that  the 
voice  was  forceful.  The  left  vocal  cord  remained 
in  paramedian  position,  and  there  was  good  com- 
pensatory motion  of  the  right  vocal  cord. 

Pathology 

The  gross  specimen  is  a firm,  rubbery,  spheri- 
cal mass  which  measures  3 cm  in  diameter.  The 
cut  surface  reveals  a solid  tumor,  gray-to-tan  in 
color,  glistening  and  finely  trabeculated.  It  is 
mottled  throughout  with  small  vacuoles  filled  with 
pink  fluid.  The  capsule  is  thick  and  lamellated 
near  its  surface. 

Microscopic  examination  reveals  a well-de- 
fined fibrous  tissue  capsule.  Within  the  capsule 
an  occasional  nerve  filament  is  seen.  The  tumor 
itself  is  composed  predominantly  of  spindle-shaped 
cells  in  parallel  array  forming  bundles  and  whorls. 
The  prominent  palisading  of  cell  nuclei  is  charac- 
teristic of  the  so-called  Antoni  type  A tissue  and 
pathognomonic  of  neurilemmoma.^  In  this  case, 
the  loose,  reticular  pattern  characteristic  of  Antoni 
type  B tissue  is  not  a prominent  feature,  although 
microcysts  filled  with  eosinophilic  fluid  are  identi- 
fied. 

Discussion 

Histiogenesis:  Verocay  first  described  the 
histologic  features  of  this  lesion  in  1908,  and  in 
1910,  coined  the  term  “neurinoma.”  Considerable 
controversy  arose  concerning  the  cell  of  origin. 
Several  authors  proposed  that  the  lesion  was 
derived  from  the  fibroblast  of  the  perineurium.  In 
1932,  Masson^  concurred  with  Verocay’s  observa- 
tion and  employed  the  more  appropriate  term 
“Schwannoma”  following  his  description  of  ex- 
perimental and  spontaneous  schwannomas.  Stout, 
in  1935,  after  further  histologic  study,  proposed 
the  term  “neurilemmoma,”  urging,  as  did  Mas- 


Fig.  1.  Neurilemmoma  exhibiting  characteristic 
lamellated  capsule  and  .'Antoni  type  A tissue  with 
palisading  of  cell  nuclei  in  lower  right  corner. 


son,  that  the  tumor  was  of  neuroectodermal  or 
Schwann  cell  origin.  Tissue  culture  obsen^ations 
by  Murray  and  Stout*^  in  1940  rendered  addi- 
tional support  to  this  concept.  The  nerve  sheath 
cell  (Schwann  cell)  is  now  generally  believed  to 
be  the  cell  of  origin. 

Clinical  Features:  The  most  frecjuent  present- 
ing complaint  is  that  of  a painless,  gradually  en- 
larging, lateral  neck  mass.  These  tumors  may  be- 
come quite  large,  producing  a pressure  or  choking 
sensation  in  the  throat.  A spasmodic,  unproductive 
cough  induced  by  manipulation  of  the  tumor  is 
occasionally  noted  and,  when  present,  is  considered 
pathognomonic.^'^  The  tumor  may  appear  at  any 
age,  affecting  both  sexes  equally.  On  palpation, 
the  lesion  is  frequently  a round-to-ovoid,  firm, 
non-tender  mass  usually  found  behind  the  anterior 
margin  of  the  sternomastoid  muscle,  and  it  may 
appear  at  any  level  in  the  distribution  of  the 
carotid  sheath.  Lateral  motion  is  frequently  dem- 
onstrated. Characteristically,  the  nerve  function  is 
rarely  disturbed  and  pain,  when  present,  is  usually 
due  to  pressure  on  adjacent  structures.  A case 
presenting  with  Horner’s  syndrome  has  been  re- 
ported,2  but  this  is  rare.  While  the  diagnosis  is 
rarely  made  preoperatively,  the  features  described, 
in  the  absence  of  oral  disease,  should  suggest  the 
possibility  of  neurilemmoma. 

Gross  and  Histologic  Features:  In  general, 
these  neoplasms  are  of  firm  consistency,  encapsu- 
lated and  encompassed  by  or  eccentric  to  the  nerve 
fibers.  These  fibers  are  attenuated  and  splayed  out 
over  the  capsule  of  the  expanding  tumor.  Neuri- 
lemmomas as  large  as  10  X 5 cm  in  size  have 
been  reported. ^ These  large  tumors  are  likely  to 
undergo  myxomatous  degeneration.^  Hemorrhage 
within  large  vacuoles  and  fluid-filled  cystic  spaces 
may  impart  a fluctulant  consistency  to  palpation. 
The  cut  surface  is  often  gray-white  to  tan  in  color, 
glistening,  trabeculated  and  mottled  by  pink-to- 
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dark  hemorrhagic  areas  of  cystic  degeneration. 
The  lamellated  capsule  of  perineurium®  may  be 
traversed  by  small  nerve  filaments  but,  charac- 
teristically, the  nerve  fiber  does  not  penetrate  into 
the  substance  of  the  tumor. 

Histologically,  two  types  of  tissue  patterns 
have  been  described.*®  The  Antoni  type  A com- 
ponent is  composed  of  an  orderly  array  of  spindle- 
shaped  cells  aligned  in  parallel  bundles  or  whorls. 
Palisading  of  the  small  round  nuclei  is  a charac- 
teristic feature  which  is  diagnostic  (Fig.  1).  In 
other  adjacent  regions  a loose,  less  organized, 
reticular  pattern  with  cell  nuclei  in  haphazard 
array  is  characteristic  of  the  Antoni  type  B tissue. 
Masson  believes  that  these  areas  represent  foci  of 
degenerative  “fibrosis”  in  which  macrophages, 
lipoid  vacuoles,  and  hyalinization  of  connective 
tissue  surrounding  capillary  endothelium  may  be 
seen. 

Comment 

Neurilemmoma  of  the  vagus  nerv'e  is  a rare, 
benign  tumor  derived  from  the  neurilemma  or 
nerve  sheath  of  Schwann.  The  lesion  rarely  pro- 
duces symptoms  referable  to  the  nerve  of  origin 
and,  as  a result,  the  diagnosis  is  rarely  entertained 
preoperatively.  In  the  absence  of  oral  disease,  it 
should  be  considered  in  the  differential  diagnosis 
of  an  asymptomatic,  lateral  neck  mass. 

Recurrence  has  not  been  reported  after  extra- 
capsular  enucleation.  Intracapsular  enucleation  is 
reported  by  Paul***  but  follow-up  is  not  mentioned. 
In  the  majority  of  cases  reported,  removal  of  the 
lesion  was  performed  with  segmental  resection  of 
the  vagus  nerve.  End-to-end  anastomosis  and 
nerve-grafting  procedures  have  been  employed.®-*® 
Complete  return  of  nerve  function  has  been  re- 
ported two  years  after  a great  auricular  nerve 
graft.® 

Vocal  cord  palsy  has  been  observed  postop- 
eratively  in  all  the  cases  compiled  prior  to  a recent 
report  by  Holland.®  This  case  report  by  Holland  is 
unique  in  that  enucleation  was  accomplished  with 
preservation  of  vagus  nerve  function.  The  effects 
of  cervical  vagectomy  depend  upon  the  level  at 
which  the  vagus  nerve  is  interrupted.  The  deficit 
is  usually  in  the  distribution  of  the  recurrent 
laryngeal  nerv-e  and  rarely  is  the  superior  laryngeal 
involved  unless  the  lesion  is  a high  one,  involving 
this  nerve  at  the  level  of  the  nodose  ganglion. 
Lemere*®  has  given  a detailed  anatomic  description 
of  the  effect  of  unilateral  and  bilateral  recurrent 
and  superior  laryngeal  nerve  deficits  on  the  lar)nx. 

At  the  time  of  surgery,  the  decision  to  per- 
form an  enucleation  or  segmental  nerve  resection 
is  an  important  one.  Whether  enucleation  is  em- 
ployed will  depend  upon  the  degree  to  which  the 
nerv-e  is  adherent  to  the  underlying  tumor  capsule. 
In  the  case  reported  here,  difficulty  was  encoun- 


tered at  the  superior  and  inferior  poles  where  the 
capsule  was  bound  to  the  perineurium  of  the 
parent  vagus  nerve.  In  this  regard,  Masson,®  after 
detailed  histologic  observations,  has  emphasized 
that  the  capsule  is  characteristically  formed  of 
lamellae  which  are  not  fixed  to  the  underlying 
tumor.  This  facilitates  enucleation  of  the  tumor. 
At  the  superior  and  inferior  poles  the  capsule  may 
be  in  continuity  with  the  perineurium  of  the  par- 
ent nerve  but  the  parent  nerv-e  does  not  penetrate 
beneath  the  capsule  into  the  substance  of  the 
tumor.  The  fibrous  connective  tissue  within  the 
tumor  does  not  represent  endoneurial  proliferation 
but  rather  is  derived  from  degenerating  or 
“sclerosing”  Schwann  cell  syncytium.®  A reassess- 
ment of  these  histologic  features  in  conjunction 
with  a benign  frozen-section  diagnosis  lends  sup- 
port to  considerations  for  intracapsular  enucleation 
when  extracapsular  enucleation  is  not  possible. 

Summary 

A rare  case  of  neurilemmoma  of  the  cerv'ical 
vagus  nerve  is  presented.  Considerations  are  given 
to  the  clinical,  surgical,  and  pathologic  features 
of  this  tumor.  While  the  tumor  is  a rare,  benign, 
encapsulated  lesion,  it  is  problematic  because  of 
its  location.  The  diagnosis  should  be  included  in 
the  differential  diagnosis  of  an  asymptomatic, 
gradually  enlarging  lateral  neck  mass — in  the 
absence  of  primary  or  metastatic  malignant  dis- 
ease. The  deficit  to  laryngeal  function  with  the 
interruption  of  vagal  nerv-e  fibers  may  be  expected 
to  improve  following  enucleation  or  nerve-grafting 
procedures.  Consideration  is  given  to  a more  con- 
servative surgical  approach,  intracapsular  enucle- 
ation, when  extracapsular  enucleation  is  not  pos- 
sible. 
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NEPHROLOGY 


The  Sickled  Kidney 

Leonard  B.  Berman,  M.D. 


TT  IS  FITTING  that  the  shape  of  a sickled  red 
cell  should  resemble  that  of  a kidney.  The  pa- 
tient with  sickle  trait  or  disease  is  liable  to  experi- 
ence several  types  of  sickle  cell  nephropathy.  The 
best  known  of  these  is  gross  hematuria,  seen  most 
often  with  the  trait.  The  bleeding  arises  just  be- 
neath the  pelvic  mucosa,  where  masses  of  sharj)- 
jjointed  sickled  red  cells  engorge  and  rupture 
\enules.  The  low  oxygen  tension  and  interstitial 
hypertonicity,  which  are  characteristic  of  the  renal 
medulla,  undoubtedly  favor  the  formation  of  these 
sickle  cell  masses.  The  same  concept  applies  to  the 
second  of  the  nephropathies,  papillar\-  necrosis. 
This  is  a slowly  developing  process  affecting  one 
papilla  at  a time  and  is  not  associated  with  acute 


*Dr.  Berman  is  Chief  of  the  Department  of 
Nephrology,  Mt.  Sinai  Hospital  of  Cleveland. 


renal  failure.  The  third  nephropathy  is  the  ne- 
phrotic syndrome,  associated  with  glomerular 
microinfarcts,  resulting  from  plugs  of  sickled  red 
cells.  It  is  uncommon  and  unresponsive  to  steroid 
therapy.  The  same  problem  on  a macroscopic  scale 
leads  occasionally  to  renal  infarctions,  which  is  the 
fourth  nephropathy.  The  fifth  problem  is  inability 
to  concentrate  the  urine,  related  to  disturbances  of 
the  countercurrent  mechanism.  This,  in  turn 
reflects  the  slowing  of  the  medullary  blood  circu- 
lation by  sickled  cells.  The  sixth  and  last  nephrop- 
athy is  pyelonephritis.  This  vulture  of  renal 
diseases  flies  around  looking  for  dead  or  dying 
nephrons  to  land  on.  The  sickle  cell  kidney  un- 
fortunately provides  numerous  opportunities  for 
bacterial  lodgement  and  growth.  Thus,  the  patient 
with  hemoglobin  S may  have  his  life  further  bur- 
dened with  hematuria,  nephrotic  syndrome,  ne- 
crotic papillae,  pyelonephritis,  and  finally,  renal 
failure. 
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GUEST  EDITORIAL 


Heart  Attacks  and  Education  of  the  Public 


SOME  MEDICAL  catastrophies  are  so  great 
that  a call  to  a medical  emergency  system  is 
almost  a reflex.  The  events  leading  to  sudden 
death  from  coronary  artery  disease  may  be  much 
more  subtle.  It  is  disturbing  to  realize  that  of  the 
more  than  600,000  deaths  per  year  from  coronary 
heart  disease  in  the  United  States,  over  half  of  the 
patients  never  reach  the  hospital.  In  a broad  at- 
tack on  this  staggering  death  rate,  we  have  seen 
in  the  past  decade  the  development  of  hospital- 
based  coronary  care  units,  mobile  coronary  care 
units,  and  greater  attention  to  the  emergency  and 
early  care  of  heart  attack  victims.  One  aspect  of 
this  becomes  quite  clear.  The  patient  must  realize 
the  early  warning  signs  and  recognize  when  to 
report  his  symptoms  and  seek  medical  care.  He 
should  be  aware  of  the  urgency  of  their  evalua- 
tion. The  report  in  this  issue  by  Black  and  Brown 
(see  page  is  of  particular  interest.  It  shows 

that  a public  information  campaign  can  produce 
a significant  reduction  in  delay  time  between  the 
onset  of  myocardial  infarction  and  entrance  to 
the  coronary  care  unit.  Furthermore,  they  show 
that  the  person-to-person  method  utilized  is  not 
only  effective,  but  inexpensive  as  well.  They  are  to 
be  commended  on  this  interesting  and  provocative 
study  demonstrating  an  important  lesson. 

Aside  from  its  more  specific  meaning  in 
coronary  artery  disease,  this  study  raises  important 
cjuestions  about  what  the  physician  should  tell  his 
patients  to  do  in  case  of  emergency.  Undoubtedly, 
this  will  depend  heavily  upon  the  nature  of  the 
illness  and  the  resources  available  in  the  com- 
munity, but  as  facilities  change,  the  physician 
should  reassess  what  he  tells  his  patients.  It  may 
be  in  the  best  interest  of  the  patient  who  suspects 
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in  promoting  the  “pre-hospital”  care  of  people 
with  heart  attacks  and  is  well  known  for  develop- 
ing the  Heartmobile  program  in  Columbus. 
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a heart  attack  to  seek  out  the  emergency  care  sys- 
tem in  his  area,  rather  than  call  the  physician 
himself.  In  many  communities,  the  non-toll  tele- 
phone number  911  is  becoming  the  avenue  for 
patients  with  such  acute  medical  problems.  The 
day  is  past  when  emergency  rooms  are  thought  of 
as  trauma  units.  Today,  especially  in  large  metro- 
politan areas,  trauma  may  constitute  as  little  as 
10  percent  of  the  activity  of  the  emergency  room. 

It  is  sometimes  feared  that  teaching  a patient 
about  the  early  symptoms  of  disease  will  produce 
a population  of  neurotics,  ready  to  pick  up  the 
telephone  at  the  slightest  symptom.  The  Columbus 
Fire  Department  has  maintained  a medical  emer- 
gency system  available  to  all  for  many  years.  They 
have  found  that  the  citizens  of  this  community 
have  not  misused  their  system.  There  are  unneces- 
sary calls,  of  course,  but  the  number  and  incidence 
have  not  increased  with  the  institution  of  the  so- 
called  Heartmobile  program  providing  early  treat- 
ment to  heart  attack  victims. 

Public  education,  however,  is  not  the  entire 
answer.  Our  experience  in  early  coronan’  care 
indicates  that  the  person  who  has  one,  two,  or 
three  myocardial  infarctions  will  delay  more  than 
the  person  with  the  first  evidence  of  heart  disease. 
It  is  well  recognized  that  such  patients  may  deny 
that  new  symptoms  are  related  to  a heart  attack. 
In  patients  with  angina  pectoris,  there  is  often  the 
tendency  to  ascribe  a given  episode  to  just  another 
case  of  angina  and  not  a new  cardiovascular  event. 

The  study  reported  here,  therefore,  represents 
an  important  addition  to  the  mosaic  being  de- 
veloped to  provide  the  citizens  of  this  country 
with  a well-organized  and  properly  utilized  system 
of  emergency  medical  care.  The  role  of  the  physi- 
cian is  crucial,  yet  he  cannot  do  it  all.  Much  of  it 
is  in  the  hands  of  the  various  health  planners  and 
community  agencies.  Physicians  should  become 
involv'ed  and  provide  the  leadership  and  guidance 
to  make  this  a first-class  medical  resource  available 
to  all. 

James  V.  Warren,  M.D. 

Guest  Editor 
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Proceedings  of  The  Council 

Meeting  of  March  16-18,  1973 


A REGULAR  MEETING  of  the  Council  of 
^ the  Ohio  State  Medical  Association  was  held 
Friday,  Saturday  and  Sunday,  March  16,  17  and 
18,  1973,  at  the  OSMA  Headquarters’  office,  17 
S.  High  Street,  Columbus,  Ohio. 

Those  present  Friday  evening  were:  All  mem- 
bers of  the  Council  (except  Dr.  William  R. 
Schultz,  Wooster;  Dr.  James  L.  Henry,  Grove 
City;  Dr.  James  G.  Tye,  Dayton,  and  Dr.  Thomas 
W.  Morgan,  Gallipolis)  ; Dr.  Richard  L.  Meiling, 
Columbus,  Chairman  of  the  Ohio  Delegation  to 
the  AM  A;  all  members  of  the  OSMA  executive 
staff,  and  Mrs.  Gail  Dodson. 

Those  present  Saturday  were:  All  members 
of  the  Council  (except  Dr.  Henry)  ; Mr.  James  E. 
Pohlman,  Columbus,  OSMA  Legal  Counsel;  Dr. 
John  H.  Budd,  Cleveland,  a member  of  the  AMA 
Board  of  Trustees;  Air.  Bernard  D.  King,  Colum- 
bus, Student  AAIA  Representative;  Air.  William  J. 
Lee,  Columbus,  Administrator  of  the  Ohio  State 
Aledical  Board;  Dr.  James  I.  Tennenbaum,  Co- 
lumbus, President  of  the  Ohio  Society  of  Allergy 
and  Immunology,  all  members  of  the  OSAIA  ex- 
ecutive staff.  Air.  R.  Gordon  Aloore  and  Airs. 
Gail  Dodson. 

Those  present  Sunday  were:  All  members  of 
the  Council,  Air.  Pohlman,  Dr.  Budd,  Dr.  Sol 
Maggied,  West  Jefferson,  representing  the  OSMA 
Joint  Advisory  Committee  on  Sports  Medicine, 
and  all  members  of  the  OSAIA  executive  staff. 

Minutes  Approved 

Alinutes  of  the  meeting  of  January  27-28, 
1973,  were  approved. 


Councilor  Reports 

The  Councilors  reported  on  activities  in  their 
respective  districts. 

Finance  and  Membership 

The  membership  statistics  were  presented  by 
Airs.  Wisse. 

The  Council  discussed  dues  for  the  category 
“Alembers  in  Training,”  in  anticipation  of  the 
possible  adoption  of  a resolution  establishing  this 
category  of  membership  at  the  1973  House  of 
Delegates.  The  Council  instructed  the  Member- 
ship Department  to  make  a cost  determination  of 
basic  services  to  these  members  for  presentation 
at  the  next  meeting  of  the  Council. 

The  Council  ratified  its  sponsorship  of  Reso- 
lution No.  56,  which  had  been  submitted  by  offi- 
cers of  the  Association.  Such  resolution  would 
establish  a new  category  of  active  membership  to 
be  designated  “Life  Active  Membership,”  for 
consideration  by  the  1973  House  of  Delegates. 

American  Medical  Association 

Dr.  Aleiling  reviewed  developments  at  the 
American  Aledical  Association,  with  emphasis  on 
the  work  of  the  Council  on  Long  Range  Planning 
and  Development. 

The  Council  voted  to  publish  in  The  Ohio 
State  Medical  Journal  the  Ohio  position  paper  on 
Report  “H”  of  the  Council  on  Medical  Education, 
“Function  and  Structure  of  a Medical  School,” 
which  was  referred  by  the  AMA  House  back  to 
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the  Council  on  Medical  Education,  at  the  insist- 
ence of  the  Ohio  Delegation  during  the  1972 
Clinical  Session  of  the  American  Medical  Asso- 
ciation. The  Council  also  recjuested  that  the  Dele- 
gation submit  a resolution  on  Report  “II”  to  the 
1973  Annual  Session  of  the  AM  A House. 

The  Council  considered  a request  from  an- 
other state  asking  support  of  a resolution  to  request 
that  the  AMA  reestablish  its  membership  with  the 
World  Medical  Association.  The  opinion  expressed 
by  The  Council  is  as  follows: 

“We  recognize  the  value  of  the  \Vorld  Medi- 
cal Association,  we  feel  it  should  be  supported  by 
individual  physicians,  and  will  urge  our  members 
to  do  so.  Financial  support  by  the  American 
Medical  Association  as  an  entity  would  not,  there- 
fore, be  indicated  under  these  circumstances.” 

I’he  Council  discussed  proposals  under  con- 
sideration by  various  AMA  committees  and  coun- 
cils to  provide  for  AMA  delegates  from  specialty 
societies,  as  well  as  specialty  sections,  a move 
which  would  not  be  in  conformity  with  Ohio 
Resolution  No.  14,  adopted  by  the  AMA  House 
of  Delegates,  June  18-22,  1972.  It  was  agreed  that 
a letter  should  be  sent  to  the  State  Association 
presidents,  alerting  them  to  these  developments. 

Intern  and  Resident  Matching  Program 

With  regard  to  the  National  Intern  and 
Resident  Matching  Program  policies,  the  Council 
voted  to  present  and  support  resolutions  at  the 
AMA  level  objecting  to  a matching  program  for 
residents  which  requires  that  the  hospital  have  all 
of  its  program  in  the  NIRMP  Matching  Plan  or 
none.  It  was  the  expression  of  the  Council  that 
the  hospital  staff  should  have  the  option  of  se- 
lecting residents  outside  the  matching  program. 

OSMA  Annual  Meeting 

A progress  report  on  the  Annual  Meeting  was 
presented  by  Mrs.  Dodson. 

The  Council  agreed  that  consideration  of  the 
format  of  the  1974  Annual  Meeting,  as  well  as 
future  Annual  Meetings,  should  be  on  the  Council 
agenda  as  soon  as  possible  after  the  1973  meeting. 

The  possibility  of  an  art  show  at  the  Cleve- 
land meeting  was  discussed  and  Mrs.  Dodson  was 
instructed  to  recjuest  a proposal  from  Cleveland 
physicians  who  have  shown  interest  in  such  a 
project. 

The  Council  received  57  resolutions  filed 
under  the  60-day  rule  of  the  Constitution  and 
Bylaws. 

Constitution  and  Bylaws 

.Amendments  to  the  Constitution  and  Bylaws 
of  the  Lake  County  Medical  Society  were  ap- 
proved. 


The  revised  Constitution  and  Bylaws  of  the 
Huron  County  Medical  Society  was  approved. 

.An  amendment  to  the  Constitution  and  By- 
laws of  the  Clermont  County  Medical  Society  was 
approved. 

Medical  Advances  Institute 

Dr.  Henry  reported  on  the  PSRO  Council 
meeting,  February  21,  1973,  the  MAI  Hospital 
Liaison  meeting  of  February  21,  and  the  MAI 
Board  of  Trustees  meeting  of  March  7. 

Dr.  Henry  announced  that  he  had  resigned 
as  President  of  Medical  Advances  Institute,  and 
that  Dr.  Robert  R.  Clark,  of  Akron,  had  been 
elected  to  succeed  him  as  President. 

Building  Committee 

Airs.  Wisse  presented  the  Building  Committee 
minutes  of  January  28  and  March  7,  and  they 
were  approved. 

The  Council  adopted  the  following  resolution: 

“RESOLA'ED,  That  James  L.  Henry,  Secre- 
tary-Treasurer, be  authorized  to  sign  a contract  in 
form  approved  by  counsel  for  the  Association  and 
the  Building  Committee,  for  the  construction  of 
the  new  headcjuarters  building  at  600  South  High 
Street,  Columbus,  Ohio,  with  Tri-Star  Construc- 
tion Company,  as  contractor,  for  a price  not  to 
exceed  $500,000,  and  with  Kevin  Flaherty,  as 
architect,  whose  fees  for  services  shall  be  paid  by, 
and  as  a part  of  the  contract  price  of,  Tri-Star 
Construction  Company;  and 

“BE  IT  FURTHER  RESOLVED,  That 
James  L.  Henry,  Secretary-Treasurer,  be  author- 
ized to  negotiate  a loan  with  The  Huntington 
National  Bank  of  Columbus,  or  such  other  lending 
institution  as  he  may  choose,  for  an  amount  not 
to  exceed  $500,000  at  such  interest  rate,  terms  and 
conditions  as  he  deems  advisable  and  to  execute 
for  and  on  behalf  of  Ohio  State  Aledical  Associa- 
tion a promissory  note  evidencing  such  loan  to  be 
secured  by  a first  mortgage  on  the  real  estate 
located  at  600  South  High  Street,  Columbus,  Ohio, 
for  the  purpose  of  constructing  the  new  head- 
quarters building;  and  that  he  be  authorized  to 
execute  any  and  all  other  documents  which  such 
lending  institution  may  require  in  connection  with 
such  loan.” 

Ohio  Medical  Indemnity,  Inc. 

Dr.  Robechek  reported  for  the  Liaison  Com- 
mittee of  Ohio  Medical  Indemnity,  Inc. 

State  Legislation 

Air.  Page  discussed  the  following  legislative 
proposals  and  the  Council,  after  discussion  of  each. 
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established  policy  as  indicated. 

Legislative  Sendee  Commission  draft  110-251, 
to  establish  an  Ohio  catastrophic  health  insurance 
plan.  ( Action:  Actively  oppose.) 

Draft  of  the  bill  to  amend  the  Medical  Prac- 
tice Act  by  eliminating  a number  of  archaic  groups 
from  the  statutes.  (Action:  Active  support.) 

Mr.  Rader  presented  the  following  bills  for 
consideration : 

H.B.  54,  to  allow  persons  meeting  qualifica- 
tions established  by  the  Director  of  Health  to 
withdraw  blood  for  tests  under  the  implied  con- 
sent law.  (Action:  No  objection,  if  properly 
amended  to  recjuire  that  such  be  done  under  a 
physician’s  direction.) 

H.B.  125,  to  require  the  Department  of  Wel- 
fare to  contract  with  a fiscal  agent  for  processing 
Medicaid  claims.  (Action:  .\ctive  support.) 

H.B.  126,  to  provide  for  the  payment  of 
interest  on  unpaid  Medicaid  claims.  (Action:  No 
position.) 

H.B.  129,  to  require  the  Department  of  ^Vel- 
fare  to  contract  with  a fiscal  agent  for  processing 
Medicaid  claims.  (Action:  Active  support.) 

H.B.  163,  relative  to  the  issuance  and  re- 
newal of  drivers  licenses  for  persons  suffering  from 
epilepsy.  (Action:  Needs  further  study.) 

H.B.  168,  to  require  schools  to  distribute  and 
keep  on  file  emergency  medical  authorization 
fonns.  (Action:  Active  support,  if  properly 

amended.) 

H.B.  197,  to  provide  for  a system  of  deter- 
mining the  shelf  life  of  drugs,  etc.  (Action:  Op- 
pose as  duplicating  existing  federal  standards.) 

H.B.  202,  requiring  the  use  of  occupant  re- 
straining devices  in  automobiles.  (.Action:  Support 
the  concept,  but  the  present  engineering  of  shoul- 
der and  lap  combination  is  not  acceptable.) 

H.B.  266,  to  create  the  Northeastern  Ohio 
Universities  College  of  Medicine.  (Action:  Sup- 
port the  concept  of  establishing  further  medical 
schools  with  the  decision  of  locations,  thereof,  to 
be  a matter  for  the  Legislature  to  decide.) 

H.B.  296,  to  provide  for  class  D-7  liquor 
permits  for  hospitals  and  rest  homes.  (Action:  No 
position. ) 

H.B.  302,  to  regulate  abortion  practices  in 
Ohio.  (.Action:  Referred  to  the  Committee  on 
Maternal  Health  for  study,  with  the  request  that 
the  results  of  the  study  be  made  available  to  the 
appropriate  reference  committee  at  the  Annual 
Meeting  of  the  Ohio  State  Medical  Association, 
May,  1973.  The  Council  further  requested  that 
the  Committee  on  Maternal  Health  act  as  a re- 
source group  for  the  reference  committee.) 

H.B.  341,  to  provide  for  certification  of 
school  nurses  by  the  Department  of  Education. 


(.\ction:  Referred  to  the  Committee  on  School 
Health.) 

H.B.  397,  to  require  licensing  of  immuno- 
hematologists.  (Action:  Ojjpose,  under  OSM.\/ 
OH  A moratorium  on  licensing.) 

H.B.  417,  regarding  \Vorknien’s  Compensa- 
tion. (,-\ction:  Needs  further  study.) 

H.B.  420,  omnibus  drug  abuse  bill,  (.\ction: 
Referred  to  Committee  on  Mental  Health.) 

S.B.  37,  bill  to  prohibit  the  use  of  purchased 
blood.  (Action:  Oppose  in  present  form.) 

S.B.  56,  to  provide  for  medical  school  at 
Wright  State  University,  (.\ction:  Support  the 
concept  of  establishing  further  medical  schools 
with  the  decision  of  locations,  thereof,  to  be  a 
matter  for  the  Legislature  to  decide.) 

S.B.  64,  to  remove  physicians  and  others 
from  Blue  Cross  Boards.  (Action:  Active  opposi- 
tion.) 

S.B.  71,  to  permit  the  Governor  to  reorganize 
the  executive  branch  of  the  state  government. 
(Action:  Actively  oppose.) 

S.B.  72,  to  create  the  Northeastern  Ohio 
Universities  College  of  Medicine.  (Action:  Sup- 
port the  concept  of  establishing  further  medical 
schools  with  the  decision  of  locations,  thereof,  to 
be  a matter  for  the  Legislature  to  decide.) 

S.B.  123,  relative  to  a College  of  Medicine 
within  the  Cleveland  State  University.  (Action: 
Support  the  concept  of  establishing  further  medi- 
cal schools  with  the  decision  of  locations,  thereof, 
to  be  a matter  for  the  Legislature  to  decide.) 

S.B.  142,  to  apply  money  due  to  Medicaid 
providers  by  the  Welfare  Department  for  more 
than  a 60-day  period  to  the  reduction  of  the 
provider’s  state  income  tax.  (.\ction:  Actively 
support.) 

S.B.  149,  OSMA  and  Ohio  Coalition  bill  to 
require  the  Department  of  Public  Welfare  to  con- 
tract for  processing  of  Medicaid  claims.  (Action: 
Active  support.  This  bill  is  sponsored  by  Senator 
Morris  Jackson,  Cleveland,  and  1 1 Republicans 
and  12  Democrats  in  the  Senate.) 

S.B.  150,  eliminates  necessity  for  the  pre- 
audit of  Medicaid  claims  by  the  State  Auditor. 
(Action:  Active  support.  OSMA  and  Ohio  Coali- 
tion bill.  The  bill  is  sponsored  by  Senator  Jackson, 
Cleveland,  and  1 1 Republicans  and  nine  Demo- 
crats in  the  Senate.) 

Federal  Legislation 

The  Council  v'oted  opposition  to  the  Ken- 
nedy Health  Maintenance  Organization  Bill  and 
authorized  the  Woman’s  Auxiliary  to  the  Ohio 
State  Medical  Association  to  proceed  with  the 
program  of  opposition  to  this  legislation.  A special 
committee  was  appointed  to  develop  a statement 
concerning  health  maintenance  organizations,  with 
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final  approval  of  the  statement  delegated  to  Presi- 
dent Schultz. 

Mr.  Edgar  reported  that  Ohio  has  added 
two  more  sponsors  to  the  AMA  Medicredit  Bill, 
bringing  the  total  sponsors  of  this  session’s  bill  to 
1 1 at  this  time. 

Mr.  Pohlman  reported  to  the  Council  on  the 
proposed  rule  of  evidence  in  the  Federal  Court 
system  to  eliminate  the  physician-patient  privilege. 
S.  583  has  been  introduced  in  the  Congress  to 
delay,  for  at  least  a year,  the  implementation  of 
the  new  rules.  The  Council  directed  that  Ohio 
Congressmen  be  contacted  and  OSAIA  position 
and  support  of  this  bill  be  made  known  to  them. 

Mr.  Edgar  was  authorized  to  proceed  with 
arrangements  for  a Washington  \hsitation  late  in 
May  1973. 

NBCi  Program 

Mr.  Edgar  reported  on  developments  con- 
cerning the  NBC  program,  entitled  “Wliat  Price 
Health?”  The  exposure  of  the  misrepresentations 
in  this  program  has  led  to  serious  consideration  by 
certain  Congressmen  of  legislation  to  provide  su- 
pervision of  the  T\'  networks. 

The  President  commended  Mr.  Edgar  for  the 
investigatory  work  he  has  done  in  connection  with 
exposing  this  j^rogram  and  for  his  cooperation 
with  the  Academy  of  Medicine  of  Cleveland,  the 
American  Medical  Association  and  Ciongressman 
Devine  in  making  the  public  aware  of  the  true 
facts. 

Committee  Reports 

Committee  on  Maternal  Health 

Minutes  of  the  January  20-21  meeting  of  the 
Committee  on  Maternal  Health  were  presented  by 
Mr.  Gillen.  The  Council  approved  the  ready 
reference  obstetric  records  covering  five  areas  of 
obstetric  care,  as  developed  by  the  Committee. 

The  minutes  as  a whole  were  approved. 

Committee  on  Environmental  and  Public  Health 

Minutes  of  the  meeting  of  the  Committee  on 
Environmental  and  Public  Health,  of  January  24, 
were  presented  by  Mr.  Rader.  A question  of  check- 
ing each  mother  for  rubella  at  the  time  of  delivery 
and  immunizing  her,  if  necessary,  was  referred  to 
the  Committee  on  Maternal  Plealth  for  study. 

The  Council  amended  a recommendation  of 
the  Committee  with  regard  to  smallpox  immuniza- 
tion, asking  that  OSMA  members  be  ad\ised  to 
notify  their  hospitals  that  hospital  personnel  should 
have  smallpox  immunization  every  three  years.  In 
addition,  physicians  working  in  a hospital  setting 
be  advised  to  have  such  immunization. 


The  Council  agreed  with  the  Committee  that 
members  should  be  made  aware  that  local  health 
departments  can  now  provide  cultures  for  free 
\'D  testing. 

Patient  education  television  spots  were  recom- 
mended by  the  Committee  and  this  was  accepted 
for  information,  because  such  a program  is  now 
pending  in  the  OSMA  Department  of  Public 
Relations. 

The  suggestion  for  a monthly  paragraph  on 
communicable  diseases  was  referred  to  the  Editor 
of  The  Ohio  State  Medical  Journal. 

The  minutes  as  a whole  were  approved,  as 
amended. 

Ohio  Coalition  for  Quality 
Health  Care  Committee 

Minutes  of  the  January  30,  Februaiy  13  and 
March  1 meetings  of  the  Ohio  Coalition  for 
Quality  Health  Care  Committee  were  presented 
by  Mr.  Page  and  were  accepted  for  information. 

Joint  Advisory  Committee  on  Sports  Medicine 

Minutes  of  the  February'  21  meeting  of  the 
Joint  Advisory  Committee  on  Sports  Medicine 
were  presented  by  Mr.  Clinger. 

Involvement  of  osteopathic  physicians  and 
surgeons  in  the  sports  medicine  program  was 
approved  in  principle  by  the  Council. 

The  Council  approved  the  Committee’s  re- 
quest that  Dr.  Shaffer  write  a letter  to  the  head 
of  the  Mid-American  Youth  Athletic  Association, 
expressing  the  views  of  the  OSM.\  and  the 
Ohio  High  School  Athletic  Association  that  the 
M.\V.-\.\  super-tournament  for  pre-adolescents 
runs  contrary  to  the  principles  of  both  organiza- 
tions. 

A program  for  the  education  of  emergency 
room  physicians  on  treatment  of  heat  illness,  in- 
cluding guidelines  to  be  followed,  was  approved 
by  the  Council. 

The  minutes  as  a whole  were  approved. 

Committee  on  Private  Practice 

The  minutes  of  the  February  21  meeting  of 
the  Committee  on  Private  Practice  were  presented 
by  Dr.  Lieber. 

At  the  recommendation  of  the  Committee, 
the  Council  adopted  the  policy  that  statewide 
mandatory  certification  of  need  must  be  actively 
and  forcefully  opposed. 

.\n  eight-point  staterrrent  with  regard  to  cer- 
tificate of  need  was  amended  and  adopted. 

The  minutes  were  approved,  as  amended. 

Committee  on  Medicine  and  Religion 

Minutes  of  the  February  21  meeting  of  the 
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T4 


T4  IS  THE 
PREDICTABLE 
HORMONE  BECAUSE 
IT  LOVES  PROTEIN. 


ALL  THYROID- 
FUNCTION  TESTS  ARE 
USEFUL  IN 
MONITORING 
SYNTHROID  THERAPY 


SYNTHROID®  (sodium 
levothyroxine)  is  pure  synthetic  T4, 
the  major  circulating  thyroid 
hormone.  It  is  reliable  to  use 
because  of  its  affinity  for  protein- 
binding sites  in  the  blood.  T3  is 
more  fickle.  Sometimes  it  binds. 
Sometimes  it  doesn’t.  T4  more 
predictably  binds  to  protein. 


No  calculations  are  needed,  test 
interpretation  is  simple. 

Any  of  the  commonly  used  T4 
thyroid  function  tests  (P.B.I.,  T4  By 
Column,  Murphy-Pattee,  Free 
Thyroxine)  are  useful  in  monitoring 
patients  on  T4  because  they  all 
measure  T4.  Patients  on 
SYNTHROID  are  thereby  easy  to 
monitor  because  their  results  will 
fall  within  predictable,  elevated 
test  ranges.  Of  course,  clinical 
assessment  is  the  best  criterion  of 
the  thyroid  status  of  the  drug- 
treated  patient. 


TEST 

HYPOTHYROID 

SYNTHROID 

THERAPEUTIC 

NORMAL 

P.B.I. 

Less  than  4 meg  % 

6-1 0 meg  % 

T4  By  Column 

Less  than  3 meg  % 

7-9  meg  % 

T3  (Resin) 

Less  than  25% 

27-35% 

T3  (Red  Cell) 

Less  than  1 1 % 

11.5-18% 

Free  Thyroxine 

Less  than  0.7 
nanograms  % 

0.7-2.5 

nanograms  % 

Murphy-Pattee 

Less  than  2.9 
meg  % 

4-1 1 meg  % 

&lpose 


dw  Stnooth 


TWO  GOOD  reasons! 
WHY  THE  ROAD  TO 
NORMALIZED 
THYROID  STATUS  IS 
SO  SMOOTH  FOR  THE  :| 
SYNTHROID  PATIENT. 


(1)  The  onset  of  action  of  T4  is 
gradual.  It  has  a long  in  vivo 
“half-life”  of  over  six  days. 
(Occasional  missed  doses  or 
accidental  double-doses  are  of  les ' 
concern  because  of  this  factor)'; 

(2)  since  SYNTHROID  contains  onli 


T4,  the  potential  for  metabolic 


surges  traceable  to  more  potent 
iodides  (T3)  is  eliminated. 


AS  WITH  ANY 
THYROID 
PREPARATION, 
CAUTIOUS 
OBSERVATION  OF  THE] 
PATIENT  DURING  THE] 
BEGINNING  OF 
THERAPY  WILL  ALERTJ 
THE  PHYSICIAN  TO 
ANY  UNTOWARD 
EFFECTS. 


Side  effects,  when  they  do  occur,^ 
are  related  to  excessive  dosage. 


I 


Caution  should  be  exercised  in 
administering  the  drug  to  patients 
with  cardiovascular  disease.  Read] 
the  accompanying  prescribing 
information  for  additional  data  or 
write  Flint  Laboratories. 


...to  tffyroid  replacemeiit  ttiprapy' 


lATIENTS  CAN  BE 
lUCCESSFULLY 
][AINTAINED  ON  A 
IRUG  CONTAINING 
HYROXINE  ALONE. 


WHY  DOES  SYNTHROID 
COST  LESS  THAN 
SYNTHETIC  DRUGS 
CONTAINING  T3? 


liyroxine  (T4)  is,  as  you  know, 

[3  major  circulating  hormone 
foduced  by  the  thyroid  gland. 

] is  also  produced,  in  smaller 
Blounts,  and  is  active  at  the 
c llular  level.  For  years  it  has  been 
EA/orking  hypothesis  among 
E docrinologists  that  T4  is 
iinverted  by  the  body  to  T3.  In 
170  this  process,  called 
eiodination,”  was  demonstrated 
; Braverman,  Ingbar,  and  Sterling*, 
does  convert  to  T3,  though  the 
ecise  quantities  are  still  being 
EJdied. 

|The  conversion  has  been 
nically  demonstrated  during  the 
ministration  of  T4  to  athyrotic 
tients.  Their  thyroid  status  is 
'malized  on  SYNTHROID  alone, 

I the  presence  of  T3  in  these 
Jients  has  been  clearly  shown. 


Very  simple.  T3  costs  more  to  make 
synthetically  than  does  T4.  So  it  is 
economically  necessary  for  a 
synthetic  thyroid  medication 
containing  T3  to  cost  more  than 
one  containing  T4  alone.  Synthetic 
combinations  cost  patients  nearly 
50%  more  than  SYNTHROID=> 
because  the  T3  costs  more  to  start 
with;  also  there  is  the  additional 
expense  of  formulating  a tablet 
containing  two  active  ingredients. 


1.  Latiolais,  C.  J.,  and  Berry,  C.  C.:  Misuse  of 
Prescription  Medications  by  Outpatients, 

Drug  lr}telligence  & Clin.  Pharm.  3:270-7, 1969. 

2.  Braverman,  L.  E.,  Ingbar,  S.  H.,  and 
Sterling,  K.:  Conversion  of  Thyroxine  (T4)  to 
Triiodothyronine  (T3)  in  Athyreotic  Human 
Subjects,  J.  Clin.  Invest.  49:855-64,  1970. 

3.  American  Druggist  BLUEBOOK,  March,  1971. 


lynthroid 

sodium  levottpcdnEi) 


HE  FACTS  ARE 
LEAR  AND  HERE 
5 OUR  OFFER. 

\CTS: 

/nthetic  thyroid  drugs  are  an 
iprovement  over  animal  gland 
oducts.  Patients,  even  athyrotic 
les,  can  be  completely 
aintained  on  SYNTHROID  (T4) 
orie.  Thyroid  function  tests  are 
isy  to  interpret  since  they  are 
edictably  elevated  when  the 
itiant  adheres  to  SYNTHROID. 
f all  synthetic  thyroid  drugs, 

I/MTHROID  is  the  most 
lonomical  to  the  patient. 


1 

OFFER: 

Free  TAB-MINDER  medication 
dispensers  to  start  or  convert  all 
your  hypothyroid  patients  to 
SYNTHROID.  Free  information  to 
physicians  on  role  of  thyroid 
function  tests  in  a new  booklet 
titled;  “Guideposts  to  Thyroid 
Therapy.”  Ask  us. 


Name 


Address 


City  Slate  Zip  | 

I 1 


Indications:  SYNTHROID  (sodium  levothyroxine)  is  spe- 
cific replacement  therapy  for  diminished  or  absent 
thyroid  function  resulting  from  primary  or  secondary 
atrophy  of  the  gland,  congenital  defect,  surgery,  ex- 
cessive radiation,  or  antithyroid  drugs.  Indications  for 
SYNTHROID  (sodium  levothyr  'xine)  Tablets  include 
myxedema,  hypothyroidism  without  myxedema,  hypo- 
thyroidism in  pregnancy,  pediatric  and  geriatric  hypo- 
thyroidism, hypopituitary  hypothyroidism,  simple 
(nontoxic)  goiter,  and  reproductive  disorders  asso- 
ciated with  hypothyroidism.  SYNTHROID  (sodium  levo- 
thyroxine) for  Injection  is  indicated  for  intravenous 
use  in  myxedematous  coma  and  other  thyroid  dysfunc- 
tions where  rapid  replacement  of  the  hormone  is  re- 
quired.The  injection  is  also  indicated  for  intramuscular 
use  in  cases  where  the  oral  route  is  suspect  or  con- 
traindicated due  to  existing  conditions  or  to  absorp- 
tion defects,  and  when  a rapid  onset  of  effect  is  not 
desired. 

Precautions:  As  with  other  thyroid  preparations,  an 
overdosage  may  cause  diarrhea  or  cramps,  nervous- 
ness, tremors,  tachycardia,  vomiting  and  continued 
vfeight  loss.  These  effects  may  begin  after  four  or  five 
days  or  may  not  become  apparent  for  one  to  three 
weeks.  Patients  receiving  the  drug  should  be  observed 
closely  for  signs  of  thyrotoxicosis.  If  indications  of 
overdosage  appear,  discontinue  medication  for  2-6 
days,  then  resume  at  a lower  dosage  level.  In  patients 
with  diabetes  mellitus,  careful  observations  should  be 
made  for  changes  in  insulin  or  other  antidiabetic  drug 
dosage  requirements.  If  hypothyroidism  is  accom- 
panied by  adrenal  insufficiency,  as  Addison’s  Disease 
(chronic  subcortical  insufficiency),  Simmonds’s  Dis- 
ease (panhypopituitarism)  or  Cushing’s  syndrome  (hy- 
peradrenalism),  these  dysfunctions  must  be  corrected 
prior  to  and  during  SYNTHROID  (sodium  levothyroxine) 
administration.  The  drug  should  be  administered  with 
caution  to  patients  with  cardiovascular  disease;  devel- 
opment of  chest  pains  or  other  aggravations  of  cardio- 
vascular disease  requires  a reduction  in  dosage. 
Contraindications:  Thyrotoxicosis,  acute  myocardial 
infarction.  Side  effects:  The  effects  of  SYNTHROID 
(sodium  levothyroxine)  therapy  are  slow  in  being  mani- 
fested. Side  effects,  when  they  do  occur,  are  secondary 
to  increased  rates  of  body  metabolism;  sweating,  heart 
palpitations  with  or  without  pain,  leg  cramps,  and 
weight  loss.  Diarrhea,  vomiting,  and  nervousness  have 
also  been  observed.  Myxedematous  patients  with  heart 
disease  have  died  from  abrupt  increases  in  dosage  of 
thyroid  drugs.  Careful  observation  of  the  patient  during 
the  beginning  of  any  thyroid  therapy  will  alert  the 
physician  to  any  untoward  effects. 

In  most  cases  with  side  effects,  a reduction  of  dos- 
age followed  by  a more  gradual  adjustment  upward 
will  result  in  a more  accurate  indication  of  the  pa- 
tient’s dosage  requirements  without  the  appearance 
of  side  effects. 

Dosage  and  Administration:  The  activity  of  a 0.1  mg. 
SYNTHROID  (sodium  levothyroxine)  TABLET  is  equiva- 
lent to  approximately  one  grain  thyroid,  U.S.P.  Admin- 
ister SYNTHROID  tablets  as  a single  daily  dose, 
preferably  after  breakfast.  In  hypothyroidism  without 
myxedema,  the  usual  initial  adult  dose  is  0.1  mg.  daily, 
and  may  be  increased  by  0.1  mg.  every  30  days  until 
proper  metabolic  balance  is  attained.  Clinical  evalua- 
tion should  be  made  monthly  and  FBI  measurements 
about  every  90  days.  Final  maintenance  dosage  will 
usually  range  from  0.2-0.4  mg.  daily.  In  adult  myx- 
edema, starting  dose  should  be  0.025  mg.  daily.  The 
dose  may  be  increased  to  0.05  mg.  after  two  weeks 
and  to  0.1  mg.  at  the  end  of  a second  two  weeks.  The 
daily  dose  may  be  further  increased  at  two-month  in- 
tervals by  0.1  mg.  until  the  optimum  maintenance  dose 
is  reached  (0. 1-1.0  mg.  daily). 

Supplied:  Tablets:  0.025  mg.,  0.05  mg.,  0.1  mg.,  0.15 
mg.,  0.2  mg.,  0.3  mg.,  0.5  mg.,  scored  and  color-coded, 
in  bottles  of  100,  500,  and  1000.  Injection:  500  meg. 
lyophilized  active  ingredient  and  10  mg.  of  Mannitol, 
N.F.,  in  10  ml.  single-dose  vial,  with  5 ml.  vial  of  So- 
dium Chloride  Injection,  U.S.P.,  as  a diluent. 
SYNTHROID  (sodium  levothyroxine)  for  Injection  may 
be  administered  intravenously  utilizing  200-400  meg. 
of  a solution  containing  100  meg.  per  ml.  If  significant 
improvement  is  not  shown  the  following  day,  a repeat 
injection  of  100-200  meg.  may  be  given. 


FLINT  LABORATORIES 

DIVISION  OF  TRAVENOL  LABORATORIES.  INC 
Morton  Grove,  Illinois  60053 


Committee  on  Medicine  and  Religion  weie  pre- 
sented by  Mr.  Campbell  and  were  accepted  as 
jtresented. 

Coinniittee  on  orkinen's  Compensation 

Minutes  of  the  March  3 meeting  of  the 
Committee  on  Workmen’s  Compensation  were 
presented  by  Mr.  Campbell.  The  minutes  were 
approved  as  presented,  including  the  recommen- 
dation that  the  Bureau  be  encouraged  to  continue 
with  its  program  to  issue  pressure  sensitive  stickers 
listing  BWC  telephone  numbers.  Also,  that  the 
Bureau  be  encouraged  to  consult  with  Dr.  Paul  V. 
Ertel,  of  Columbus,  in  a project  to  design  a “com- 
mon claims  form.” 

Committee  on  Emergency  and 
Disaster  Medical  Care 

Minutes  of  the  March  3 meeting  of  the  Com- 
mittee on  Emergency  and  Disaster  Medical  Care 
were  presented  by  Mr.  Rader. 

I'he  Council  accepted  the  Committee’s  state- 
ment approving  the  concept  of  emergency  medical 
techiiician  certification  on  a national  basis  and 
opposing  bills  for  state  licensure  of  emergency 
medical  technicians. 

.Mso  approved,  was  the  Committee’s  recom- 
mendation that  a questionnaire  be  sent  to  county 
medical  societies  to  find  interested  persons  to  es- 
tablish local  emergency  medical  services  councils. 

The  minutes  as  a whole  were  approved. 

Commission  on  Medical  Education 

Minutes  of  the  Alarch  7 meeting  of  the  Com- 
mission on  Medical  Education  were  presented  by 
Mr.  Edgar. 

The  Council  approved  for  submission  to  the 
House  of  Delegates  in  1973  the  report  and  rec- 
ommendations of  the  Commission  on  Medical 
Education,  as  requested  by  the  House  in  1972. 
d'he  Council  voted  to  commend  the  Commission 
and  to  issue  a special  letter  of  thanks  to  its 
members. 

Membership  and  Planning  Committee 

Minutes  of  the  March  16  meeting  of  the 
Membership  and  Planning  Committee  were  pre- 
sented by  Mr.  Gillen. 

The  Committee’s  recommendations  for  a pro- 
gram of  meeting  with  medical  students  was  ap- 
proved by  the  Council. 

The  Council  apjtroved  the  Committee’s  rec- 
ommendation to  accept  the  proposed  computer- 
ized membership  system.  The  choice  of  computer 


firm  was  delegated  to  the  .\tiditing  and  .\ppio- 
jniations  Committee. 

The  report  as  a whole  was  accepted. 

Council  Fee  Review  Committee 

The  minutes  of  the  March  16  meeting  of  the 
Council  Fee  Review  Committee  were  presented 
by  Mr.  Gillen. 

Case  No.  1 — (appealed)  action  deferred  ]tend- 
ing  receipt  of  additional  information. 

Case  No.  2 — approved  the  recommendation 
of  the  Committee  that  a reasonable  jtayment  would 
be  $900.00. 

Case  No.  3 — (appealed)  approved  the  Com- 
mittee’s recommendation  that  the  patient  should 
be  examined  for  rehabilitation  and  that  the  Bureau 
of  \V’orkmen’s  Compensation  should  pay  the  phy- 
sician’s fee. 

Case  No.  4 — (appealed)  rereferred  to  the 
Committee. 

Case  No.  5 — (appealed)  approved  Commit- 
tee’s recommendation  that  the  fee  of  the  physician 
was  reasonable  under  the  circumstances. 

Ohio  Academy  of  Family  Physicians 

Dr.  Schultz  reported  on  a meeting  with  the 
officers  of  the  Ohio  Academy  of  Family  Physicians, 
held  February  28.  The  Council  accepted  his  report 
and  voted  to  encourage  continued  periodic  meet- 
ings between  officers  of  the  OSMA  and  OAFP. 

Cleveland  Pilot  Program  on  Anesthesiology 

The  Cleveland  Pilot  Program  on  Anesthesi- 
ology was  discussed.  It  was  requested  that  model 
physician  assistant  certification  proposals  of  the 
National  Federation  of  Licensing  Boards  be  ob- 
tained for  study  when  they  become  available. 

Resolutions  on  Ohio  Department 
of  Public  Welfare 

The  re.solutions  from  the  Geauga  Gounty 
Medical  Society  and  the  Muskingum  County 
Academy  of  Medicine,  critical  of  the  Ohio  Depart- 
ment of  Public  Welfare,  were  received  for  infor- 
mation. 

Ohio  State  Medical  Board 

Mr.  Lee  discussed  recent  developments  in 
e.xamination,  licensure  and  enforcement.  He  noted 
that  the  Bureau  of  Narcotics  and  Dangerous  Drugs 
has  opened  an  office  in  Columbus — such  office 
being  helpful  to  the  Medical  Board. 

He  asked  for  more  assistance  with  local  en- 
forcement problems.  The  Council  authorized  a 
meeting  of  the  county  medical  society  executives 


392  / The  Ohio  State  Medical  Journal 


each  tablet, 
capsule  or  5 cc. 
teaspoonful  each 

of  elixir  Donnatal  each 

C23%  alcohol] No  2 Extentab 

hyoscyamine sulfate  0.1037  mg.  0.1037  mg.  0.31 11  mg. 

atropine  suftate  0.0194  mg.  0.01 94  mg.  0.0582  mg 

hyoscine  hydrobromide  0.0065  mg.  0.0065  mg.  0.01 95  mg. 

phenobarbital  gr.)  16.2  mg  CHgr.)32  4mg  C^gr.]48.6mg 

(warning:  may  be  habit  forming) 


Brief  summary.  Adverse  Reactions'  Blurring  of  vision,  dry  mouth, 
difficult  urination,  and  flushing  or  dryness  of  the  skin  may  occur  on 
higher  dosage  levels,  rarely  on  usual  dosage.  Contraindications: 
Glaucoma;  renal  or  hepatic  disease:  obstructive  uropathy  (for  ex- 
ample, bladder  neck  obstruction  due  to  prostatic  hypertrophy]:  or 
hypersensitivity  to  any  of  the  ingredients. 


AH'I^OBINSa  H 


Robins  Company  Richmond  Virginia  23220 


yi4f|^0BINS 


2 woys  lo  provide  o doily 
Iheropeulic  supply  of  VilominC: 
15  boked  pololoes  (skins 

or  one  copsule  of 
Allbee  with  C 


Qndal 


About  20  mg.  Vitamin  C in  one  baked  potato  (2V2"  diameter). 


Allbee  withC 

MULTIVITAMINS 


Each  capsule  contains:  -a 

Thiamine  mononitrate  (Bi)  15  mg  1500%  | 
Riboflavin  (Bi)  10  mg  834%  S 

PyridOKine  hydrochloride  (B.)5  mg  • 
Niacinamide  50  mg  500%^ 

Calcium  pantothenate  10  mg  ■•  ) * 

Ascorbic  acid  (Vitamin  C)  300  mg  1000%|| 


To  many  people  the  evening  meal  just 
isn’t  complete  without  potatoes.  But 
your  patient  would  have  to  eat  15  of 
them  (skins  and  all!)  to  get  as  much 
Vitamin  C as  is  contained  in  just  one 
Allbee  with  C capsule  taken  daily.  A 
bottle  of  30  (month’s  therapeutic  dose) 
supplies  as  much  ascorbic  acid  as  450 
potatoes,  plus  full  therapeutic  amounts 
of  the  B-complex  vitamins.  For  the 
patient  who  is  counting  calories,  Allbee 
with  C is  small  potatoes  because  the  B’s 
and  C are  water  soluble.  Consider  the 
number  of  calories  in  1 5 potatoes,  not 
to  mention  the  mountain  of  butter  and 
sour  cream.  Albee  with  C is  avail- 
able at  pharmacies  in  the  handy 
bottle  of  30  and  the  economy 
size  of  100  on  your  prescrip- 
tion or  recommendation. 

A.  H.  Robins  Company,  MT 
Richmond,  Va.  23220 


for  the  near  future  and  asked  that  Mr.  Lee  be 
invited  to  discuss  local  enforcement  problems  with 
this  group. 

High  School  Athlete  Insurance 

Dr.  Sol  Maggied  addressed  the  Council  with 
regard  to  his  conferences  with  Ohio  Medical  In- 
demnity, Inc.,  on  jjroviding  insurance  for  high 
school  athletes.  The  Council  requested  that  a con- 
crete proposal  be  brought  to  it  for  consideration  at 
a future  date. 

Greene  County  Memorial  Hospital 

Dr.  Tye  reported  to  the  Council  on  develop- 
ments at  the  Greene  County  Memorial  Hospital. 

Jejuno-ileostoniy 

In  answer  to  a communication  from  CHAM- 
PUS,  the  Council  advised  that  the  procedure  “je- 
juno-ileostomy”  is  not  an  experimental  procedure 
in  Ohio. 

Section  on  Allergy 

Dr.  Tennenbaum  appeared  before  the  Coun- 
cil to  recjuest  approval  for  a Section  on  Allergy. 
The  Council  approved  a Section  on  Allergy  and 
appointed  Dr.  Tennenbaum  as  the  organizing 
chairman.  Such  approval  was  granted  with  the 
understanding  that  the  section  will  be  open  to 
allergists  of  various  specialty  backgrounds  in  addi- 
tion to  those  with  training  in  pediatrics  and  in- 
ternal medicine. 

Section  on  Emergency  Medicine 

A request  for  the  establishment  of  a Section 
on  Emergency  Medicine  was  referred  to  the  Com- 
mittee on  Emergency  and  Disaster  Medical  Care 
for  coordination  and  the  working  out  of  agree- 
ments with  the  Ohio  Committee  on  Trauma, 
American  College  of  Surgeons. 

Physicians’  Assistants 

With  regard  to  a communication  from  the 
Cuyahoga  Community  College  with  regard  to  phy- 
sicians’ assistants,  and  another  from  the  Ohio 
Bureau  of  Employment  Services,  the  Council  in- 
structed that  these  correspondents  be  advised  that 
this  problem  is  in  need  of  considerable  study  and 
the  Association  is  in  the  process  of  preparing 
background  material  and  legislation. 

U.S.  Pharmacopeia 

Dr.  William  H.  Havener,  Columbus,  was  se- 
lected by  the  Council  to  be  the  Ohio  State  J^Iedical 
Association  representative  to  the  United  States 
Pharmacopeia  Convention. 


Blood  Policy 

With  regard  to  correspondence  from  Dr. 
Daniel  J.  Hanson,  President  of  the  Ohio  Society 
of  Pathologists,  concerning  the  proposed  National 
Blood  Policy  of  the  Department  of  Health,  Edu- 
cation, and  W elfare,  the  Council  voted  to  support 
the  contention  of  the  Ohio  Society  of  Pathologists 
that  the  inspection  and  accreditation  programs  of 
the  American  Association  of  Blood  Banks  and  of 
the  College  of  American  Pathologists  be  used  in 
the  conduct  of  the  certification  portion  of  the 
National  Blood  Policy. 

CPT  Code  for  Abortion 

\\  ith  regard  to  a request  from  the  Ohio  De- 
partment of  Public  WTlfare  for  a suggested  CPT 
Code  for  abortion,  it  was  the  suggestion  of  the 
Council  that  the  Department  request  information 
from  the  American  Medical  Association  with  re- 
gard to  the  third  revision  of  the  “Current  Pro- 
cedures Terminology.” 

Early  and  Periodic  Screening, 

Diagnosis  and  Treatment 

Concerning  a communication  from  Dr.  M.  S. 
Dixon,  Jr.,  W'ooster,  Ohio,  Chairman  of  the  Ohio 
Department  of  Welfare  Subcommittee  on  Early 
and  Periodic  Screening,  Diagnosis  and  Treatment, 
the  Council  concurred  in  principle  with  Dr.  Dix- 
on’s opinions,  expressed  in  a letter  dated  February 
28,  that  the  screening  exam  should  be  a health 
assessment  under  the  supervision  of  physicians  and 
hopefully  in  the  same  setting  where  a child  will 
receive  continuing  primary  care.  The  mass  exami- 
nation approach  done  outside  the  indigenous 
health  system  should  be  discouraged,  and  that  with 
regard  to  compensation,  the  present  usual  and 
customary  system  be  used  rather  than  a flat  fee. 
The  Council  endorsed  in  principle  a screening 
program  of  the  above  nature  on  the  basis  that  it 
be  done  in  a regional  or  county  area  in  order  to 
make  evaluation  of  the  program  possible. 

Nurses  Home  Planning  Group 

In  answer  to  a request  from  the  Ohio  Re- 
gional Medical  Program,  asking  OSMA  to  appoint 
a representative  to  serve  on  the  ORMP  Nurses 
Home  Planning  Group,  the  Council  selected  Dr. 
Milton  W'.  Gwinner,  of  Cincinnati. 

Commission  to  Study 

Nursing  Needs  and  Resources 

In  response  to  a request  from  the  Ohio  Direc- 
tor of  Health,  asking  for  the  designation  of  a 
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physician  to  assist  witli  a study  of  tlie  nursing 
needs  and  resources  in  Oliio,  Dr.  Jeanne  II. 
Stephens,  Oberlin,  was  appointed  by  tlie  President 
and  approved  by  the  Council. 

Dr.  Robechek  Commended 

It  being  the  last  official  meeting  of  the 
Council  imolving  Dr.  Robechek  as  Past  President, 
the  Council  expressed  its  appreciation  for  his  fine 
leadership  as  Councilor,  President-Elect,  President 
and  Past  President.  Dr.  Robechek  responded,  say- 
ing that  his  association  with  the  Council  has  been 
one  of  the  most  rewarding  experiences  of  his 
professional  career. 


I hanks  the  Council 

Dr.  Schultz  thanked  the  members  of  the 
Council  for  their  supjjort  during  his  presidential 
term  and  for  their  dedication  to  the  work  of  the 
Ohio  State  Medical  A.ssociation. 

Next  C’ouncil  .Meeting 

The  ne.xt  meeting  of  the  Council  will  be  the 
“think  session”  to  be  held  at  the  ^Vooster  Inn, 
\\  ooster,  Ohio,  and  scheduled  for  10  a.m.,  Satur- 
day, March  31  and  ending  mid-morning  Sunday, 
■\pril  1. 

.\TTEST:  Hart  F.  Page 

Executive  Director 


AVAILABLE  FOR  THE  TREATMENT  OF 

impotence 

due  to  androgenic  deficiency  in  the  American  male. 


Android 

Methyltestosterone  N-F.-5  mg. 

Android  1 10 

Methyltestosterone  N.F.  -10  mg. 

Androieff  25 

Methyltestosterone  N.F.  -25  mg. 


DESCRIPTION:  Methyltestosterone  is  17/;-HydfOxy-17-Methylandr«sl-4*| 
3-one, 


ACTIONS:  Methyltestosterone  is  an  oil  soluble  androgenic  hormone. 


INDICATIONS:  In  the  male:  1.  Eunuchoidism  and  eunuchism.  2.  Mak 
climacteric  symptoms  when  these  are  seconlary  to  androgen  deficiencj 
3.  Impotence  due  to  androgenic  deficiency.  4.  Postpuberal  cryptor- 
chidism with  evidence  of  hypogonadism. 

Cholestatic  hepatitis  with  jaundice  and  altered  liver  function  tests,  sud 
as  increased  BSP  retention  and  rises  in  SCOT  levels,  have  been  report* 
after  Methyltestosterone.  These  changes  appear  to  be  related  * 
dosage  of  the  drug.  Therefore,  in  the  presence  of  any  changes  in  lif 
function  tests,  drug  should  be  discontinued.  | 

PRECAUTIONS:  Prolonged  dosage  of  androgen  may  result  in  sodium  \ 
fluid  retention.  This  may  present  a problem,  especially  in  patie 
with  compromised  cardiac  reserve  or  renal  disease.  In  treating  ma 
for  symptoms  of  climacteric,  avoid  stimulation  to  the  point  of  incre 
ing  the  nervous,  mental,  and  physical  activities  beyond  the  patiei 
cardiovascular  capacity. 

CONTRAINDICATIONS:  Contraindicated  in  persons  with  known  or  < 
pected  carcinoma  of  the  prostate  and  in  carcinoma  of  the  male  bre; 
Contraindicated  in  the  presence  of  severe  liver  damage. 

WARNINGS:  If  priapism  or  other  signs  of  excessive  sexual  stimulat 
develop,  discontinue  therapy.  In  the  male,  prolonged  administration 
excessive  dosage  may  cause  inhibition  of  testicular  function,  v < 
resultant  oligospermia  and  decrease  in  ejaculatory  volume.  Use  c 
iously  in  young  boys  to  avoid  premature  epiphyseal  closure  or 
cocious  sexual  development.  Hypersensitivity  and  gynecomastia  i ' 
occur  rarely.  PBI  may  be  decreased  in  patients  taking  androgi 
Hypercalcemia  may  occur,  particularly  during  therapy  for  meta 
breast  carcinoma.  If  this  occurs,  the  drug  should  be  discontinued. 


ADVERSE  REACTIONS:  Cholestatic  Jaundice  * Oligospermia  and 
creased  ejaculatory  volume.  • Hypercalcemia  particularly  in  pat 
with  metastic  breast  carcinoma.  This  usually  indicates  progressio 
bone  metastases.  • Sodium  and  water  retention.  • Priapism  • Vil 
zation  in  female  patients  * Hypersensitivity  and  gynecomastia. 


de 

! 


INDICATION 


In  the  male: 

Eunuchoidism  and  eunuchism 
Male  climacteric  symptoms  and  impotence 
due  to  androgen  deficiency 
Postpuberal  cryptorchism 


DOSAGE  AND  ADMINISTRATION:  Dosage  must  be  stricly  individualize  I 
as  patients  vary  widely  in  requirements.  Daily  requirements  are  I 
administered  in  divided  doses.  The  following  chart  is  suggested  as 
average  daily  dosage  guide.  | 

Average  Daily  Dosap  i 

Tablets  -i  , 


10  to  40  ml 


10  to  40ffl| 
30  ml 


HOW  SUPPLIED:  5,  ID,  25  mg.  in  bottles  of  60.  250. 
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Directory  Lists  Sources 
of  Help  in  Drug  Abuse  Field 

Copies  of  the  80-page  Ohio  Directory  of 
Drug  Programs,  published  by  the  Bureau  of  Drug 
Abuse,  Ohio  Department  of  Mental  Hygiene  and 
Mental  Retardation,  are  available  as  a public  ser- 
vice from  the  OSMA  office. 

C'opies  may  be  obtained  by  contacting  the 
Secretary,  Committee  on  Mental  Health,  Ohio 
State  Medical  As.sociation,  17  S.  High  St.,  Suite 
500,  Columbus,  Ohio  43215,  (614)  228-6971. 

The  directory  lists  more  than  230  drug  abuse 
prevention  and  treatment  programs  currently  oper- 
ating in  Ohio.  It  was  published  following  a state- 
wide survey  of  programs  and  sercices  by  the  Bu- 
reau of  Drug  .Abuse. 

According  to  the  Bureau  “the  directory  is  an 
initial  attempt  to  illustrate  the  many  modalities 
involved  in  drug  treatment  in  Ohio.  It  is  not  in- 
tended to  be  an  approving  device.  Therefore,  pro- 
grams listed  in  this  directory  are  not  necessarily 
endorsed  by  the  Bureau  of  Drug  Abuse  or  the 
Department  of  Mental  Hygiene  and  Mental  Re- 
tardation. Accordingly  those  programs  which,  for 
whatever  reason,  do  not  appear  in  this  publication 
cannot  be  assumed  invalid  or  ineffective.  W e feel 
this  directory  will  enable  programs  in  Ohio  to 
become  aware  of  one  another  in  the  hope  that 
cooperative  endeavors  for  improved  client  services 
will  be  pursued.  Also  the  program  listings  will  be 
an  excellent  source  of  information  for  persons  seek- 
ing assistance.” 

The  programs  in  the  directory  are  listed  both 
by  counties  and  on  an  alphabetical  basis. 


Family  Practice  Board 
Announces  Examinations 

The  American  Board  of  Family  Practice  an- 
nounces that  it  will  give  its  next  two-day  written 
certification  examination  on  October  20-21,  1973 
in  various  centers  throughout  the  United  States. 
Information  regarding  the  examination  can  be  ob- 
tained by  wirting: 

Nicholas  J.  Pisacano,  M.D.,  Secretary’ 
American  Board  of  Family  Practice,  Inc. 
University  of  Kentucky  Medical  Center 
Annex  #2,  Room  229 
Lexington,  Kentucky  40506 
It  is  necessary  for  each  physician  desiring  to 
take  the  examination  to  file  a completed  applica- 
tion with  the  Board  office.  Deadline  for  receipt  of 
applications  in  the  Board  office  is  August  1,  1973. 


BARRY 


STINGING 

INSECT 

ANTIGEN 


protection  for  patients 
who  have  had  severe 
reactions  to  stings  of 
BEES,  WASPS,  HORNETS, 
YELLOW  JACKETS 


Serious  complications  can  and  do  arise  in  persons 
hypersensitive  to  stings  of  these  insects.  Persons  show- 
ing sensitivity  usually  show  a progressive  increase  in  the 
severity  of  reactions  to  subsequent  stings. 

Barry  STINGING  INSECT  ANTIGEN  No.  108  (aller- 
genic extracts)  is  a combined  insect  antigen  designed 
to  protect  patients  from  severe  reactions  to  future 
stings  by  immunization.  This  balanced  stock  formula 
is  a polyvalent  whole-body  extract  of  wasp,  hornet, 
bumble  bee,  honey  bee  and  yellow  jacket  antigens;  and 
offers  cross  protection  against  stings  of  any  of  these 
insects. 

For  administration  and  dosage  see  prescription 
package  circular. 


Complete  3 vial 
serial  dilution  set 
. . . ready  mixed, 
ready  for  use. 


io 


RY  ; BARRY  LABORATORIES,  INC. 

461  N.E.  27th  Street 
Pompano  Beach,  Florida  33064 

I I Please  send  information. 

r~|  Send  set  of  Barry  Stinging  Insect  Antigen  No.  108: 

NAME 


ADDRESS- 
CITY 


Complete  Allergy  Service  Since  1928 


impotence 


Choice  of  4 strengths: 

Android  Android-HP 


Each  yellow  tablet  contains: 
Methyl  Testosterone  . .2.5  mg. 
Thyroid  Cit. (1/6  gr.)  ..10  mg. 

Glutamic  Acid  SO  mg. 

Thiamine  HCL  10  mg. 

Vose:  1 tablet  3 times  daily. 
Available: 

Bottles  of  100.  500.  1000. 


HIGH  POTENCY 
Each  red  tablet  contains: 
Methyl  Testosterone  ..S.Omg. 
Thyroid  Eit.('/2  gr.)  ...30  mg. 

Glutamic  Acid  50  mg. 

Thiamine  HCL 10  mg. 

Dose:  1 tablet  3 times  daily. 
Available: 

Bottles  of  100,  500.  1000. 


Android-X 

EXTRA  HIGH  POTENCY 

Each  orange  tablet  contains: 
Methyl  Testosterone  .12.5  mg. 
Thyroid  Eit.  (1  gr.)  ....64  mg. 

GiutamicAcid  50  mg. 

Thiamine  HCL 10  mg. 

Dose:  1 or  2 tablets  daily. 
Available: 

Bottles  of  60.  500. 


Android-Plus 

WITH  HIGH  POTENCY 
B-COMPLEX  AND  VITAMIN  C 
Each  white  tablet  contains: 
Methyl  Testosterone  ..2.5  mg. 
Thyroid  Eit.('/4  gr.)  ...15  mg. 
Ascorbic  Acid  (Vit.C)  .250  mg. 

Thiamine  HCL  25  mg. 

GiutamicAcid  100  mg. 

Pyridoxine  HCL 5 mg. 

Niacinamide  75  mg. 

Calcium  Pantothenate  .10  mg. 

Vitamin  B-12  2.5  meg. 

Riboflavin 5 mg. 

Dose:  2 tablets  daily. 
Available:  Bottles  of  60,  SCO. 


The  treatment  of 


due  to  androgenic  deficiency  in  the  American  male. 
^ The  concept  of  chemotherapy  plus  the 
physician’s  psychological  support  is  confirmed 
as  effective  therapy. 


The  Treatment  of  Impotence 
with  Methyltestosterone  Thyroid 
(too  patients  — Double  Blind  Study) 
T.  Jakobovits 

Fertility  and  Sterility,  January  1970 
Official  Journal  of  the 
American  Fertility  Society 


Contraiftilications:  Android  is  contraindicated  in  patients  with  prostatic  carcinoma,  severe  cardioreni 
disease  and  severe  persistent  hypercalcemia,  coronary  heart  disease  and  hyperthyroidism.  Occasion: 
cases  of  jaundice  with  plugging  biliary  canaliculi  have  occurred  with  average  doses  of  Methyl  Testo! 
terone.  Thyroid  is  not  to  be  used  m heart  disease  and  hypertension. 

Warnings:  Large  dosages  may  cause  anorexia,  nausea,  vomiting  abdominal  pain,  diarrhea,  headache 
di22iness,  lethargy,  paresthesia,  skin  eruptions,  loss  of  libido  in  males,  dysuria,  edema,  congestive  hearti 
failure  and  mammary  carcinoma  in  males. 

Precautions:  If  hypothyroidism  is  accompanied  by  adrenal  insufficiency  the  latter  must  be  corrected  priori 
to  and  during  thyroid  administration. 

Adverse  Reactions:  Since  Androgens,  in  general,  tend  to  promote  retention  of  sodium  and  water,  patients) 
receiving  Methyl  Testosterone,  in  particular  elderly  patients,  should  be  observed  for  edema. 

Hypercalcemia  may  occur,  particularly  in  immobiliaed  patients:  use  of  Testosterone  should  be  discontinued! 
as  soon  as  hypercalcemia  is  detected. 

Referenceo:  1.  Montesano,  P..  and  Evangelista,  I.  Methyltestosterone-thyroid  treatment  of  sekual 
impotence.  Clin  Med  12:69,  1966.  2.  Dublin,  M.  F.  Treatment  of  impotence  with  methyltestosteronM| 
thyroid  compound-  West  Med  5:67,  1964.  3.  Titeff,  A.  S.  Methvltestosterone-thyroid  in  treating  impotencu 
Gen  Prac  25:6.  1962.  4.  Heilman,  L.,  Bradlow,  H.  L.,  Zumoff,  B.,  Fukushima,  0.  K.,and  Gallagher,  T.  r. 
Thyroid-androgen  interrelations  and  the  hypocholesteremic  effect  of  androsterone.  J Clin  Endocr  19:93^ 
1959.  5.  Farris,  E.  i.,  and  Colton,  $.  W.  Effects  of  L-thyroiine  and  liothyronine  on  spermatogenesis 
J Urol  79:863,  1958.  6.  Osol,  A.,  and  Farrar.  C.  E.  United  States  Dispensatory  (ed.  25).  Lippincott,  Phitll 
delphia.  1955,  p.  1432.  7.  Wershub,  L.  P.  Sexual  Impotence  in  the  Male.  Thomas,  Springfield, 

III.,  1959,  pp.  79-99. 


Double-Blind  Study  and  Type  of  Patient: 

100  patients  suffering  from  impotence.  Oj 
the  patients  receiving  the  active  medication 
(Android)  a favourable  response  was  seen 
in  78%.  This  compares  with  40%  on 
placebo.  Although  psychotherapy  is  indi« 
cated  in  patients  suffering  from  functional 
impotence  the  concomitant  role  of  chemo- 
therapy (Android)  cannot  be  disputed. 


Android 

(thyroid-androgen)  tablets 
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EDITORIAL  C:O.M.MENT 

The  Journal  Is  a ‘Bridge,’ 
Linking  Physicians  and  OSMA 

Little  indicators  sometimes  add  up  to  all- 
important-conclusions. 

In  the  recent  issue  of  The  Ohio  State  Medical 
Journal,  an  offer  was  made  to  furnish  readers  on 
recjuest  with  several  jrapers  on  drug  abuse.  The 
offer  was  made  in  a small  article  occupying  less 
than  a column  of  sjrace. 

Within  a short  time,  recjuests  had  come  from 
physicians  in  such  diverse  areas  of  the  State  as 
Youngstown,  Dayton,  Cleveland,  Cincinnati,  Ak- 
ron, Toledo,  Columbus,  Ross  County,  Fulton 
County,  W ood  County,  etc.  Most  of  the  notes  were 
from  practicing  physicians  in  Ohio,  but  rejrre- 
sented  in  the  requests  was  a medical  librarian,  an 
industrial  firm,  and  even  a nonresident  member  of 
the  Association  in  Florida. 

That  was  one  little  item  out  of  some  80  pages 
in  one  issue  of  The  Journal,  but  the  experience 
is  an  indication  of  the  many  services  offered  by  the 
Association  to  its  members,  and  further,  it  is  an 
indication  that  physicians  are  responding  to  those 
services. 

Some  physician  members  indicate  that  they 
read  The  Journal  from  co\  er  to  cover  each  month. 
We  don’t  expect  them  all  to  do  that,  but  it  is  a 
good  idea  to  scan  each  issue  for  information  of 
interest  to  you.  You’ll  be  surprised  how  many  items 
of  interest  you’ll  find  o\er  a year’s  time. 

We  hear  a great  deal  about  communication 
gaps  in  our  fast-moving  and  fast-changing  pace, 
and  such  gaps  are  of  real  concern.  Alake  The 
Journal  a ‘bridge  of  communication’  between  you 
and  your  Ohio  State  Medical  Association  and 
between  you  and  your  colleagues  throughout  the 
State. 


The  Fort  Steuben  Academy  of  Medicine  met 
on  April  10  at  the  Steubenville  Country  Club, 
Steubenville.  Guest  speaker  was  Dr.  Robert  N. 
Clark,  Chairman  of  the  Division  of  Orthopedic 
Surgery  at  the  Unixersity  of  West  \hrginia  whose 
subject  was,  “Thromboembolism.” 


This  year  marks  the  50th  anniversary  of  the 
first  graduating  class  from  what  is  now  the  Holzer 
Medical  Center  School  of  Nursing  in  Gallipolis. 
Mrs.  Sara  Bush,  R.N.,  is  heading  up  an  arrange- 
ments committee  for  the  celebration  June  8-10. 


Radiologists  Study 
Black  Lung  Disease 

The  .American  College  of  Radiology,  20  N. 
W’acker  Dri\e,  Chicago,  Illinois  60806,  recently 
released  a report  on  a study  entitled,  “Occupa- 
tional Disease  X-Ray  Surveys:  The  Black  Lung 
Experience.” 

The  report  indicates  that  by  October  1972 
some  63,000  miners  ha\e  received  x-ray  examina- 
tions in  keejjing  with  the  prox  isions  of  Public  Law 
91-73,  passed  by  the  Congress  in  1969. 

Of  four  ])rinci]tals  who  jtarticipated  in  the 
forum  study,  one  is  an  Ohioan.  He  is  Jerome  F. 
Wiot,  M.D.,  of  Cincinnati,  chairman  of  the  Ameri- 
can College  of  Radiology  Clinical  Training  Com- 
mittee on  Black  Lung,  member  of  the  ACR  Task 
Force,  professor  of  radiology  at  the  Unixersity  of 
Cincinnati,  and  director  of  radiology  at  Cincinnati 
General  Hospital. 


Dr.  R.  R.  Schxvalenberg  xvas  one  of  txvo  local 
citizens  honored  at  the  Ladies  Night  Banquet  of 
the  Tiffin  Area  Chamber  of  Commerce  for  his 
numerous  civic  contributions. 


MOBILE  AND  ATTACHE 
PHONES 

Place  and  Receive  calls  as  on  your  office 
phone.  Add  hours  of  productive  time  to  your 
schedule,  be  In  constant  contact  for  those 
emergencies. 


FREE  INSTALLATION, 

ONE  YEAR  WARRANTY  ON  ALL  EQUIPMENT 
Write  your  Tele-Communications  Specialists 

TELE-COM  CO. 

1395  E.  DUBLIN-GRANVILLE  ROAD 
COLUMBUS,  OHIO  43229  or 
Phone:  Columbus  614  846-3855 
Cleveland  216  243-6410 
fSee  Page  4021 
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Woman’s  Auxiliary  Highlights 


By  Mrs.  S.  L.  Meltzer,  Publicity  Chairman 
2442  Dorman  Drive,  Port.smouth  45662 


T)V  THE  4'IME  this  column  is  read  in  May,  the 
year  will  ha\  e drawn  to  a close  for  Mrs.  Louis 
Loria,  1972-73  president  of  the  Woman’s  Auxiliary 
to  the  Ohio  State  Xledical  Association.  It  has  not 
been  customary  to  give  accolades  to  retiring  presi- 
dents in  this  column  which,  I realize  belatedly,  has 
been  a serious  oversight. 

-•\ny  woman  who  assumes  the  presidency  of 
the  State  Auxiliary  gives  so  much  of  herself  to  the 
job  that  it  is  difficult  to  comprehend  and  appre- 
ciate fully.  We  owe  her  a deep  debt  of  gratitude. 
Those  of  us  who  have  worked  with  Eileen  Loria 
on  the  State  Board  know  well  what  she  has  given 
to  the  auxiliary.  But  to  the  doctors  and  even  doc- 
tors’ wives  throughout  the  state  to  whom  the  name 
of  the  president  is  better  known  than  the  lady 
herself,  (even  though  Eileen  has  “visited”  with 
many,  many  groups)  it  seems  fitting  at  this  time 
to  point  out  that  we  have  had  a conscientious, 
interested,  competent,  keenly  aware  leader  who 
has  never  sj^ared  herself  and  who  has  always  had 
a sympathetic  ear  for  anyone  and  everyone! 

To  Eileen  Loria,  our  own  “printed”  orchid 
for  a job  well  done!  And  to  Dr.  Louis  Loria,  our 
grateful  thanks  for  letting  the  auxiliary  share  her 
with  you ! ! 

Doctors  Watch  Weight? 

From  Mrs.  Robert  Krone,  state  nutrition 
chairman,  comes  a rather  “illuminating”  article 
she  had  read  in  “Medical  Opinion”  recently. 
“Perhaps  you  can  use  a quote  or  two  from  it,” 


Eran  writes.  "Perhaps  you  can  pitch  the  words  of 
ad\ice  to  the  wi\es  who  look  after  the  husbands, 
or  to  the  doctor-husbands  who  are  reading  the 
column.”  Fran  Krone’s  suggestions  are  always  too 
good  to  turn  down!  Here  are  some  of  the  quotes 
from  the  article  in  “Medical  Opinion” : 

“Physicians  watch  their  waistlines  almost  as 
warily  as  they  scrutinize  the  actions  of  Congress,” 
the  latest  Physicians’  Attitude  Suivey  indicates. 
Although  the  greatest  percentage  of  respondents 
place  themsehes  within  generally-accepted  height- 
weight-norm,  nearly  half  are  currently  on  a diet 
of  some  sort.  One  in  four  ne\  er  has  dieted,  but  the 
o\erwhehning  majority  have  been  on  a weight- 
watching program  recently,  at  least  in  the  past  five 
years  . . . 

“The  rigors  of  practice  have  stabilized  the 
weight  of  a third  of  the  respondents  at  about  the 
same  le\el  they  enjoyed  ten  years  ago.  But  a 
ponderous  44  percent  have  gained  in  the  last 
decade.  . . . Calorie  control  is  the  focus  of  the 
dietary  program  in  half  of  the  instances  confessed. 
The  majority  of  the  remainder  try  to  cut  down  on 
a number  of  food  elements,  but  only  six  percent 
concentrate  on  saturated  fats  or  cholesterol  . . . 
jihysician-respondents  did  not  seem  to  place  much 
emphasis  on  these  villains  in  their  ow'n  personal 
diet.  Personal  appearance  was  the  main  rationale 
for  a weiglit  control  program  in  the  largest  number 
of  instances,  quite  a number  cited  a ‘combination 
of  reasons’  for  past  bouts  with  the  palate.  . . . 

“If  one  specialty  could  be  said  to  be  more 
weight-conscious  than  another,  surgeons  would  get 
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the  nod.  Nearly  half  of  these  currently  are  dieting. 
Younger  physicians  were  more  likely  to  have  ex- 
perienced recent  weight  gains  . . . respondents 
under  40  years  of  age  were  more  than  twice  as 
likely  to  diet  for  reasons  of  personal  appearance 
than  were  those  over  50 — who  v\ere  in  turn  three 
times  more  likely  to  be  concerned  about  the  danger 
of  heart  attacks.  . . . 

“The  focus  for  the  dietary  programs  used  by 
physicians,  when  done  for  non-medical  reasons,  is 
overwhelmingly  the  cunning  calorie.  Interpreta- 
tions of  the  results  of  this  diet  cjuestionnaire  over 
the  profession  as  a whole  would  be  hazardous.  It 
does  establish  that  physicians  are  as  concerned  as 
the  general  public  about  their  waistlines — whether 
for  reasons  of  vanity  or  for  good  health.  No  effort 
was  made  to  assess  chronic  overweight,  only  gains 
of  a comparatively  recent  nature.  . . .”  The  article 
ends  with  the  suggestion  that  the  weight-concerned 
physician  should  attend  a future  meeting  of  his 
county  medical  society  and  steal  a glance  at  his 
seated  colleagues!  (More  on  weight  and  nutrition 
from  Mrs.  Krone  next  month)  - - - 

From  Washington,  D.C. 

And  Mrs.  Malachi  ^V.  Sloan,  II,  North  Cen- 
tral Regional  Legislative  Chairman  and  OMPAC 
Board  member;  “There  was  a different  tone  to  all 
the  AMPAC  meetings  this  year.  It  seemed  as 
though  we  had  matured  considerably  and  panic 
had  given  way  to  a more  sophisticated  and  con- 
fident approach  to  the  whole  scene  of  government 
versus  medicine.” 

The  March  10  and  11  meetings  at  the  Wash- 
ington Hilton  Hotel  presented  outstanding  speak- 
ers, a meaningful  panel  presentation  and  work- 


shops. Dr.  Charles  A.  (Carl  ) Hoffman,  AMA  pres- 
ident, gave  the  opening  address,  saying  that  “we 
may  wish  to  be  left  waiting  at  the  church  but  the 
climate  today  indicates  otherwise  . . . throwing  tax 
money  into  the  breach  is  not  the  answer  to  press- 
ing social  problems  . . . we  must  seize  the  oppor- 
tunity we  have  under  the  present  administration.” 

Ohio’s  Dr.  Jack  Lewis,  of  Dayton,  is  the  new 
AMPAC  chairman,  succeeding  Dr.  Hoyt  Gardner, 
of  Kentucky.  Says  Mrs.  Sloan : “He  challenged 
us  all  with  his  ‘Instant  Replay’,  his  emphasis  that 
PAC  membership  is  \ital,  and  pointing  out  the 
good  record  A!MPAC  had  in  the  1972  elections. 
He  reflected  optimism  about  the  ‘improved  situa- 
tion’ in  Washington,  D.  C. 

“The  panel  presentation  was  fun  and  helpful. 
The  participants  had  each  made  political  predic- 
tions last  year,  and  some  of  these  predictions  came 
back  to  haunt  them!  Uppermost  in  everyone’s 
mind  is  National  Health  Insurance.  We  were  told 
several  times  that  there  would  be  no  such  bill  this 
year — hearings,  yes,  but  no  action.  The  feeling  is 
strong  that  we  do  have  our  chance  to  present  the 
strong  basic  ideas  of  the  AMA.” 

Jane  described  the  workshop  sessions  as  excel- 
lent, particularly  the  one  on  “Communication.” 
The  phrase  “Class  Up  Your  Act”  really  caught 
her  imagination  (and,  knowing  Jane,  I’m  looking 
forward  to  those  “spectaculars”  she’ll  be  coming 
up  with!)  Particularly  since  she  and  Mrs.  S.  B. 
Pfahl,  Ohio’s  legislative  chairman,  were  in  Wash- 
ington together  and  simultaneously  “charged” 
with  enthusiasm!  If  any  two  women  can  make  the 
impossible  possible,  they’re  the  two  to  do  it.  . . . 

In  speaking  of  the  Saturday  night  dinner, 
Mrs.  Sloan  commented  “Ohio  didn’t  win  any 
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awards,  but  it  was  exciting  to  hear  about  those 
who  did.”  And  there  was  a Sunday  morning 
Breakfast  Session  for  the  women  at  which  Jean 
served  as  a hostess.  The  breakfast  came  about  be- 
cause in  the  past  the  doctors’  wi\es  at  the  work- 
shop  often  felt  “left  out”  of  PAC,  even  though 
they  ])ro\ided  much  of  the  brawn!  Our  two 
Ohioans  learned  how  other  states  attack  the  prob- 
lem of  apathy  among  our  women  where  P.AC  is 
concerned. 

.\nd  speaking  of  .\MPAC-OMPAC,  it  isn’t 
too  late  for  any  auxiliary  member  (or  doctor!)  to 
.send  in  membership  dues  of  $25.  It’s  the  one  out- 
standing “commodity”  that  hasn’t  had  any  price 
raise.  . . . It’s  also  not  too  late  for  “Legislative 
.\lert” — the  sending  of  letters  to  Ohio’s  Senators 
Saxbe  and  Taft,  opposing  S-14,  the  Kennedy 
Health  Main.  Organization  Bill.  In  Illinois,  doc- 
tors’ wi\es  ha\  e sent  over  one  thousand  letters  to 
their  senators. 

Seven  Thousand  Dollars! 

Would  you  believe  that  any  auxiliary  any- 
where could  come  up  with  a one-night  benefit 
“show”  that  netted  some  seven  thousand  dollars? 
Well,  you’d  better  believe  it!  Because  that  is  exact- 
ly what  the  Licking  county  auxiliary  did  on  a 
memorable  Saturday  night  in  March  for  its  para- 
medical scholarship  project. 

The  scene  of  activity  was  the  beautiful  Gran- 
ville Inn  w'here  more  than  350  eager  auction  fans 
turned  out  for  Licking  county’s  First  Annual  Bene- 
fit Auction  and  champagne  buffet.  I had  the  op- 
jjortunity  recently  to  talk  to  Mrs.  Frederick  N. 
Karaffa,  general  chairman  and  she  said  the  entire 
lounge-parlor  area  of  the  Inn  was  one  happy  “mob 
scene”  long  before  the  guests  and  patrons  had 
been  wined  and  dined,  and  before  the  auctioneer 
Jim  Peddicord  (who  donated  his  services)  went 
to  work!  There  were  objects  of  every  variety, 
value,  description  and  apjjeal — antiques,  vaca- 
tions, gourmet  dinners,  boat  trips,  ceramics,  hand- 
crafts, baked  goods  and  the  raffle  of  a one  hundred 
dollar  bill  donated  by  Dr.  and  Mrs.  Ben  Zola. 

The  auction  itself  began  at  8:30  p.m.,  and 
according  to  Mrs.  Karaffa,  seats  filled  the  Inn’s 
first  floor,  with  jjeople  “spilling  onto”  the  terrace 
on  what  was  an  abnormally  warm  March  evening. 
The  bidding  continued  until  midnight.  “That 
everything  worked  so  smoothly  and  successfully” 
said  the  chairman,  “was  due  to  my  terrific  com- 
mittee and  many,  many  weeks  of  work.”  What’s 
that  about  action  speaking  louder  than  words? 
Well,  here  are  the  Licking  county  auxilians  who 
sparked  the  action  that  produced  the  auction  that 
netted  seven  thousand  dollars:  Mrs.  Claudio  Rous- 
seau and  Mrs.  L.  C.  Thompson,  reservations  and 
printing;  Mrs.  Don  Jones,  invitations;  Mrs.  Robert 
Raker  and  Mrs.  Leroy  Bloomberg,  donations;  Mrs. 


Pete  Dils,  crafts;  Mrs.  Michael  Ratterman,  pub- 
licity; Mrs.  Michael  I'horne,  decorations;  Mrs. 
.\.  S.  Burton,  telephone;  Mrs.  John  Houser,  baked 
goods  and  Mrs.  Jay  Kckhardt,  silent  auction. 

There  was  excellent  coverage  of  the  event  in 
the  Granville  Sentinel  with  a virtual  full-page 
photographic  display  of  the  “Going,  Going  - - - 
SOLD.”  Our  congratulations  to  the  Licking  Coun- 
ty auxiliary  for  what  certainly  must  come  close  to 
being  an  unprecedented  one-night  money-maker 
for  a very,  very  good  cause!  .'\uxiliaries  elsewhere, 
are  you  readin’????  (Read  about  Lorain  county 
a bit  farther  on.) 

Medical  Hypnosis 

W’ant  a “recipe”  for  a successful  meeting? 
Take  one  very  active  auxiliary  — in  this  case. 
Summit  County  — add  an  outstanding  and  very 
knowledgeable  speaker  (in  this  case,  E.  Gates 
Morgan,  M.D.,  president  of  the  Summit  County 
Medical  Society)  — mix  in  an  intriguing  subject 
(like  medical  hypnosis)  — and  add  a “touch  of 
representation”  (like  from  such  organizations  as 
the  Cancer  Society,  Junior  Women’s  Civic  Club, 
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On  all  in-patient 


Commonly  encountered 
pathogens  on  all  hospital 
services 


% Incidence 


Pathogen 


Escherichia  coli* 


Proteus,  indole-negativi 


Proteus,  indole-positive* 


Pseudomonas  aeruginosa* 
Klebsiella  pneumoniae* 


Klebsiella-Enterobacter-Serratia* 


Klebsiella,  all  others* 

All  other  gram-negative  organisms 


13%  Staphylococcus  aureus* 

Gram- 

positive 

000/ 

'O  7%  Staphylococcus,  all  others 


10%  Streptococcus,  all  others 

3%  Streptococcus,  beta-hemolytic 

0%  All  other  gram-positive  organisms 


Total  pathogens  21.972 

Source:  Gosselin  Audit  of  Pathology  Cultures — 1971 


*GARAMYCIN  Injectable  is  effective  against 
susceptible  strains  of  the  pathogens  indicated. 
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V highly  appropriate 
.pectrum  for  today’s  problem 
>athogens 


GARAMYCIN  Injectable  offers  a high 
obability  of  effectiveness  against  susceptible 
rains  of  seven  out  of  seven  major  gram- 
jgative  pathogens.  These  are: 

Escherichia  coli 
Proteus,  indole-negative 
Proteus,  indole-positive 
Pseudomonas  aeruginosa 
Klebsiella  ) 

Enterobacter  ; species 
Serratia  i 

GARAMYCIN  Injectable  has  also  been  showm 
be  effective  in  serious  staphylococcal  infec- 
)ns.  It  may  be  considered  in  those  infections 
len  penicillins  or  other  less  potentially  toxic 
ugs  are  contraindicated  and  bacterial 
isceptibility  testing  and  clinical  judgment 
dicate  its  use. 


Start  with  Garamycin 

■ Broad  gram-negative  spectrum 

Because  of  its  broad  gram-negative  spectrum  and  its 
well-established  clinical  efficacy,  GARAMYCIN  Injectable 
can  be  considered  for  initial  therapy  in  suspected  as 
well  as  documented  gram-negative  sepsis. 

Stay  with  Garamycin 

■ Susceptibility  of  causative  organisms  confirmed 

The  results  of  susceptibility  tests  will,  in  most  cases, 
demonstrate  the  causative  organisms’  sensitivity  to 
GARAMYCIN  Injectable.  However,  the  decision  to 
continue  therapy  with  this  drug  should  also  be  based  on 
the  severity  of  the  infection  and  the  important  additional 
concepts  contained  in  the  Warning  Box. 

■ Relatively  low  incidence  of  adverse  reactions 
Risk  of  toxic  reactions  is  low  in  patients  with  normal 
renal  function  who  do  not  receive  GARAMYCIN  Injectable 
at  higher  doses  or  for  longer  periods  of  time  than 
recommended. 


ii  serious  gram-negative  infections 
meumonia,  urinary  tract  infections, 
trpticemia,  and  wound  infections)'’ 

*'8  to  susceptible  organisms 


■ Bacterial  resistance  has  not  been  a problem 

In  the  laboratory,  resistance  has  been  demonstrated 
to  develop  slowly  in  stepwise  fashion.  No  one-step 
mutations  to  high  resistance  have  been  reported  to  date. 


On  all  in-patient 
services... 


Garamyan 

gentamian  I injectable 
sulfate  II.M./I.V.I 


40mg.percc. 

Each  cc.  contains 
gentamicin  sulfate  equivalent 
to  40  mg.  gentamicin 


WARNING 

Patients  treated  with  GARAMYCIN  Injectable  should  be 
under  close  clinical  observation  because  of  the 
potential  toxicity  associated  with  the  use  of  this  drug. 

Ototoxicity,  both  vestibular  and  auditory,  can  occur 
in  patients,  primarily  those  with  pre-existing  renal 
damage,  treated  with  GARAMYCIN  Injectable,  usually 
for  longer  periods  or  with  higher  doses  than 
recommended. 

GARAMYCIN  Injectable  is  potentially  nephrotoxic, 
and  this  should  be  kept  in  mind  when  it  is  used  in 
patients  with  pre-existing  renal  impairment. 

Monitoring  of  renal  and  eighth  nerve  function  is 
recommended  during  therapy  of  patients  with  known 
impairment  of  renal  function.  This  testing  is  also 
recommended  in  patients  with  normal  renal  function  at 
onset  of  therapy  who  develop  evidence  of  nitrogen 
retention  (increasing  BUN,  NPN,  creatinine  or  oliguria). 
Evidence  of  ototoxicity  requires  dosage  adjustments 


or  discontinuance  of  the  drug. 

In  event  of  overdose  or  toxic  reactions,  peritoneal 
dialysis  or  hemodialysis  will  aid  in  removal  of 
gentamicin  from  the  blood. 

Serum  concentrations  should  be  monitored  when 
feasible  and  prolonged  concentrations  above  12  meg./ 
ml.  should  be  avoided. 

Concurrent  use  of  other  neurotoxic  and/or  nephro- 
toxic drugs,  particularly  streptomycin,  neomycin, 
kanamycin,  cephaloridine,  viomycin,  polymyxin  B,  and 
polymyxin  E (colistin),  should  be  avoided. 

The  concurrent  use  of  gentamicin  with  potent 
diuretics  should  be  avoided,  since  certain  diuretics  by 
themselves  may  cause  ototoxicity.  In  addition,  when 
administered  intravenously,  diuretics  may  cause  a rise 
in  gentamicin  serum  level  and  potentiate  neurotoxicity. 
USAGE  IN  PREGNANCY  Safety  for  use  in  pregnancy 
has  not  been  established. 


See  Clinical  Considerations  section  which  lollows . . . 


On  all  in-patient  services... 
in  hospital-acquired  gram-negative  infections* 


GARAMYCIN-’  Injectable,  brand  of  gentamicin 
sulfate  U.S  P,,  injection,  40  mg./cc. 

Each  CO.  contains  gentamicin  sulfate  equivalent 

to  40  mg.  gentamicin 

For  Parenteral  Administration 


WARNING 

Patients  treated  with  GARAMYCIN  Inject- 
able should  be  under  close  clinical 
observation  because  of  the  potential 
toxicity  associated  with  the  use  of  this  drug. 

Ototoxicity,  both  vestibular  and  auditory, 
can  occur  in  patients,  primarily  those 
with  pre-existing  renal  damage,  treated  with 
GARAMYCIN  Injectable,  usually  for 
longer  periods  or  with  higher  doses  than 
recommended. 

GARAMYCIN  Injectable  is  potentially 
nephrotoxic,  and  this  should  be  kept  in  mind 
when  it  is  used  in  patients  with  pre-existing 
renal  impairment. 

Monitoring  of  renal  and  eighth  nerve 
function  is  recommended  during  therapy  of 
patients  with  known  impairment  of  renal 
function.  This  testing  is  also  recommended 
in  patients  with  normal  renal  function  at 
onset  of  therapy  who  develop  evidence  of 
nitrogen  retention  (increasing  BUN,  NPN, 
creatinine  or  oliguria).  Evidence  of  ototox- 
icity requires  dosage  adjustments  or 
discontinuance  of  the  drug. 

In  event  of  overdose  or  toxic  reactions, 
peritoneal  dialysis  or  hemodialysis  will  aid 
in  removal  of  gentamicin  from  the  blood. 

Serum  concentrations  should  be  moni- 
tored when  feasible  and  prolonged 
concentrations  above  12  meg. /ml.  should 
be  avoided. 

Concurrent  use  of  other  neurotoxic 
and/or  nephrotoxic  drugs,  particularly 
streptomycin,  neomycin,  kanamycin,  cepha- 
loridine,  viomycin,  polymyxin  B,  and 
polymyxin  E (colistin),  should  be  avoided. 

The  concurrent  use  of  gentamicin  with 
potent  diuretics  should  be  avoided,  since 
certain  diuretics  by  themselves  may  cause 
ototoxicity.  In  addition,  when  administered 
intravenously,  diuretics  may  cause  a rise  in 
gentamicin  serum  level  and  potentiate 
neurotoxicity. 

USAGE  IN  PREGNANCY  Safety  for  use 
in  pregnancy  has  not  been  established. 


INDICATIONS  GARAMYCIN  Injectable  is 
indicated,  with  due  regard  lor  relative  toxicity  of 
antibiotics,  in  the  treatment  of  serious  infections 
caused  by  susceptible  strains  of  the  following 
microorganisms- 

Pseudomonas  aeruginosa,  Proteus  species 
(indole-positive  and  indoie-negative),  Escherichia 
coli  and  Klebsiella-Enterobacter-Serratia  species. 

Clinical  studies  have  shown  GARAMYCIN 
Injectable  to  be  effective  in  septicemia  and  serious 
infections  of  the  central  nervous  system  (meningitis), 
urinary  tract,  respiratory  tract,  gastrointestinal  tract, 
skin  and  soft  tissue  (including  burns). 

Bacteriologic  tests  to  determine  the  causative 
organisms  and  their  susceptibility  to  gentamicin 
should  be  performed. 


Garamvan 

gentamian  I injectable 
sulfate  II.M./I.V.I 


Also  available; 

GARAMYCIN®  Pediatric  Injectable,  10  mg.  per  cc. 


40  mg.percc. 

Each  cc.  contains 
gentamicin  sulfate  equivalent 
to  40  mg.  gentamicin 


Bacterial  resistance  to  gentamicin  develops  slowly 
in  stepwise  fashion;  there  have  been  no  one-step 
mutations  to  high  resistance. 

In  suspected  or  documented  gram-negative 
sepsis,  GARAMYCIN  may  be  considered  as  initial 
therapy.  The  decision  to  continue  therapy  with  this 
drug  should  be  based  on  the  results  of  susceptibility 
tests,  the  severity  of  the  infection,  and  the  important 
additional  concepts  contained  in  the  Warning  Box. 

In  the  neonate  with  suspected  sepsis  or  staphylo- 
coccal pneumonia,  a penicillin  type  drug  is  usually 
indicated  as  concomitant  antimicrobial  therapy. 

GARAMYCIN  Injectable  has  been  shown  to  be 
effective  in  serious  staphylococcal  infections.  It 
may  be  considered  in  those  infections  when  peni- 
cillins or  other  less  potentially  toxic  drugs  are 
contraindicated  and  bacterial  susceptibility  testing 
and  clinical  judgment  indicate  its  use. 
CONTRAINDICATIONS  A history  of  hypersensi- 
tivity to  gentamicin  is  a contraindication  to  its  use. 
WARNINGS  See  Warning  Box. 

PRECAUTIONS  Neuromuscular  blockade  and 
respiratory  paralysis  have  been  reported  in  the  cat 
receiving  high  doses  (40  mg. /kg.)  of  gentamicin. 

The  possibility  of  these  phenomena  occurring  in 
man  should  be  considered  if  gentamicin  is  admin- 
istered to  patients  receiving  neuromuscular  blocking 
agents  such  as  succinylcholine  and  tubocurarine. 

Treatment  with  gentamicin  may  result  in  over- 
growth of  nonsusceptible  organisms.  If  this  occurs, 
appropriate  therapy  is  indicated. 

ADVERSE  REACTIONS 

Nephrotoxicity:  Adverse  renal  effects,  as  demon- 
strated by  rising  BUN,  NPN,  serum  creatinine  and 
oliguria,  have  been  reported.  They  occur  more 
frequently  in  patients  with  a history  of  renal  impair- 
ment treated  with  larger  than  recommended  dosage. 

Neurotoxicity;  Adverse  effects  on  both  vestibular 
and  auditory  branches  of  the  eighth  nerve  have 
been  reported  in  patients  on  high  dosage  and/or 
prolonged  therapy.  Symptoms  include  dizziness, 
vertigo,  tinnitus,  roaring  in  the  ears  and  hearing  loss. 

Numbness,  skin  tingling,  muscle  twitching,  and 
convulsions  have  also  been  reported. 

Note:  The  risk  of  toxic  reactions  is  low  in  patients 
with  normal  renal  function  who  do  not  receive 
GARAMYCIN  Injectable  at  higher  doses  or  for 
longer  periods  of  time  than  recommended. 

Other  reported  adverse  reactions,  possibly  related 
to  gentamicin,  include  increased  serum  transami- 
nase (SGOT,  SGPT),  increased  serum  bilirubin, 
transient  hepatomegaly,  decreased  serum  calcium; 
splenomegaly,  anemia,  increased  and  decreased 
reticulocyte  counts,  granulocytopenia,  thrombocy- 
topenia. purpura;  fever,  rash,  itching,  urticaria, 
generalized  burning,  joint  pain,  laryngeal  edema; 
nausea,  vomiting,  headache,  increased  salivation, 
lethargy  and  decreased  appetite,  weight  loss, 
pulmonary  fibrosis,  hypotension  and  hypertension. 
DOSAGE  AND  ADMINISTRATION  GARAMYCIN 
Injectable  may  be  given  intramuscularly  or 
intravenously. 

For  Intramuscular  Administration: 

PATIENTS  WITH  NORMAL  RENAL  FUNCTION* 

Adults:  The  recommended  dosage  for 
GARAMYCIN  Injectable  for  patients  with  serious 
infections  and  normal  renal  function  is  3 mg. /kg./ 
day,  administered  in  three  equal  doses  every 
8 hours. 

For  patients  weighing  over  60  kg.  (132  lb  ),  the 
usual  dosage  is  80  mg.  (2  cc.)  three  times  daily. 

For  patients  weighing  60  kg.  (132  lb.)  or  less,  the 


usual  dose  is  60  mg.  (1.5  cc.)  three  times  daily. 

In  patients  with  life-threatening  infections,  dos- 
ages up  to  5 mg. /kg. /day  may  be  administered  in 
three  or  four  equal  doses.  This  dosage  should  be 
reduced  to  3 mg. /kg. /day  as  soon  as  clinically 
indicated. 

•In  children  and  infants,  the  newborn,  and 
patients  with  impaired  renal  function,  dosage  must 
be  adjusted  in  accordance  with  instructions  set 
forth  in  the  Package  Insert. 

For  Intravenous  Administration: 

The  intravenous  administration  of  GARAMYCIN 
Injectable  is  recommended  in  those  circumstances 
when  the  intramuscular  route  Is  not  feasible  (e  g., 
patients  in  shock,  with  hematologic  disorders,  with 
severe  burns,  or  with  reduced  muscle  mass). 

For  intravenous  administration,  in  adults,  a single 
dose  of  GARAMYCIN  Injectable  may  be  diluted  in 
100  or  200  cc.  of  sterile  normal  saline  or  in  a sterile 
solution  of  dextrose  5%  in  water;  in  infants  and 
children,  the  volume  of  diluent  should  be  less.  The 
concentration  of  gentamicin  in  solution,  in  both 
instances  should  normally  not  exceed  1 mg./cc. 

(0.1  %).  The  solution  is  infused  over  a period  of 
1 to  2 hours. 

The  recommended  dose  for  intravenous  adminis- 
tration is  identical  to  that  recommended  for  intra- 
muscular use. 

GARAMYCIN  Injectable  should  not  be  physically 
pre-mixed  with  other  drugs,  but  should  be  adminis- 
tered separately  in  accordance  with  the  recom- 
mended route  of  administration  and  dosage 
schsdu  Is. 

HOW  SUPPLIED  GARAMYCIN  Injectable.  40  mg, 
per  cc,,  2 cc.  multiple-dose  vials  for  parenteral 
administration. 

Also  available,  GARAMYCIN  Pediatric  Injectable, 
10  mg.  per  cc.,  2 cc.  multiple-dose  vials  for 
parenteral  administration.  APRIL.  1972 

AHFS  Category  8;12,28 

For  more  complete  prescribing  details,  consult 
Package  Insert  or  Physicians'  Desk  Reference. 
Schering  literature  is  also  available  from  your 
Schering  Representative  or  Professional  Services 
Department,  Schering  Corporation,  Kenilworth, 
New  Jersey  07033. 


Due  to  susceptible  organisms 


St.  Thomas  Hospital  Women’s  Guild,  Ohio  Arts 
Council,  Stark  County  Dental  Auxiliary,  Cerebral 
Palsy  Women’s  Board,  Reach  to  Recovery  Pro- 
gram and  the  Women’s  Bar  Auxiliary) . 

Summit  County’s  February  “special  treat”  was 
in  the  form  of  a luncheon  at  the  Fairlawn  Country 
Club.  Dr.  Morgan  (whose  lovely  wife,  Dolores,  is 
auxiliary  president)  was  introduced  by  Eddie  Elias, 
jjrominent  Akron  business  man  and  attorney  (a 
continuing  new  idea  of  having  a prominent  local 
person  introduce  the  principal  speaker  at  auxiliary 
functions) . 

Along  with  Dr.  Morgan’s  affiliations  with 
many  prestigious  groups  is  his  special  affiliation  as 
a Eellow  of  the  American  College  of  Medical 
Hypnotists  and  his  membership  with  the  American 
Society  of  Clinical  Flypnosis  and  the  International 
Institute  of  Hypnosis. 

For  an  hour  and  a half.  Dr.  Morgan  held  his 
audience  in  complete  interest  and  fascination  and 
I am  told  he  had  no  difficulty  in  getting  four  vol- 
unteers for  his  demonstration  in  medical  hypnosis 
(including  state  president-elect,  Mrs.  Karl  Ulicny) . 
The  talk  preceding  the  demonstration  dealt  with 
the  origin  of  hypnosis  and  its  value,  not  only  in 
the  medical  and  dental  fields,  but  in  erasing  fears 
and  apprehensions  from  many  sources.  Later,  Dr. 
Morgan  was  besieged  with  cjuestions.  “He  very 
nearly  had  a seminar  going,”  commented  his  wife. 

Decorations  chairman  Wini  Riddle  and  He- 
lene Flenault  outdid  themselves  with  fresh  flow’ers 
flown  in  from  Flawaii  for  the  speakers’  table,  the 
individual  tables  and  the  special  corsages.  The 
centerpiece  of  each  table  was  a cluster  of  baby 
orchids  and  each  such  centerpiece  was  then  to  be 
given  to  the  “oldest  lady  at  the  table.”  Says 
Dolores  Morgan,  “the  announcement  produced  a 
big  laugh  and  a lot  of  blank  memories  . . . anyway, 
all  orchids  were  gone  when  the  last  person  left  in 
spite  of  my  prediction  they  would  all  still  be 
there!” 

Summit  County  has  so  many  things  going,  I 
can’t  begin  to  cover  them  adequately  in  just  one 
issue  of  The  Journal.  So,  watch  out  for  next 
month ! 

Elsewhere  in  the  State 

Doctors’  wives  from  five  counties  — Mahon- 
ing, Trumbull,  Columbiana,  Stark  and  Summit  — 
numbering  115  — attended  a day-long  meeting  of 
the  state  auxiliary’s  Si.xth  District  at  the  Sheraton 
Inn  in  Youngstown  recently.  A morning  coffee 
hour  opened  the  program  which  was  followed  by 
an  “idea  w'orkshop,”  and  a talk  by  Dr.  Jack 
Schreiber.  There  was  a question  and  answer  period 
following  Dr.  Schreiber’s  talk,  and  then  a luncheon. 
A style  show  featured  the  after-luncheon  period 
at  which  there  was  an  informal  modeling  of  vaca- 


tion and  summer  fashions  by  Mrs.  Patrick  Cestone, 
Mrs.  Ben  Bonarigo  and  Mrs.  \V.  E.  Whittaker. 

Honored  guests  included  Mrs.  Louis  Loria, 
State  President;  Mrs.  Karl  Ulicny,  President-Elect; 
Mrs.  Henry  Holden,  state  AMA-ERE  chairman; 
Mrs.  Karl  Wieneke,  6th  district  director;  the  pres- 
idents of  the  five  county  auxiliaries:  Mrs.  C.  E. 
Pichette,  Mahoning;  Mrs.  Laszlo  J.  Bujdoso,  Co- 
lumbiana; Mrs.  H.  R.  Hunt,  Trumbull;  Mrs. 
David  Eitzelle,  Stark;  Mrs.  E.  Gates  Morgan, 
Summit. 

Lorain  donates  $2,500 

The  Lorain  auxiliary  realized  $2,541.95  from 
a Benefit  Auction  (another  terrific  activity!)  held 
in  December  under  the  chairmanship  of  Mrs. 
Andrew  V.  Boysen.  This  money  was  then  turned 
over  to  the  Scholarship  Fund  of  the  Lorain  County 
Medical  Foundation  for  area  students.  The  pro- 
ceeds from  the  December  auction  bring  the  total 
amount  contributed  to  the  Foundation  Scholarship 
Fund  up  to  $9,866  since  1968,  when  the  first  auc- 
tion was  initiated  by  the  auxiliary.  The  articles 
donated  for  sale  are  usually  handmade  by  the 
members  and  their  husbands  and  range  from 
ceramics,  sweaters,  afghans,  paintings,  sculpture, 
etc.  to  baked  goods. 

Governed  by  a ten-member  Board  of  Super- 
visors comprised  of  laymen  and  physicians,  the 
Foundation  annually  distributes  scholarships  to 
area  students  preparing  for  careers  in  medicine, 
nursing,  pharmacy,  therapy,  technology  and  other 
para-medical  fields  which  recjuire  specialized  skills. 
It  would  seem  that  auctions  are  the  “in  thing” 
for  accomplishing  things!  Congratulations  to  Lor- 
ain County  and  to  its  president,  Mrs.  John  B. 
McCoy,  of  Elyria. 

OSU’s  ‘Community  Hospitals’ 
Programs  Accredited  by  AMA 

Ohio  State  University  College  of  Medicine 
recently  received  notification  from  the  American 
Medical  Association  that  the  course  material  avail- 
able from  the  University  through  the  Computer 
Assisted  Instruction  Program,  and  presented  in  a 
number  of  community  hospitals  throughout  Ohio, 
is  allowable  for  credit  for  the  AMA  Continuing 
Education  efforts. 

The  above  information  w’as  reported  to  The 
Journal  by  William  G.  Pace,  M.D.,  assistant  dean 
and  director  of  the  Center  for  Continuing  Medical 
Education  at  OSU. 

For  more  information  on  the  AMA’s  con- 
tinuing medical  education  program,  please  refer 
to  the  Supplement  to  the  Journal  of  the  AMA, 
dated  August  14,  1972. 
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Certification  of  Death 
Is  a Medical  Decision, 

Profession  Is  Advised 

Following  is  the  text  of  a communication 
forwarded  to  The  Journal  by  Myra  C.  F.  Freet, 
R.N.,  Executive  Secretary,  Board  of  Nursing  Edu- 
cation and  Nurse  Registration,  State  of  Ohio. 

“In  certain  health  care  settings,  nurses  are 
frequently  asked  to  pronounce  a patient  dead.  As 
a result  of  numerous  inquiries  from  nurses  and 
nursing  organizations,  and  because  the  Ohio  Re- 
vised Code  does  not  specify  who  may  make  this 
judgment,  the  Ohio  State  Board  of  Nursing  Edu- 
cation and  Nurse  Registration  requested  the  At- 
torney General  to  render  an  Opinion  on  this 
issue. 

“In  Opinion  No.  72  116,  based  on  R.C. 
3705.07,  which  states  in  part:  ‘The  medical  certifi- 
cate of  death  shall  be  made  and  signed  by  the 
physician  who  attended  the  deceased  or  by  the  cor- 
oner within  forty-eight  hours  after  death.  * * 
the  Attorney  General  concluded  that  ‘*  * * this  is 
a medical  decision  which  can  be  made  only  by  a 
qualified  physician.’ 

“This  interpretation  by  the  Attorney  General 
establishes  the  fact  that  the  pronouncement  of 
death  is  clearly  outside  the  scope  of  practice  of 
the  registered  professional  nurse  or  the  licensed 
practical  nurse  in  Ohio. 

“We  would  appreciate  your  sharing  this  in- 
formation with  the  county  medical  societies  and 
any  other  groups  and  individual  physicians  ^v•ith 
whom  you  maintain  communications.” 


Sports  Injury  Symposium 
Scheduled  in  W arren 

A Symposium  on  Sports  Injur}-  and  Preven- 
tion is  scheduled  at  the  Warren  YMGA,  210  High 
Street,  N.\V.,  Warren,  on  May  19.  This  program 
is  being  held  for  the  benefit  of  faculty  members 
involved  in  sports  programs  in  the  junior  and 
senior  high  schools  of  Trumbull  County  and  neigh- 
boring areas  of  Northeastern  Ohio. 

Dr.  Joseph  Logan  and  Dr.  Ranulfo  Grocilla, 
who  are  in  charge  of  arrangements,  have  invited 
all  persons  in  the  Northeastern  Ohio  area  who 
are  interested  in  school  sports  programs.  The 
faculty  consists  of  team  physicians,  coaches  and 
trainers;  also  an  attorney  who  will  discuss  medical- 
legal  aspects  in  sports.  The  program  runs  from 
9:00  a.m.  to  4:30  p.m. 

For  additional  information,  contact  Mrs.  Kay 
Ticknor,  executive  secretary,  Trumbull  County 
Medical  Society,  280  N.  Park  Ave.,  Warren  44481. 


WHAT  TO  WRITE  FOR 


Adaptations  and  Techniques  for  the  Dis- 
abled Homemaker — A 32-page  pamphlet  designed 
as  an  aid  for  occupational  therapists,  nurses,  pa- 
tients and  families;  price,  $1.75.  This  is  one  of 
numerous  pamphlets  on  rehabilitation  and  visual 
aids  available  from  the  Sister  Kenny  Institute, 
1800  Chicago  Ave.,  Minneapolis,  Minn.  55404. 


WINDSOR  HOSPITAL 

A NONPROFIT  COttPORATION 
— ESTABLISHED  1898  — 


Chagrin  Falls,  Ohio 

247  - 5300 

A hospital  for  the  treatment 
of  Psychiatric  Disorders 

High  on  a Hill-Top,  Overlooking  Beautiful 
Chagrin  River  Valley. 


Booklet  available  on  request. 


Accredited  by  Joint  Commission  on  Accreditation  of  Hospitals. 

M.D.  G.  PAULINE  WELLS,  R.N. 

Admin.  Director 

MEMBER:  American  Hospital  Association  — National  Association  of  Private  Psychiatric  Hospitals 


GUY  H.  WILLIAMS,  Jr. 
Medical  Director 


HERBERT  A.  SIHLER,  Jr. 
President 
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County  Societies’  Officers 
and  Meeting  Dates 

ROSTER  UPDATED  THROUGH  APRIL  13,  1973 


First  District 

Councilor:  Stephen  P.  Hogg.  Cincinnati  45219 
250  \Vm.  Howard  Taft  Rd. 

ADAMS — Kenneth  C.  Jee,  President,  West  Street,  Win- 
chester 45697;  Hazel  L.  Sproull,  Secretary,  113  East 
Mulberry  St.,  West  Union  45693;  1st  Tuesday  of  Jan., 
Apr.,  July  & Oct. 

BROWN — John  R.  Donohoo,  President,  1 1 1 Cherry  St., 
Georgetown  45121:  Antonio  P.  Mendoza.  Secretary, 
120  E.  Plane  St.,  Bethel  45106;  1st  Sunday. 

BUTLER — Mel  N.  Davis,  President.  435  Park  Ave.. 
Hamilton  45013:  Mr.  E.  Clifford  Roberts,  Executive 
Secretary,  111  Buckeye  St.,  Hamilton  45011;  4th 
W ednesday. 

CLERMONT — Raymond  L.  Davidson,  President,  684 
Batavia  Pike,  Cincinnati  45245;  Carl  A.  Minning,  Sec- 
retary, 2548  Williamsburg  Pike,  Batavia  45103;  3rd 
Wed.  monthly  except  in  July,  Aug.  & Dec. 

CLINTON — Yong  Jin  Kim,  President,  12  N.  Lincoln, 
Wilmington  45177;  Nathan  S.  Hale,  Secretary,  586 
W.  Main  St.,  Wilmington;  2nd  Tuesday. 

HAMILTON — Harold  Schiro,  President,  2650  Burnet 
Ave.,  Cincinnati  45219;  Mr.  Edward  F.  Willenborg, 
Executive  Secretary,  320  Broadway,  Cincinnati  45202 ; 
2nd  Tuesday,  Sept.,  Nov.,  Jan.,  Feb.,  April,  and  May. 

HIGHLAND — Walter  Felson,  Acting  Secretary,  357 
South  St.,  Greenfield  45123. 

WARREN — Gary  P.  Hayes,  President,  109  Oregonia 
Rd.,  Lebanon  45036;  Howard  Berninger.  Secretary, 
109  Oregonia  Rd.,  Lebanon  45036;  2nd  Tuesday. 


Second  District 

Gouncilor:  James  G.  Tye,  Dayton  45402 
I.B.M.  Building  Suite  520 

GHAMPAIGN — Terrence  Grogan,  President,  848  Scioto 
St.,  Urbana  43078;  John  Flora,  Secretary,  848  Scioto 
St.,  Urbana  43078;  2nd  Wednesday. 

CLARK — John  F.  Harley,  President,  444  W.  Harding 
Road,  Springfield  45504;  Mrs.  Fonda  Geer,  Executive 
Secretary,  616  Bldg.,  Room  131,  616  N.  Limestone 
St.,  Springfield  45503;  3rd  Monday  except  June,  July, 
Aug.  & Dec. 

DARKE — Alvan  E.  Thuma,  President,  Arcanum  Medical 
Center,  Arcanum  45304;  Peter  H.  Mulder,  Secretary, 
Arcanum  Medical  Center,  Arcanum  45304;  3rd  Tues- 
day. 

GREENE — Felix  Garfunkel,  President,  Greene  Memorial 
Hosp.,  Xenia  45385;  Mrs.  Clyde  (Virginia)  Jones, 
Executive  Secretary,  1003  Farnell  Dr.,  Xenia  45385; 
3rd  Friday. 

MIAMI — Robert  Price,  President,  760  N.  Westedge  Dr.. 
Tipp  City  45371;  A.  Robert  Davies,  Secretary,  57 
Robinhood  Lane,  Troy  45373;  1st  Tuesday. 


MONTGOMERY' — Robert  L.  Taylor,  President,  111  W. 
First  St.,  Dayton  45402;  Mr.  Earl  Shelton,  Executive 
Secretary,  280  Fidelity  Bldg.,  Dayton  45402;  Monthly 
as  established  by  Executive  Council. 

PREBLE — J.  D.  Darrow,  President,  228  N.  Barron  St., 
Eaton  45320;  J.  R.  Williams,  Secretary,  228  N.  Barron 
St.,  Eaton  45320;  No  regular  meeting  date. 

SHELBY’ — George  J.  Schroer,  President,  20  S.  Main  St., 
Fort  Loramie  45845;  William  F.  Mentges,  Secretary, 
870  S.  Main  Ave.,  Sidney  45365;  3rd  Tuesday,  March, 
June,  Sept.,  and  Dec. 


Third  District 

Councilor:  John  C.  Smithson,  Findlay  45840 
521  W.  Sandusky  St. 

■YLLEN — G.  E.  Wright,  President,  2551  W.  Elm  St., 
Lima  45805;  Mr.  Waldo  Smith,  Executive  Secretary, 
Box  803,  Lima  45801;  3rd  Tuesday. 

.YUGL.YIZE-  Dale  Kile,  President,  112  Court  St.,  St. 
Marys  45885;  Charles  Stienecker,  Secretary,  1007  W. 
■Yuglaize  St.,  Wapakoneta  45895;  1st  Thursday  every 
odd  month,  starting  with  January. 

CR.YWFORD  Theodore  D.  Sawyer,  President,  Family 
Medical  Center,  Crestline  44827;  H.  Morton  Brooks, 
Secretary,  Family  Medical  Center,  Crestline  44827; 
called  meetings. 

H.YNCOCK — Manuel  Sarmina,  President,  Blanchard 
Y’alley  Hosp.,  Findlay  45840;  Truman  S.  Smith,  Sec- 
retary, 145  N.  Wallace  St.,  Findlay  45840;  3rd  Tues- 
day except  July  and  Aug. 

H.YRDIN — Jose  Guzman,  President,  538  N.  Detroit  St., 
Kenton  43326;  Larry  E.  Clark,  Secretary,  216  E. 
Franklin  St.,  Kenton  43326. 

LOG.YN — Harry  L.  Graber,  President,  Route  2,  West 
Liberty  43357;  David  R.  Miller,  Secretary,  Mary  Ru- 
tan  Hospital,  Bellefontaine  43311;  4th  Thursday. 

M.ARION — Brooks  H.  Sitterley,  President,  Marion  Gen- 
eral Hosp.,  Marion  43302;  William  H.  Whitehead, 
Secretary,  1025  Harding  Memorial  Pkwy;  1st  Tuesday 
e.xcept  Feb.,  June,  July,  -Aug.  and  Oct. 

MERCER — Louis  J.  Finkelmeier,  President,  1 1 1 N.  Wal- 
nut, Celina  45822;  R.  Duane  Bradrick,  Secretary,  Box 
145,  Rockford  45882;  3rd  Thursday. 

SENEC.A — Emmet  T.  Sheeran,  President,  430  Elm  St., 
Fostoria  44830;  Mohammad  .Anvari-Hamedani,  Secre- 
tary, 1316  W.  Ridge  Dr.,  Fostoria  44830. 

Y'.YN  WERT — H.  D.  Underwood,  President.  Medical 
,^rts  Bldg.,  Fox  Rd.,  Y'an  Wert  45891;  Wilmer  Her, 
Secretary,  Medical  ,Yrts  Bldg.,  Fox  Rd.,  Y’an  Wert 
45891  ; 1st  of  month. 

WY’.YNDOT — N.  J.  Zohoury,  President.  132  E.  Wyandot 
.\ve..  Upper  Sandusky  43351;  Herschel  N.  Rhodes. 
Secretary,  111  N.  Sandusky  .\ve..  Upper  Sandusky 
43351  : 2nd  Tuesday. 
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C'oiinty  Society  Roster  (continued) 


Fourth  District 


Councilor;  George  N.  Bates,  Toledo  43624 
316  Michigan  St. 

DEFIANCE— Ben  B.  Lenhart,  President,  1075  E.  Sec- 
ond St.,  Defiance  43512;  Mrs.  Pauline  Boroff,  Execu- 
tive Secretary,  1206  E.  Second  St.,  Defiance  43512; 
Quarterly. 

FULTON — Richard  L.  Davis,  President,  137  S.  Fulton 
St.,  VVauseon  43567 ; Gerald  A.  Perkins,  Secretary, 

R. R.  #1,  Box  20-A,  Delta  43515;  Quarterly. 

HENRY — T.  F.  Moriarty,  President,  651  Strong  St., 
Napoleon  43545;  K.  E.  Dye,  Secretary,  East  St., 
Liberty  Center  43532. 

LUCAS — Roland  A.  Gandy,  Jr.,  President,  2345  Auburn 
Ave.,  Toledo  43606;  Mr.  Lee  F.  Wealton,  Executive 
Director,  3101  Collingwood  Ave.,  Toledo  43610;  4th 
Tuesday  except  July  and  Aug. 

OTTAWA — Dietrich  W.  Felber,  President,  730  Jefferson 
St.,  Port  Clinton  43452 ; John  F.  Bodie,  Secretary, 
1130  Lee  Avenue,  Port  Clinton  43452;  1st  Monday. 

PAULDING — Don  K.  Snyder,  President,  Rt.  2,  Box  9, 
Payne  45879;  Kirkwood  A.  Pritchard,  Secretary,  119 

S.  Main,  Paulding  45879;  3rd  Monday. 

PUTNAM — Charles  B.  Kidd,  President,  Kalida  45843 ; 
Oliv’er  N.  Lugibihl,  Secretary,  Pandora  45817;  1st 
Tuesday. 

SANDUSKY — Robert  J.  Gedert,  President,  1314  Hayes 
Avenue,  Fremont  43420;  Mrs.  Patsy  Askins,  Executive 
Secretary,  Memorial  Hospital,  Fremont  43420;  Quar- 
terly. 

WILLIAMS — Lenin  Rivera-Nieves,  President,  307  1st 
St.,  Pioneer  43554;  George  J.  David,  Secretary,  P.O. 
Box  337,  Edon  43518;  3rd  Tuesday. 

WOOD — Vytautas  V.  Urba,  President,  1010  N.  Prospect 
St.,  Bowling  Green  43402 : Restituto  H.  Alonzo,  Secre- 
tary, 725  Haskins  Rd.,  Bowling  Green  43402;  3rd 
Thursday. 


Fifth  District 

Councilor:  David  Fishman,  Cleveland  44104 
11201  Shaker  Blvd. 

ASHTABULA — R.  W.  Shelby,  President,  524  West  24th, 
Ashtabula  44004;  Mrs.  ^^arilyn  Mathews,  Executive 
Secretary,  P.O.  Box  1772,  Ashtabula  44004;  2nd 
'Fuesday. 

CUYAHOGA — Julius  Wolkin,  President,  11811  Shaker 
Blvd.,  Cleveland  44120;  Mr.  Robert  A.  Lang,  Execu- 
tive Secretary,  10525  Carnegie  Ave.,  Cleveland  44106; 
2nd  Tuesday. 

GEAUGA — Vartkes  Majarian,  President,  Medical  Arts 
Bldg.,  Rt.  6,  Chardon  44024;  Mrs.  Martha  Withrow, 
Executive  Secretary,  Geauga  Community  Hospital, 
P.O.  Box  249,  Chardon  44024;  2nd  Thursday. 

LAKE — W.  L.  Irwin,  President,  36001  Euclid  Ave.,  Wil- 
loughby 44094;  Mrs.  Owen  A.  McLaren,  Executive 
Secretary,  7408  Cadle  Ave.,  Mentor  44060;  4th 
Wednesday  evening  of  Jan.,  March,  May,  Sept.,  and 
Nov. 


Sixth  Di.strict 

Councilor:  Maurice  F.  Lieber,  Canton  44703 
515  Third  St.  N.W. 

COLUMBIANA — Frank  V.  Apicella,  President,  1348 
N.  Union  Ave.,  Salem  44460;  Mrs.  Gilson  Koenreich, 
Executive  Secretary,  193  Park  Ave.,  Salem  44460; 
3rd  Tuesday. 

MAHONING — C.  Edward  Pichette,  President,  1019 
Boardman-Canfield  Rd.,  Youngstown  44512;  Mr. 
Howard  Rempes,  Executive  Secretary,  1005  Belmont 
Ave.,  Youngstown  44504;  3rd  Tuesday  of  Jan.,  March, 
May,  Sept.,  Nov.,  and  Dec. 

PORTAGE — Amador  P.  Rasalan,  President,  500  S.  De- 
Peyster  St.,  Kent  44240;  A.  A.  Kuri,  Secretary,  250 
S.  Chestnut  St.,  Ravenna  44266;  3rd  Tuesday. 

S'FARK — Robert  Gardner,  President,  515  Third  St., 
N.W.,  Canton  44703;  Mr.  John  H.  Austin,  Executive 
Secretary,  405  4th  St.,  N.W.,  Canton  44702;  2nd 
Thursday,  except  May  thru  Sept. 

SUMMIT — R.  H.  Champion,  President,  513  West  Mar- 
ket St.,  Akron  44303;  Mr.  S.  H.  Mountcastle,  Execu- 
tive Secretary,  430  Grant  St.,  Akron  44311;  2nd 
T uesday. 

'I'RUMBULL — Joseph  Sudimack,  Jr.,  President,  121 
Center  St.,  West,  Warren  44481;  Mrs.  Kay  Ticknor, 
Executive  Secretary,  280  N.  Park  Ave.,  Warren  44481; 
3rd  Wednesday,  Sept,  through  May. 


Seventh  District 

Councilor:  Robert  E.  Rinderknecht,  Dover  44622 
404  N.  Walnut  St. 

BELMONT — Luis  A.  Vasquez,  President,  179  W.  Main 
St.,  St.  Clairsville  43950;  Mr.  Tom  Gilot,  Executive 
Secretary,  Clark  Rd.,  St.  Clairsville  43950.  3rd  Thurs- 
day, Feb.,  Mar.,  Apr.,  June,  Sept.,  Oct.,  Nov.,  and 
Dec. 

CARROLL — Jack  L.  Maffett,  President,  264  S.  Lisbon 
St.,  Carrollton  44615;  Roljert  H.  Hines,  Secretary, 
625  N.  Market,  Minerva;  3rd  Tuesday. 

COSHOCTON— Tae.  K.  Park,  President,  1325  Chest- 
nut, Coshocton  43812;  W.  R.  Agricola,  Secretary,  232 
Cross  St.,  Newcomerstown  43832;  2nd  Tuesday,  ex- 
cept June,  July,  Aug. 

HARRISON — Gerald  E.  Vorhies,  President,  Scio  43988; 
James  Z.  Scott,  Secretary,  Box  512,  Scio  43988;  Quar- 
terly. 

JEFFERSON — James  V.  Current,  President,  114  Brady 
Circle  E.,  Steubenville  43952;  Mrs.  Joseph  (Mary) 
Freedman,  Corresponding  Secretary,  P.O.  Box  655, 
Steubenville  43952;  1st  Tuesday. 

MONROE — Byron  Gillespie,  Secretary,  158  South  Main, 
Woodsfield  43793. 

TUSCARAWAS — J.  J.  Houglan,  President,  1810  N. 
Wooster  Ave.,  Dover  44622;  D.  R.  Kollman,  Secre- 
tary, Box  341,  Tuscarawas  44682;  3rd  Wednesday. 


Eighth  District 

Councilor:  William  M.  Wells,  Newark  43055 
241  Hudson  Street 

ATHENS — Leland  Randles,  President,  Hudson  Health 
Center,  Athens  45701;  L.  A.  Hamilton,  Secretary,  400 
East  State,  Athens  45701;  2nd  Tuesday,  Mar.,  June, 
Sept.,  Dec. 
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FAIRFIELD — David  C.  Lifer,  President,  214  Harmon 
Ave.,  Lancaster  43130;  David  H.  Sheidler,  Secretary, 
1500  E.  Main  St.,  Lancaster  43130;  2nd  Tuesday. 

GUERNSEY — Miroslavv  W.  Hnatiuk,  President,  Seneca- 
ville  43780;  Robert  O.  Thiele,  Secretary,  Box  37, 
Byesville  43723;  1st  Tuesday. 

LICKING — Robert  F.  Sylvester,  Jr.,  President,  843 
North  21  Street,  Newark  43055;  Alfred  Jay  Eck- 
hardt.  Secretary,  1272  West  Main  St.,  Newark  43055; 
4th  Tuesday,  except  June,  July,  Aug. 

MORGAN — A.  H.  Whitacre,  President,  Chesterhill 
43728;  Henry  Bachman,  Secretary,  426  E.  Union  Ave., 
McConnelsville  43756. 

MUSKINGUM — Myron  H.  Powelson,  President,  2825 
Maple,  Zanesville  43705;  Hudnall  J.  Lewis,  Secretary, 
208  E.  Highland  St.,  Zanesville  43701. 

NOBLE — Frederick  M.  Cox,  President,  P.O.  Box  330, 
Caldwell  43724;  Edward  G.  Ditch,  Secretary,  P.O. 
Box  239,  Caldwell  43724;  1st  Tuesday. 

PERRY — Sydney  N.  Lord,  President,  E.  Main  St.,  Som- 
erset 43783;  Charles  E.  Bope,  Secretary,  W.  Main  St., 
Somerset  43783. 

WASHINGTON — Leopoldo  H.  Banuelos,  President, 
Marietta  Memorial  Hosp.,  Marietta  45750;  L.  Eugene 
Plummer,  Secretary,  215  Marion  St.,  Marietta  45750; 
2nd  Wednesday,  except  June,  July,  Aug. 


Ninth  District 

Councilor;  Thomas  W.  Morgan,  Gallipolis  45631 
1st  Ave.  and  Cedar  St. 

GALLIA — John  F.  Groth,  Jr.,  President,  Holzer  Medical 
Center  Clinic,  Gallipolis  45631;  Donald  M.  Thaler, 
Secretary,  Holzer  Medical  Center  Clinic,  Gallipolis 
45631;  3rd  Thursday,  Jan.  and  Oct. 

HOCKING — John  W.  Doering,  Acting  Secretary,  42  N. 
Spring,  Logan  43138. 

JACKSON — Earl  J.  Levine,  President,  120  N.  Ohio 
Ave.,  Wellson  45692;  Carl  J.  Greever,  Secretary,  35 
Vaughn  St.,  Jackson  45640. 

LAWRENCE — A.  Burton  Payne,  Vice-President,  411 
Center  St.,  Ironton  45638;  George  Newton  Spears, 
Secretary,  2213  South  Ninth  St.,  Ironton  45638; 
Quarterly. 

MEIGS — Edmund  Butrimas,  President,  204  E.  Main  St., 
Pomeroy  45469;  Joseph  J.  Davis,  Secretary,  306  N. 
Second  Ave.,  Middleport  45760. 

PIKE — W.  W.  Wiltberger,  President,  330  E.  North  St., 
Waverly  45690;  Albert  Shrader,  Secretary,  196  Em- 
mitt  St.,  Waverly  45690;  1st  Tuesday. 

SCIOTO — L.  R.  Chaboudy,  President,  1725  27th  St., 
Portsmouth  45662 ; Mr.  Lowell  E.  Thompson,  Execu- 
tive Secretary,  Scioto  County  Medical  Society,  P.O. 
Box  1348,  Portsmouth  45662;  2nd  Tuesday. 

V' INTON— 


Tenth  District 

Councilor:  James  C.  McLarnan,  Mt.  Vernon  43050 
104  E.  Gambler  St. 

DELAWARE — Mary  K.  Kuhn,  President,  101  E.  High 
St.,  Ashley  43003;  Lloyd  E.  Moore,  Secretary,  Mag- 
netic Springs  43036;  3rd  Tuesday,  except  June,  July, 
Aug. 


FAYETTE — R.  U.  Anderson,  President,  1 14  N.  North 
St.,  Washington  C.H.  43160;  M.  H.  Roszmann,  Sec- 
retary, 1005  E.  Temple,  Washington  C.H.  43160;  2nd 
Friday. 

FRANKLIN — Ben  Arnoff,  President,  4713  N.  High  St., 
Columbus  43214;  Mr.  W.  “Bill”  Webb,  Executive 
Secretary,  17  South  High  St.,  Suite  528,  Columbus 
43215;  3rd  Tuesday,  Jan.,  March,  Oct. 

KNOX — Robert  Westerheide,  President,  812  Coshocton 
Ave.,  Mt.  Vernon  43050;  Henry  T.  Lapp,  Secretary, 
Medical  Arts  Bldg.,  Mt.  Vernon  43050;  1st  Wednes- 
day. 

MADISON — William  C.  Locke,  President,  61  E.  High 
St.,  London  43140;  John  Sullivan,  Secretary,  10082 
Col.  Cinn.  Rd.,  South  Charleston  45368;  Quarterly. 

MORROW — William  S.  Deffinger,  President,  State  Rt. 
229W,  Marengo  43334;  David  James  Hickson,  Secre- 
tary, 88  E.  High  St.,  Mt.  Gilead  43338. 

PICKAWAY — Robert  G.  Smith,  President,  214  E. 
Franklin  St.,  Circleville  43113;  F.  W.  Anderson,  Sec- 
retary, 630  Northridge  Road,  Circleville  43113;  2nd 
T uesday. 

ROSS — J.  C.  Berno,  President,  85  W.  2nd  St.,  Chilli- 
cothe  45601;  Wm.  J.  Corzine,  Secretary,  217  Delano, 
Chillicothe  45601;  1st  Thursday. 

UNION — H.  E.  Strieker,  President,  247  W.  5th  St., 
Marysville  43040;  May  B.  Zaugg,  Secretary,  Rt.  #5, 
Timber  Trails,  Marysville  43040;  1st  Tuesday,  Feb., 
Apr.,  Oct.,  Dec. 


Eleventh  District 

Councilor:  Robert  G.  Thomas,  Elyria  44035 
630  River  Street 

ASHLAND — Jon  Cooperrider,  President,  637  N.  Union, 
Loudonville  44842 ; Charles  Warne,  Secretary,  350 
Hillcrest  Dr.,  Ashland  44805;  1st  Thursday. 

ERIE — Robert  D.  Gillette,  President,  P.O.  Box  127, 
Huron  44839;  Mrs.  Barbara  Wolfert,  Executive  Secre- 
tary, 1428  Hollyrood  Rd.,  Sandusky  44870.  2nd  Tues- 
day, except  July  and  Aug. 

HOLMES — William  Powell,  President,  W.  Adams,  Mil- 
lersburg  44654 ; Paul  Roth,  Secretary,  N.  Main  St., 
Killbuck  44637;  3rd  Monday. 

HURON — Richard  L.  Jackson,  President,  388  E.  How- 
ard St.,  Willard  44890;  Shan  A.  Mohammed,  Secre- 
tary, 3 Milan  Manor  Drive,  Milan  44846;  2nd 
Wednesday. 

LORAIN — John  B.  McCoy,  President,  1036  Gulf  Road, 
Elyria  44035 ; Mrs.  Gladys  Davidson,  Executive  Secre- 
tary, 1480  North  Ridge  Rd.  E.,  Elyria  44035.  2nd 
Tuesday,  except  June,  July  and  Aug. 

MEDINA — Hilaire  Gaudreault,  President,  2546  Center 
Rd.,  Hinckley  44233;  Mr.  A.  Dana  Whipple,  Executive 
Secretary,  943  N.  Jefferson  St.,  Medina  44256.  3rd 
Thursday. 

RICHLAND — James  W.  Wiggin,  President,  151  Marion 
Ave.,  Mansfield  44903;  Mrs.  M.  K.  Leggett,  Executive 
Secretary,  Mansfield  General  Hospital,  Mansfield, 
44903.  3rd  Thursday. 

WAYNE — Viola  Startzman,  President,  Hygeia  Hall,  Col- 
lege of  Wooster,  Wooster  44691;  Thomas  M.  Graves, 
Secretary,  1740  Cleveland  Road,  Wooster  44691;  2nd 
Wednesday,  alternate  months. 
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JOURNAL  ADVERTISERS 

Advertisers  in  The  Journal  are  friends  of  the  profession. 
By  accepting  their  advertising  we  show  confidence  in  them 
and  in  their  services  and  products.  They  underwrite  a large 
portion  of  die  printing  cost  of  The  Journal,  and  help  make 
it  a quality  publication.  In  return  we  place  their  messages 
on  the  desks  of  Ohio's  physicians.  Please  familiarize  yourself 
with  their  services  and  products  and  let  them  know  that 
you  see  their  advertising  in  The  Journal. 
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Classified  Advertisements 

Rates:  50  cents  per  line.  Minimum  charge  $1.00  for  each  insertion.  Display  classified.  $1.00  per 
line.  (9  lines  to  the  inch)  Prices  cover  the  cost  of  remailing  answers.  Forms  close  the  8th  of  the 
month  preceding  publication.  To  assure  prompt  delivery,,  when  replying  to  an  advertisement  over 
a Journal  box  number,  address  letters  as  follows: 

Box  (insert  number),  c/o  The  Ohio  State  Medical  Journal 
17  South  High  Street,  Suite  500,  Columbus,  Ohio  43215 


Physicians  seeking  locations  in  Ohio  are  in- 
vited to  contact  the  Physicians'  Placement  Service 
in  the  executive  offices  of  the  Ohio  State  Medical 
.'\ssociation,  17  South  High  Street,  Suite  500, 
Columbus,  Ohio  43215.  Through  this  medium 
efforts  are  made  to  establish  communications  be- 
tween physicians  seeking  locations  and  com- 
munities where  physicians  are  needed,  or  other 
physicians  who  are  in  need  of  associates. 


OHIO,  FAIRFIELD,  Space  available  in  modern 
Medical  Building,  15  miles  from  Cincinnati.  General 
Practitioner  and  Specialist  needed.  Reply  to  Box  616, 
c/o  The  Ohio  State  Medical  Journal. 


GROUP  FAMILY  PRACTICE— Excellent  oppor- 
tunity for  family  practice  in  pleasant,  progressive  town 
near  Columbus,  Ohio.  No  OB;  well-equipped  medical 
center,  5200  sq.  ft.,  including  twelve  examining  rooms, 
small  surgery,  own  laboratory  and  x-ray;  three  GP's 
already  in  practice;  part-time  coverage  of  college  health 
service;  modern  well-equipped  350-bed  community  hos- 
pital with  active  consulting  service  and  ER  group  4 
miles  from  office;  excellent  local  schools.  Salary  plus 
percentage  first  year.  Write  to  Granville  Medical  Cen- 
ter, Inc.,  Granville,  Ohio  43023. 


PHYSICIAN’S  OFFICE  FOR  RENT  in  Marie- 
mont,  a Village  adjacent  to  Cincinnati,  near  a good 
hospital.  Contact  L.  Hermanies,  3900  Oak  St.,  Marie- 
mont,  Ohio,  Phone  271-0291. 


FOR  RENT:  Two-family  cottage  with  tennis  court 
on  lake.  Northern  Michigan.  Available  May  through 
October  by  the  week.  Reply  Box  675,  c/o  Ohio  State 
Medical  Journal. 

DIRECTOR  OF  FAMILY  PR.ACTICE  PRO- 
GRAM: The  search  committee  of  the  Familv  Practice 
Residency  Committee  of  the  Toledo  Hospital,  Toledo, 
Ohio  43606,  is  prepared  to  interview  interested  physi- 
cians for  a full-time  position  in  a new  Family  Practice 
Residency  Program  to  begin  about  September  1,  1973. 
For  information  or  an  appointment  for  interview  please 
contact:  Henry  R.  Silverman,  M.D.  4352  Sylvania 
Avenue,  Toledo,  Ohio  43623.  Telephone:  419/882-7165. 


IMMEDIATE  OPENING  for  Ob-Gyn,  Internal 
Medicine  and  Orthopedic  specialties  to  establish  success- 
ful practice  with  14-man  multi-specialty  group.  Excellent 
group  benefits;  pension  plan;  modern  clinic  facilities; 
progressive  community  with  excellent  educational  system 
including  two  colleges;  city  population  35,000;  good 
recreational  facilities;  each  specialty  must  be  board  eli- 
gible or  certified.  Contact:  Business  Manager,  The  Mani- 
towoc Clinic,  601  Reed  Avenue,  Manitowoc,  Wisconsin 
54220. 


OHIO,  AKRON:  Exciting  opportunity  for  psychi- 
atrist interested  in  taking  over  an  out-patient  private 
practice.  Net  income  $40,000  and  up.  Consultation  to 
local  agencies,  hospital  privileges,  teaching  also  available. 
Contact  Box  670  c/o  Ohio  State  Medical  Journal. 


V.AC.\TION  CONDOMINIUM  — New  Smyrna 
Beach,  Fla.  — just  south  of  Daytona  and  away  from  the 
crowds,  but  enjoying  the  same  beautiful  beach.  Two 
bedrooms,  2 baths,  wall-to-wall  carpeting,  completely  and 
tastefully  furnished  including  linens,  color  TV  and  dish- 
washer, HE.ATED  POOL,  and  sauna.  $400  per  month. 
For  reserv'ations  or  further  information,  contact  Wm.  W. 
Conner.  M.D..  517  Lakeshore  Dr.,  Eustis,  Florida 
32726.  Phone  904-357-5715. 


FOR  RENT  OR  LEASE — General  Practitioner’s 
Office  for  10  years.  Suite  of  4 rooms — central  air- 
conditioned — carpeted — paneled.  Parking  in  rear.  Phone: 
614/224-6972  or  614/231-1987.  Columbus,  Ohio. 


W.ANTED:  LOCUM  TENENS  for  E.R.  for  1-2-3 
months  in  July,  August  or  September.  $3,000  plus  my 
own  house  per  month.  Opportunity  to  join  group  as  fifth 
man  is  open!  Contact:  B.  Sarihan,  M.D.,  2501  Marinette 
Dr.,  Springfield,  Ohio.  45503,  Tel:  513-399-7828. 


FAMILY  PRACTICE  RESIDENCY  — Just  ap- 
proved — openings  at  all  levels  — • can  start  immediately 
— for  details  contact:  A.  J.  Pultz,  M.D.,  Chairman, 
Family  Practice  Committee,  Grant  Flospital,  309  E. 
State,  Columbus,  Ohio  43215. 


UNIVERSITY  HE.ALTH  SERVICE— Ohio— Ex- 
cellent opportunity  to  join  compatible  staff  in  well 
equipped  modern  facility;  liberal  vacation  and  time  off 
with  many  other  fringe  benefits;  salary  negotiable. 
Contact:  Henry  Vogtsberger,  M.D.,  Student  Medical 
Center,  Bowling  Green  State  University,  Bowling  Green, 
Ohio  43043.  An  Equal  Opportunity  Employer. 


— More  Classified  Ads  on  Next  Page  — 
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HOUSE  PHYSICIANS  MEDICAL  AND  SURGI- 
CAL ECFMG  CERTIFICATE  REQUIRED.  Board 
eligibility  desirable.  Salary  commensurate  with  training 
and  experience.  Fringe  benefits  include  paid  hospitaliza- 
tion, uniforms,  meals,  and  malpractice  insurance.  Con- 
tact: Dept,  of  Medical  Education,  Lakewood  Hospital, 
14519  Detroit  Road,  Lakewood,  Ohio  44107. 

ANESTHESIOLOGIST:  Ohio  State  Uniyersity 

graduate;  University  Residency  trained;  Board  eligible; 
extensive  experience;  desires  position  with  adequate  in- 
come and  ample  free  time ; any  situation  considered.  Box 
673,  c/o  Ohio  State  Medical  Journal. 

FINANCIALLY  SUCCESSFUL  PRACTICE.  High 
income,  acute  general  practice.  No  OB  unless  desired. 
Located  in  central  Ohio  close  to  boating,  fishing,  skiing. 
Established  practice  in  new  office  with  6 exam  rooms, 
lab.,  x-ray,  etc.  Available  July  1st.  Call  614-891-5311, 
or  reply  Box  654,  c/o  Ohio  State  Medical  Journal. 

CRITICAL  CARE  SPECI.VLISTS  (INTEN- 
SIVISTS) — New  program  developed  providing  24-hour 
inpatient  care.  400  bed  general  hospital  with  10-bed 
ICU  and  11 -bed  CCU;  Cardiac  Cath  Lab,  open  heart 
and  vascular  surgery.  Especially  need  full-time  director 
ICU,  and  full-time  director  CCU.  New  facilities.  Ohio 
license  or  reciprocity.  Salary  competitive.  Inquiries 
to:  Medical  Care  Foundation  of  Lakewood,  14519 

Detroit  Ave.,  Lakewood,  Ohio  44107. 

OB-GYN  WANTED  to  associate  with  well-estab- 
lished, busy  38-year-old  Junior  Fellow  doing  over  500 
deliveries/year  in  Portsmouth,  Ohio.  Share  work  and 
income  from  first  day.  Two  modern  fully  approved  hos- 
pitals in  this  pleasant  Ohio  University  Branch  College 
town.  Please  contact:  John  S.  Temponeras,  M.D.,  3350 
Indian  Drive,  Portsmouth,  Ohio  45662.  Tel.  614/354- 
2616  or  614/353-6220. 

OFFICE  FOR  SALE:  Physician  is  leaving  Family 
Practice  and  would  like  to  sell  the  building  the  office 
is  in,  and  hopefully  transfer  the  practice  to  the  pur- 
chaser. Located  in  suburban  Cincinnati,  middle  class 
patients.  Will  consider  rental  arrangement.  Reply  to  Box 
678  c/o  Ohio  State  Medical  Journal  or  Tel.  513/522- 
2789. 

INDIANA,  Anderson — Emergency  Room  Physician. 
Expanding  340-bed  general  hospital  located  in  a progres- 
sive, central  Indiana  industrial  city,  with  a population 
in  excess  of  75,000  and  serv'ing  a community  in  excess 
of  125,000  needs  an  additional  physician  who  can  obtain 
Indiana  license.  Minimum  compensation  $35,000  annum 
plus  excellent  incentive  program  with  ability  to  share  in 
profits  possible.  Milton  J.  Daus,  M.D.,  Director,  Emer- 
gency Services,  St.  John’s  Hickey  Memorial  Hospital, 
2015  Jackson  St.,  Anderson,  Indiana  46014. 

OHIO  UNIVERSITY  HEALTH  SERVICE  seeks 
experienced  physician  to  join  staff  of  six  full-time  doctors 
in  a comprehensive  student  health  service.  Located  in  a 
small  college  town  in  the  wooded  hills  of  Southeastern 
Ohio.  Applications  from  family  practitioners  and/or  all 
areas  of  medical  specialty  are  encouraged.  Ohio  licensing 
required.  Salary  $26,000  plus  liberal  benefits.  An  equal 
opportunity  employer.  Applications  from  women  and 
minority  physicians  are  encouraged.  E.  D.  Mattmiller, 
M.D.,  Director,  Hudson  Health  Center,  Athens,  Ohio 
45701. 


IMMEDIATE  OPPORTUNITY  due  to  death  of 
physician.  Large  general  practice  available  in  Cleveland 
suburb.  Complete  with  modern  equipment  and  patient 
records.  Contact:  R.  Zelv-y,  Cleveland  216-696-4600. 

FOR  LEASE— Suites  in  modern  professional  cen- 
ter, Youngstown,  Ohio.  Immediately  adjacent  to  hos- 
pital. Excellent  area.  Opportunity  for  G.P.,  Urologist, 
Ophthalmologist,  Otolaryngologist,  Ob-Gyn,  Dermatolo- 
gist, Surgeon,  etc.  Reasonable  rent.  Call  216/782-3163  or 
216/758-1919.  Write:  Harold  Segall,  M.D.,  2921  Glen- 
wood  Avenue,  Youngstown,  Ohio  44511. 

PSYCHIATRIST:  Wanted  for  a new  and  growing 
community  mental  health  program.  Participate  in  a 
broad  spectrum  of  inpatient  and  outpatient  services  with 
competent  professional  staff.  Favorable  housing  accom- 
modations in  friendly  southern  Ohio  city.  Competitive 
salary  with  excellent  fringe  benefits.  Contact:  Ports- 
mouth Receiving  Hospital,  P.O.  Box  651,  Portsmouth, 
Ohio  45662. 


VIRGIN  ISLAND  RENTAL  (WATER  ISLAND) 
Spectacular  location,  well  furnished,  available  year 
round,  minimum  two  weeks  for  responsible  couple,  in- 
cludes ’72  VW,  details:  Robert  L.  Turton,  111  W. 
Third  Av'enue,  Columbus,  Ohio  43201. 

FAMILY  PRACTICE  AVAILABLE  IMMEDI- 
ATELY in  Southcentral  Ohio  due  to  death  of  young 
physician;  staff  willing  to  stay  if  interested  and  help  set 
up  practice;  fully  equipped  office  in  new  building  adja- 
cent to  hospital;  $8  million  hospital  addition  in  progress; 
population  approximately  30,000;  25  minutes  from  Day- 
ton  ; 1 hour  from  Columbus  and  Cincinnati.  Reply  Box 
679,  c/o  Ohio  State  Medical  Journal. 

WANTED:  Staff  Physician  (General  Practitioner) 
for  Admitting  and  Outpatient  Service.  Modern  expand- 
ing department  in  teaching  hospital ; nondiscrimination 
in  employment;  salary  $24,628  to  $31,383,  depending 
upon  qualifications.  Write  R.  A.  Allen,  M.D.,  Chief  of 
Staff,  Veterans  Administration  Center,  4100  West  Third 
Street,  Dayton,  Ohio  45428. 

HE.ALTH  SERVICES  PHYSICIANS  (2)— Inter- 
nist, pediatrician,  and/or  family  practitioner  sought  by 
progressive  city  health  department  that  sponsors  pre- 
ventive, diagnostic,  and  therapeutic  family  care  services 
in  1 1 neighborhood  centers  staffed  by  health  care  teams 
— physicians,  public  health  nurses,  pediatric  nurse  asso- 
ciates, medical  assistants,  and  family  planning  nurse- 
specialists.  Prefer  someone  interested  in  active  decision- 
making role,  in  policy  planning,  as  well  as  providing 
direct  services  to  patients.  Good  community  support. 
Liaison  with  university  medical  school.  Salary  $27,500 
plus,  depending  on  qualifications.  Contact  Mary  A.  Agna, 
Kl.D.,  Cincinnati  Health  Department,  3101  Burnet 
.\ venue,  Cincinnati,  Ohio  45229. 

GENERAL  PRACTITIONER,  urgently  needed: 
New  hospital  and  a city-owned  clinic  closed!  (Doctor 
retired  because  of  illness).  Unmatched  hunting  and  fish- 
ing, within  one  hour  of  Aberdeen.  Excellent  income 
potential  for  one  or  two  G.P.’s  interested  in  a quiet, 
clean,  friendly  community.  Immediate  practice.  Contact: 
Administrator,  Bowdle  Hospital,  Bowdle,  South  Dakota 
57428.  Telephone,  605/285-3501. 
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Our  Expert  Area 
Managers  Are  Here 
To  Help  You... 

and  your  assistant 

By  helping  your  assistant  to  file 
Blue  Shield  claims  properly... 
our  experts  will  save  your 
office  valuable  time. 

Ohio  Medical  Indemnity’s 
area  managers  are  your  question 
and  answer  men . . . Experts  in 
answering  your  questions  about 
Blue  Shield.  Use  them.  Contact... 


OHIO  MEDICAL 
INDEMNITY,  INC' 


JAM 


6740  NORTH  HIGH  STREET.  WORTHINGTON.  OHIO  43086  & 614/846-4600 


How  strong 
must  a tranquilizer  be 
for  severe  anxiety? 


As  strong  as  Librium  25  mg 

(chlordiazepoxide  HCl) 


The  achievement  of  desired  therapeutic 
results  is  often  a function  ot  the  dosage 
strength  as  well  as  the  drug’s  intrinsic  action.  Thus,  when 
anxiety  is  severe,  the  25-mg  strength  of  Librium  fre- 
quently provides  the  necessary'  antianxiety  action  with  a 
minimum  of  unwanted  adverse  reactions.  Librium  25  mg 
is  a convenient  dosage  form  for  the  relief  of  severe, 
incapacitating  anxiety,  specifically  formulated  to  supple- 
ment your  counsel  and  reassurance. 


Benefits -to-risks  ratio 
permits  higher  dosage 


For  over  1 3 years. 

Librium  has  been  recog- 
nized for  its  excellent 
benefits-to-risks  ratio,  an 
asset  in  the  higljei'  dosage  ranges  its  in  more  common  clini- 
cal applications.  Thus,  the  frequency  of  dosage  with 
Librium  25  mg  can  be  Hexibly  adjusted  to  the  needs  and 
response  of  the  individual  patient,  up  to  100  mg  daily  if 
required.  Total  daily  dosage  for  the  elderly  and 
debilitated  should  not  exceed  20  mg.  When  severe 
anxiety  has  been  reduced.  Librium  dosage  should  be 
correspondingly  reduced  or  discontinued  entirely. 


basic  support 
in  severe  anxiety 

Librium  25  mg 

(chlordiazepoxide  HCl) 

1 capsule  t.i.d./q.i.d. 


_____  Roche  Laboratories 
ROCHE  I Division  of  Hof1mann-La  Roche  Inc 
X Nulley.  N J 07110 


Before  prescribing,  please  consult  com- 
plete product  information,  a summary  of 
which  follows: 

Indications:  Relief  of  anxiety  and  tension 
occurring  alone  or  accompanying  various  disc-ast 
states. 

Contraindications:  Patients  with  known 
hypersensitivity  to  the  drug. 

Warnings;  Caution  patients  about  possible 
combined  effects  with  alcohol  and  other  CNS 
depressants.  As  with  all  CNS-acting  drugs,  cautio 
patients  against  hazardous  occupations  requiring 
complete  mental  alertness  (e.g.,  operating  machit 
ery,  driving).  Though  physical  and  psychological 
dependence  have  rarely  been  reported  on  recom- 
mended doses,  use  caution  in  administering  to 
addiction-prone  individuals  or  those  who  might 
increase  dosage;  withdrawal  symptoms  (includin 
convulsions),  following  discontinuation  of  the 
drug  and  similar  to  those  seen  with  barbiturates, 
have  been  reported.  Use  of  any  drug  in  pregnanq 
lactation,  or  in  women  of  childbearing  age  require 
that  its  potential  benefits  be  weighed  against  its 
possible  hazards. 

Precautions:  In  the  elderly  and  debilitated, 
and  in  children  over  six,  limit  to  smallest  effec 
tive  dosage  (initially  10  mg  or  less  per  day)  to 
preclude  ataxia  or  oversedation,  increasing  graduf 
ally  as  needed  and  tolerated.  Not  recommended 
in  children  under  six.  Though  generally  not  rec 
ommended,  if  combination  therapy  with  other 
psychotropics  seems  indicated,  carefully  consider! 
individual  pharmacologic  effects,  particularly  in 
use  of  potentiating  drugs  such  as  MAO  inhibitory 
and  phenothiazines.  Observe  usual  precautions  in 
presence  of  impaired  renal  or  hepatic  function. 
Paradoxical  reactions  ( e.g.,  excitement,  stimulatio 
and  acute  rage)  have  been  reported  in  psychiatric 
patients  and  hyperactive  aggressive  children. 
Employ  usual  precautions  in  treatment  of  anxiet  | 
states  with  evidence  of  impending  depression; 
suicidal  tendencies  may  be  present  and  protectivi 
measures  necessary.  Variable  effects  on  blood  i 
coagulation  have  been  reported  very  rarely  in  | 
patients  receiving  the  drug  and  oral  anticoagu- 
lants; causal  relationship  has  not  been  establish  J 
clinically.  (T 

Adverse  Reactions:  Drowsiness,  ataxia  a 
confusion  may  CKCur,  especially  in  the  elderly  a 
debilitated.  These  are  reversible  in  most  instanc 
by  proper  dosage  adjustment,  but  are  also  occa 
sionally  observed  at  the  lower  dosage  ranges.  In  a 
few  instances  syncope  has  been  reported.  Also  en- 
countered are  isolated  instances  of  skin  eruption^ 
edema,  minor  menstrual  irregularities,  nausea  and 
constipation,  extrapyramidal  symptoms,  increased 
and  decreased  libido— all  infrequent  and  generally 
controlled  with  dosage  reduction;  changes  in  EEG 
patterns  (low-voltage  fast  activity)  may  appear 
during  and  after  treatment;  blood  dyscrasias  (in- 
cluding agranulocytosis),  jaundice  and  hepatic 
dysfunction  have  been  reported  occasionally,  mak- 
ing periodic  blood  counts  and  liver  function  tests 
advisable  during  protracted  therapy. 

Supplied:  Librium®  Capsules  containing 
5 rag,  10  mg  or  25  mg  chlordiazepoxide  HCl. 
Libritabs®  Tablets  containing  5 mg,  10  mg  or 
25  mg  chlordiazepoxide. 
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Everybody  experiences  psychic  tension. 


Most  people  can  handle  this  tension. 


and  a few  may  need  counseling 
and  the  psychotropic  action  of  Valium®  (diazepam). 


Before  deciding  to  make  Valium 
diazepam)  part  of  your  treatment 
Dlan,  check  on  w hether  or  not  the 
patient  is  presently  taking  drugs 
ind,  if  so,  w hat  his  response  has 
3een.  Along  w ith  the  medical  and 
social  history,  this  information  can 
lelp  you  determine  initial  dosage, 
he  possibility  of  side  effects  and 
he  ultimate  prospects  of  success 
)r  failure. 

While  Valium  can  be  a mostl  ^ JUN 
lelpful  adjunct  to  your  counseling, 
t should  be  prescribed  only  as  long 
IS  excessive  psychic  tension  per- 
lists  and  should  be  discontinued 
vhen  you  decide  it  has  accom- 
plished its  therapeutic  task.  In 
general,  when  dosage  guidelines 
ire  follow  ed.  Valium  is  w ell 
olerated  (see  Dosage).  For  con- 
/enience  it  is  available  in  2-mg,  5-mg 
ind  lo-mg  tablets. 

Drow  siness,  fatigue  and  ataxia 
lave  been  the  most  commonlv  re- 
ported  side  effects. 

Until  response  is  determined, 
patients  receiving  Valium  should 
jpe  cautioned  against  engaging  in 
jiazardous  occupations  requiring 
xpmpletc  mental  alertness,  such 
IS  driving  or  operating  machinery. 

Roche  Laboratories 
Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  N J 07110 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Tension  and  anxiety  states;  somatic  com- 
plaints which  are  concomitants  of  emotional  factors;  psycho- 
neurotic  states  manifested  by  tension,  anxiety,  apprehension, 
fatigue,  depressive  symptoms  or  agitation;  symptomatic  relief 
of  acute  agitation,  tremor,  delirium  tremens  anu  hallucinosis 
due  to  acute  alcohol  withdrawal;  adjunctively  in  skeletal 
muscle  spasm  due  to  reflex  spasm  to  local  pathology,  spasticity 
caused  by  upper  motor  neuron  disorders,  athetosis,  stiff-man 
syndrome,  convulsive  disorders  (not  for  sole  therapy). 

Contraindicated:  Known  hypersensitivity  to  the  drug. 
Children  under  6 months  of  age.  Acute  narrow  angle  glau- 
coma; may  be  used  in  patients  with  open  angle  glaucoma  who 
are  receiving  appropriate  therapy. 

Warnings:  Not  of  value  in  psychotic  patients.  Caution 
against  hazardous  occupations  requiring  complete  mental 
alertness.  When  used  adjunctively  in  convulsive  disorders, 
possibility  of  increase  in  frequency  and/or  severity  of  grand 
mal  seizures  may  require  increased  dosage  of  standard  anti- 
convulsant medication;  abrupt  withdrawal  may  be  as.sociated 
with  temporary  increase  in  frequency  and/or  severity  of 
seizures.  Advise  against  simultaneous  ingestion  of  alcohol  and 
other  CNS  depressants.  Withdrawal  symptoms  (similar  to 
those  with  bartiiturates  and  alcohol)  have  occurred  following 
abrupt  discontinuance  (convulsions,  tremor,  abdominal  and 
muscle  cramps,  vomiting  and  sweating).  Keep  addiction-prone 
individuals  under  careful  surveillance  because  of  their  pre- 
disposition to  habituation  and  dependence.  In  pregnancy, 
lactation  or  women  of  childbearing  age,  weigh  potential 
benefit  against  possible  hazard. 

Precautions:  If  combined  with  other  psychotropics  or 
anticonvulsants,  consider  carefully  pharmacology  of  agents 
employed;  drugs  such  as  phenothiazines,  narcotics,  barbi- 
turates, MAO  inhibitors  and  other  antidepressants  may  poten- 
tiate its  action.  Usual  precautions  indicated  in  patients 
severely  depressed,  or  with  latent  depression,  or  with  suicidal 
tendencies.  Observe  usual  precautions  in  impaired  renal  or 
heiiatic  function.  Limit  dosage  to  smallest  effective  amount  in 
elderly  and  debilitated  to  preclude  ataxia  or  oversedation. 

Side  Effects:  Drow  siness,  confusion,  diplopia,  hypoten- 
sion, changes  in  libido,  nausea,  fatigue,  depression,  dysarthria, 
jaundice,  ^in  rash,  ataxia,  constipation,  headache,  incon- 
tinence, changes  in  salivation,  slurred  speech,  tremor,  vertigo, 
urinary  retention,  blurred  vision.  Paradoxical  reactions  suen 
as  acute  hyperexcited  states,  anxiety,  hallucinations,  increased 
muscle  spasticity,  insomnia,  rage,  sleep  disturbances,  stimula- 
tion have  been  reported;  should  these  occur,  discontinue  drug. 
Isolated  reports  of  neutropenia,  jaundice;  periodic  blood 
counts  and  liver  function  tests  advisable  during  long-term 
therapy. 

Dosage:  Individualize  for  maximum  beneficial  effect. 
Adults:  'Pension,  anxiety  and  psychoneurotic  states,  2 to  10  mg 
b.i.d.  to  q.i.d.;  alcoholism,  10  mg  t.i.d.  or  q.i.d.  in  first  24  hours, 
then  5 mg  t.i.d.  or  q.i.d.  as  needed;  adjunctiyely  in  skeletal 
muscle  spasm,  2 to  10  mg  t.i.d.  or  q.i.d.;  adjunctively  in 
convulsive  disorders,  2 to  10  mg  b.i.d.  to  q.i.d.  Geriatric  or 
debilitated  patients:  2 to  2V2  mg,  1 or  2 times  daily  initially, 
increasing  as  needed  and  tolerated.  (See  Precautions.)  Children: 

1 to  2V2  mg  t.i.d.  or  q.i.d.  initially,  increasing  as  needed  and 
tolerated  (not  for  use  under  6 months). 

Supplied:  V'alium®  (diazepam)  Tablets,  2 mg,  5 mg  and 
10  mg;  bottles  of  100  and  500.  All  strengths  also  availame  in 
Tel-E-Dose®  packages  of  1000. 
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(diazepam) 

To  help  you  manage  excessive  psychic  tension 
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The  market  remains  uncertain.  Most  investment  funds  charge  you  a load-on-fee  that 
takes  years  to  recoup.  Checking  accounts  don’t  pay  interest. 
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EDITORIAL  COMMENT 


Physicians,  Future  Shock 
And  The  AMA 


By  Raymond  T.  Holden,  M.D.,  Member,  AMA  Board  of  Trustees 


“The  AMA  doesn’t  represent  me.” 

Tliat  line — a top  candidate  for  the  most- 
abused-cliche-of-the-year  award — is  an  excellent 
place,  1 believe,  to  begin  a discussion  of  the  rela- 
tionshij)  between  the  American  Medical  Associa- 
tion and  physicians. 

It  is  an  excellent  place  to  begin  because  it 
summarizes  a basic  attitude  expressed  by  most 
nonmembers  and  some  currently  disgruntled  mem- 
bers of  the  AMA.  And  it  points  up  what  I believe 
to  be  an  inherent  fallacy  about  that  relationship — 
a fallacy  born  of  misunderstanding  of  what  the 
.\MA  really  is. 

For  that  statement,  while  undoubtedly  true 
in  many  instances,  is  not  valid.  No  organization 
of  national  scope  represents  the  views  of  each  of 
its  members  at  all  times — nor  should  it  be  expected 
to.  That  is  an  unreasonable  expectation  on  the 
face  of  it.  Yet  many  physicians  seem  to  demand 
just  that  of  the  AMA. 

But  there  is  an  even  more  serious  defect  in 
such  an  argument.  For  while  the  AMA  does  offer 
the  individual  physician  certain  benefits  relating 
to  his  personal  and  professional  life,  that  is  not  the 
reason  it  exists. 

The  American  Medical  Association  exists  and 
functions,  not  to  serve  the  particular  interests  of 
the  individual  physician,  but  to  serve  and  represent 
the  general  interests  of  the  profession. 

How  is  this  service  and  representation  to  be 
defined?  How  are  these  objectives  to  be  achieved? 
\\  hat  do  they  mean  in  terms  of  the  relationship 
between  the  AMA  and  the  ph}-sician,  the  govern- 
ment, the  public? 

The  AMA  is  asking  itself  those  very'  questions 
right  now.  And  the  answers  are  in  a process  of 
redefinition,  for  the  AMA  is  undergoing  a period 
of  quiet,  structured,  exolutionary  change.  It  is  re- 
sponding to  the  clearly  evident  need  to  become 
more  representative  of  both  its  membership  and 
of  the  medical  profession  at  large. 

Although  this  process  of  redefinition  and 
change  is  not  yet  complete,  some  clear  indications 
have  emerged  which  make  it  possible  to  address 
with  confidence  the  questions  raised  above. 


As  I stated  earlier,  it  is  not  possible  for  the 
AM.\  to  represent  each  individual  physician.  But 
it  is  possible — and  desirable — for  the  AMA  to  rep- 
resent each  physician  as  a member  of  the  medical 
profession  as  a whole. 

This  can  be  accomplished  through  what  C. 
A.  Hoffman,  M.D.,  president  of  the  AMA,  termed 
in  his  inaugural  address  a “representative  con- 
sensus” of  the  profession.  To  achieve  this  requires 
contributions  from  the  broadest  possible  spectrum 
of  the  profession : from  individuals,  groups  and 
organizations. 

Specialty  firoups 

Because  it  is  aware  of  this,  the  AMA  has 
taken  steps  and  established  procedures  to  broaden 
the  franchise.  By  action  of  the  House  of  Delegates, 
house  staff  physicians  now  elect  a voting  member 
to  the  House  and  the  same  right  is  about  to  be  ex- 
tended to  medical  students. 

A total  of  24  specialty  groups  now  have  spe- 
cial sections  in  the  AMA  and  voting  representa- 
tion in  the  Flouse  of  Delegates. 

Both  of  these  mechanisms  provide  opportuni- 
ty for  a physician  to  be  represented  within  the 
context  of  his  own  special  interest  within  the  pro- 
fession. 

Through  the  original  basic  structure  of  the 
AMA,  the  state  and  local  societies,  a member  has 
available  to  him  a second  mechanism  for  repre- 
sentation on  a geographical  basis. 

Some  physicians  feel  that  neither  of  these 
mechanisms  work  in  a manner  deemed  to  insure 
true  representation.  \\’hatever  the  validity  of  this 
criticism,  it  needs  only  to  be  observed  that  it  is 
subject  to  change.  California,  for  one  has  moved 
to  provide  for  direct  election  of  delegates  to  the 
AMA  House  of  Delegates,  rather  than  their  elec- 
tion by  the  California  House  of  Delegates.  Other 
states  are  considering  similar  action. 

Such  decisions  are  up  to  physicians  to  deter- 
mine through  the  local  and  state  societies.  The 
AMA  imposes  neither  the  conditions  of  representa- 
tion nor  of  membership. 

The  point  is  this:  As  a true  federation,  much 
of  the  effective  power  of  the  AMA  is  at  the  local 
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Must  vasodilators 
and  therapy  for 
other  diseases 
come  into 
conflict? 


not  if  the  vasodilator  is 

VASODILAN* 


the  compatible  vasodilator... 
no  treatment  conflicts  reported 

The  cerebral  or  peripheral  vascular  disease  patient  often  has 
coexisting  disease^  which  calls  for  another  drug  along  with  his 
vasodilator.  It  may  be  a hypoglycemic,  miotic,  antihypertensive, 
diuretic,  anticoagulant,  corticosteroid,  or  coronary  vasodilator. 
Vasodilan  is  not  incompatible  with  any  of  these  drugs-no  treatment 
conflict  has  been  reported.  And,  unlike  other  vasodilators,  Vasodilan 
has  not  been  reported  to  affect  carbohydrate  metabolism,  liver 
function,  or  intraocular  pressure— or  to  complicate  treatment  of 
diabetes,  hypertension,  peptic  ulcer,  glaucoma,  or  liver  disease. 

In  fact,  there  are  no  known  contraindications  to  the  use  of  Vasodilan 
in  recommended  oral  doses,  other  than  that  it  should  not  be  given 
in  the  presence  of  frank  arterial  bleeding  or  immediately  postpartum. 

1.  Gertler,  M.  M.,  et  al.:  Geriatrics  ,?5.134-148  (May)  1970. 


Indications:  Based  on  a review  of  this  drug  by  the  National  Academy 
of  Sciences-National  Research  Council  and/or  other  information,  the 
FDA  has  classified  the  indications  as  follows: 

Possibly  Effective: 

1.  For  the  relief  of  symptoms  associated  with  cerebral  vascular 
insufficiency. 

2.  In  peripheral  vascular  disease  of  arteriosclerosis  obliterans, 
thromboangiitis  obliterans  (Buerger's  Disease)  and  Raynaud’s  disease. 

3.  Threatened  abortion. 

Final  classification  of  the  less-than-effective  indications  requires 
further  investigation. 

Composition:  Vasodilan  tablets,  isoxsuprine  FICI,  10  mg.  and  20  mg. 
Dosage  and  Administration:  10  to  20  mg.  three  or  four  times  daily. 
Contraindications  and  Cautions:  There  are  no  known  contraindications  to 
oral  use  when  administered  in  recommended  doses.  Should  not  be  given 
immediately  postpartum  or  in  the  presence  of  arterial  bleeding. 

Adverse  Reactions:  On  rare  occasions,  oral  administration  of  the  drug  has 
been  associated  in  time  with  the  occurrence  of  severe  rash.  When  rash 
appears,  the  drug  should  be  discontinued.  Occasional  overdosage  effects 
such  as  transient  palpitation  or  dizziness  are  usually  controlled 
by  reducing  the  dose. 

Supplied:  Tablets,  10  mg. -bottles  of  100,  1000,  5000  and  Unit  Dose; 

20  mg.-bottles  of  100,  500  and  Unit  Dose. 

© 1973  MEAD  JOHNSON  & COMPANY  • EVANSVILLE,  INDIANA  47721  U.S.A.  734017 


le\el.  It  is  there  to  be  used  by  the  pliysician  wlio 
is  willing  to  pay  the  price  of  becoming  involved. 
After  that,  it  depends  on  his  powers  of  jiersuasion 
and  leadership  as  to  how  effective  lie  will  be. 

Although  its  structure  should  insure  true  rep- 
resentation of  its  members’  interests,  the  AMA 
within  the  past  year  has  ojDened  two  direct  lines 
of  communication  to  its  members  at  the  local  level. 
One  was  a membership  opinion  poll,  sent  to  every 
member  of  the  AMA.  The  second  is  the  series  of 
hearings  being  conducted  by  the  Committee  on 
Long  Range  Planning  and  Development. 

Recommendations  based  on  these  hearings 
will  be  made  to  the  House  of  Delegates  at  the 
Annual  Convention  in  New  York  next  June.  The 
opinion  poll  drew’  response  from  ov’er  50  percent 
of  the  membership  and  clearly  established  one 
basic  fact:  the  AMA  does  indeed  act  in  accordance 
with  the  general  will  of  its  membership  and  there- 
fore does  reflect  the  prevailing  attitudes  within 
the  profession  on  various  issues. 

Yet  if  this  is  so,  why  then  the  general  unease 
that  pervades  the  profession  which  so  often  ex- 
presses itself  in  discontent  with  the  AMA?  Why 
the  turn  toward  unionism  and  other  forms  of  rep- 
resentation that  only  serve  to  undercut  the  efforts 
of  the  AMA  and  fragment  the  profession? 

Third-Party  Payers 

The  answer,  I think,  lies  in  that  phenomenon 
known  as  “future  shock.” 

Both  our  nation  and  our  profession  are  under- 
going a period  of  growth  and  change  that,  while 
similar  to  other  such  periods  in  history’  in  some 
respects,  is  unique  in  certain  other  respects.  In  this 
case,  new  knowledge  and  new  technology  are  be- 
ing created  at  a rate  undreamed  of  only  20  years 


ago.  ^\  hen  these  are  linked  to  an  instant  communi- 
cations system,  the  impact  on  both  the  individual 
and  the  society  is  coujjled  and  redoubled. 

“Future  shock”  for  the  ])racticing  physician 
is  comjiounded  by  the  specter  of  some  new  form 
of  government  interxention  into  medical  and 
health  care — an  intervention  that  would  profound- 
ly change  the  personal  and  professional  life  of 
every  physician  in  the  nation.  The  very  vagueness 
of  the  nature  of  the  intervention  only  serves  to 
enhance  the  insecurity  and  doubt  that  such  a 
threat  inspires.  And  the  experience  of  the  medical 
profession  with  gov’ernment  programs  and  third- 
party  payers  has  hardly  been  such  as  to  inspire 
confidence. 

Here  we  come,  I believe,  to  the  heart  of  the 
problem — the  essential  reason  for  disenchantment 
w'ith  the  AMA  on  the  part  of  some  segments  of 
the  practicing  profession.  And  again,  this  feeling 
derives  in  some  part  from  a misunderstanding  of 
the  AMA,  its  structure  and  its  policies. 

What  is  the  relationship  of  the  AMA  to  the 
third-party  payers  and  to  the  government? 

Third-party  payers  operate  essentially  through 
local  and  regional  programs.  The  AMA,  as  a fed- 
eration, considers  that  the  proper  and  logical 
approach  is  to  permit  its  local  and  state  societies 
to  work  out  their  own  relationships  with  the  local 
plans,  supplying  such  support  and  information  as 
is  necessary.  And  on  the  national  level,  the  AMA 
has  representation  on  the  board  of  Blue  Shield 
through  which  it  seeks  to  resolve  any  problems  that 
can  only  be  approached  on  that  level. 

Yet,  it  is  only  realistic  to  recognize  that  third- 
party  payers  are  separate  entities  with  interests 
and  goals  of  their  own  which  will  not  always  coin- 
cide with  those  of  the  physician.  The  relationship. 


CUSTOM  JEWELER 


Your  “M.D.”  and  your  Wife, 

did  you  gain  them  the  same  summer?  Was  it  a time  of 
“promises,  promises”?  Now  with  an  anniversary  or 
birthday  just  ahead,  let  me  help  make  your  jewelry 
promises  come  true  with  the  fine  gem  ring  she’s 
yearned  for. 

Stop  in,  10  to  5,  or  call  collect,  614-224-3377,  for  an 
appointment  to  visit  my  unique,  personal  service  salon 
at  17  South  High  in  Columbus.  Make  this  a memorable 
anniv’ersary  with  a distinctive,  quality  gift  selected  at 
substantial  savings,  thanks  to  my  direct  resources,  low 
oxerhead  and  35  years  of  association  xvith  master  gem 
cutters  and  designers.  Well  xvorth  a trip  to  Columbus. 
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from  our  point  of  view,  will  jjrobably  never  be 
perfect,  but  it  can  be  improved  and  at  least  some 
of  the  frustration  eliminated. 

No  Compulsion 

And  the  AMA  can — and  will — insure  that 
third-party  payers  will  not  dictate  the  method  or 
manner  of  medical  practice. 

We  need  to  be  ecjually  realistic  in  our  atti- 
tudes toward  the  government.  We  must  recognize 
that  we  have  passed  the  day  when  the  private 
sector  can  answer  all  needs  and  resolve  all  prob- 
lems. It  simply  does  not  have  the  resources. 

But  the  private  sector  does  have  the  talent 
and  the  knowledge — given  the  financial  resources. 
And  this  fact  forms  the  basis  of  the  AMA’s  posi- 
tion toward  government. 

The  AMA  believes  that,  where  necessary,  the 
government  should  provide  the  resources  to  initi- 
ate or  support  programs  or  facilities  but  that  oper- 
ations should  be  left  to  the  private  sector.  Further, 
there  should  be  no  element  of  compulsion  in  any 
government  program  nor  should  the  government 
seek  to  dictate  the  practice  of  medicine  or  the 
terms  of  medical  education. 

In  an  increasingly  large  and  complex  society, 
government  may  be  exjjected  to  seek  a corre- 
spondingly larger  role.  This  is  inevitable.  Also  in- 
evitable, however,  is  the  basic  acquisitive  nature 
of  government — any  government. 

And  this  is  one  of  the  very  reasons  why  a 
strong,  vigilant  AMA  is  more  necessary  today  than 
ever  before.  As  government  grows  larger  (and  it 
will  do  so  no  matter  what  we  wish),  it  is  impera- 
tive in  the  interest  of  the  freedom  and  vitality  of 
the  society,  that  there  exist  strong  institutions  out- 
side of  government  to  check  its  power,  restrain  its 
accjuisitiveness  and  monitor  its  performance. 

The  individual  citizen  cannot  do  this.  Small 
organizations  cannot  do  it  effectively.  It  requires 
a strong  national  organization  with  the  strength 
that  derives  from  a united  membership  to  perform 
this  task. 

Established  Institutions 

The  impact  of  “future  shock”  is  undermining 
faith  in  the  American  Medical  Association  just 
at  the  time  when  its  continued  existence  is  most 
necessary.  This,  too,  I think  is  inevitable  in  light 
of  the  cjuestioning  and  doubt  and  disorientation 
that  accompanies  any  period  of  change. 

But  it  is  necessary  to  examine  the  conse- 
cjuences  of  such  a trend.  Nearly  every  factor  in  the 
present-day  practice  of  medicine  tends  to  accent 
the  essentially  disparate  nature  of  our  profession. 
New  knowledge  and  technology,  experimentation 
with  new  modes  of  practice — these  and  other  fac- 
tors emphasize  specialization  and  division.  Frag- 


mentation in  the  method  of  rejiresentation  will 
only  accelerate  these  trends,  not  resolve  them  or 
the  problems  they  create. 

W e need  to  recognize  that  in  a time  of  change 
established  institutions  are  at  their  most  vulnerable 
yet,  paradoxically,  it  is  precisely  at  such  times  that 
they  are  most  necessary. 

For  in  a time  of  change  and  a time  of  ques- 
tioning, established  institutions  offer  a point  of 
stability  and  a frame  of  reference.  They  serve  as  a 
base  for  rational  transition,  as  the  means  for  as- 
similating and  effectuating  new  knowledge,  as  the 
guarantor  of  relevance,  and  specifically  in  the  case 
of  medicine,  as  the  focal  point  for  unity  in  an 
increasingly  specialized  and  disparate  profession. 

If  the  profession  is  to  pass  through  this  period 
in  an  orderly  fashion  and  maintain  its  integrity  (a 
equality  composed  of  many  parts ) , these  responsi- 
bilities must  be  performed  by  some  organization. 

The  only  organization  that  we  as  a profession 
possess  that  can  play  this  role  is  the  AMA. 


MOBILE  AND  ATTACHE 
PHONES 

Place  and  Receive  calls  as  on  your  office 
phone.  Add  hours  of  productive  time  to  your 
schedule,  be  in  constant  contact  for  those 
emergencies. 


FREE  INSTALLATION, 

ONE  YEAR  WARRANTY  ON  ALL  EQUIPMENT 
Write  your  Tele-Communications  Specialists 

TELE-COM  CO. 

1395  E.  DUBLIN-GRANVILLE  ROAD 
COLUMBUS.  OHIO  43229  or 
Phone:  Columbus  614/846-3855 
Cleveland  216/243-6410 
fSee  Page  4271 
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CUYAHOGA  (Contd.) 
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Following  are  names  of  new  members  of  the 
Ohio  State  Medical  Association  certified  to  the 
headcjuarters  office  during  April.  List  shows  name 
of  physician,  county,  and  city  in  which  he  is 
practicing,  or  in  which  he  is  taking  postgraduate 
work. 


.4LLEN  (Lima) 

Cheung  S.  Shin 
Mostafa  Noori 
David  Braun  Steiner 

.AUGLAIZE 

Yeong-Cheol  Koh, 

St.  Marys 

BELMONT 
Ki-Yong  Sohn 
Bellaire 

Yung-Chun  Tsai 
Bellaire 

COLUMBIANA 

Romulo  G.  Morales 
Salineville 


CUYAHOGA  (Cleveland, 
except  as  noted) 

Felix  Arakaki 
Carl  F.  Asseff 
Juanito  V.  Cua 
Victor  J.  DeXIarco 
Earl  J.  Fleegler 
Saul  XI.  Genuth 
Allan  R.  Goldstein 
Arnold  H.  Greenhouse 
Frank  H.  Hendricks,  Jr. 
Arun  Jayavant 
XIario  C.  Leguizamon 
Sutek  Lie 
Rosemary  Lindan 
William  XIourad 
North  Olmsted 
Fabio  Ochoa 


Bienvenido  D.  Ortega 
Grace  M.  Paul 
XIodesto  XL  Peralta,  Jr. 
Howard  J.  Schwartz 
.Ali  N.  Shaikh 
Candida  G.  Sicre 
Ben-Brigido  Supnet 
Irwin  'F.  Wason 

DARKE 

Mahmood  Xlir 
Greenville 

FRANKLIN  (Columbus) 
L.  Eugene  Arnold 
XIarcianito  A.  Bautista 
Stephen  M.  Berger 
David  S.  Brandt 
Soon  P.  Chang 
Rolando  C.  Congbalay 
Leopoldo  L.  Enrile,  Jr. 
David  R.  Kelly 
John  E.  Leach 
Daniel  J.  XIartin 
Richard  S.  XIaterson 
Watson  D.  Parker,  Jr. 
Paul  C.  Redmond 
Augusto  A.  Santos 
John  R.  Schwarzell 
Raman  Shanker 
Robert  A.  Wainer 

HURON 

F.  Frank  Bordbar 
Norwalk 

LOGAN 

David  R.  Miller 
Bellefontaine 
Koo-Hyun  Moon 
Bellefontaine 

LUCAS 

XIary  Ellen  Clifford 
Toledo 

Abraham  Y.  Sim 
Toledo 


MAHONING 

(Youngstown) 

Norma  J.  Hazelbaker 
Chander  XL  Kohli 
Xlilton  L.  Paige 
Nicholas  A.  Pappas 
V.  G.  Raghavan 
Y.  Peter  Sheen 
Ramiro  Albarran  Sotelo 

XIONTGOXIERY 

(Dayton) 

Jeremias  A.  Andrews 
Julius  XL  XIatin 
W Muthiah 

RICHLAND 

John  L.  XIarquardt 
XIansfield 

ROSS 

Catherine  T.  Su 
Chillicothe 

SCIOTO 
Hang  S.  Lee 
Portsmouth 

SUXIMIT  (Akron  except  as 
noted) 

Akbar  Dariushnia 
XIaurice  N.  Johnson 
Harvey  J.  Weil 
Henry  T.  Wong 
Tallmadge 

TRUMBULL  (Warren 
except  as  noted) 

B.  N.  Subbarao 
Newton  Falls 
Oscar  F.  Sterle 
Gil  C.  Rah 

Joseph  E.  T.  Kavanagh 
Ahmet  T.  Cabi 

WILLIAXIS 

Gary  E.  Demuth 
XIontpelier 


THE  O.S.M.A.  SPONSORED  CROUP  TERM  EIEE  INSURANCE 

PAYS  ITS  14th  CONSECUTIVE  DIVIDEND 

and  offers  maximum  benefits  at  low  group  rates,  conversion  to 
permanent  insurance,  and  provides  a Corporate  Employer  Plan. 

Talk  with  the  professional's  professional  insurance  men  which 
have  group  ordinary  life  insurance,  disability,  business  overhead 
expense,  and  excess  major  medical  plans. 


Phone  614/228-6115.  It  pays  to  work  with  professionals. 


TURNER  a SHEPARD,  INC. 

TWELFTH  FLOOR  1 7 SOUTH  HIGH  STREET 

COLUMBUS.  OHIO  43215  PHONE  (614)  228-61 1 5 
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On  all  in-patient 
services... 


a major  problem 


2outof3  . . , 
nosocomial  infections 
are  gram-negative 


Gram-negative  bacteria  magnified  10,000  times — coJor-tinted 


Commonly  encountered 
pathogens  on  all  hospital 
services 


% Incidence 


9% 

2% 


6% 


7% 


7% 


Pathogen 


Escherichia  coli* 


Proteus,  indole-negativ( 


Proteus,  indole-positive* 


Pseudomonas  aeruginosa* 
Klebsiella  pneumoniae* 


Klebsiella-Enterobacter-Serratia* 


Klebsiella,  all  others* 

All  other  gram-negative  organisms 


13%  Staphylococcus  aureus* 

Gram- 

positive 

000/ 

*0  7%  Staphylococcus,  all  others 


10%  Streptococcus,  all  others 

3%  Streptococcus,  beta-hemolytic 

0%  All  other  gram-positive  organisms 


Total  pathogens  21,972 

Source:  Gosselin  Audit  of  Pathology  Cultures — 1971 


*GARAMYCIN  Injectable  is  effective  againsti 
susceptible  strains  of  the  pathogens  indicated. 
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X highly  appropriate 
spectrum  for  today’s  problem 
sathogens 


GARAMYCIN  Injectable  offers  a high 
robability  of  effectiveness  against  susceptible 
:rains  of  seven  out  of  seven  major  gram- 
egative  pathogens.  These  are: 

Escherichia  coii 
Proteus,  indole-negative 
Proteus,  indole-positive 
Pseudomonas  aeruginosa 
Klebsiella  | 

Enterobacter  > species 
Serratia  > 

GARAMYCIN  Injectable  has  also  been  shown 
) be  effective  in  serious  staphylococcal  infec- 
ons.  It  may  be  considered  in  those  infections 
■hen  penicillins  or  other  less  potentially  toxic 
rugs  are  contraindicated  and  bacterial 
jsceptibility  testing  and  clinical  judgment 
idicate  its  use. 


Start  with  Garamycin 

■ Broad  gram-negative  spectrum 

Because  of  its  broad  gram-negative  spectrum  and  its 
well-established  clinical  efficacy,  GARAMYCIN  Injectable 
can  be  considered  for  initial  therapy  in  suspected  as 
well  as  documented  gram-negative  sepsis. 

Stay  with  Garamycin 

■ Susceptibility  of  causative  organisms  confirmed 

The  results  of  susceptibility  tests  will,  in  most  cases, 
demonstrate  the  causative  organisms’  sensitivity  to 
GARAMYCIN  Injectable.  However,  the  decision  to 
continue  therapy  with  this  drug  should  also  be  based  on 
the  severity  of  the  infection  and  the  important  additional 
concepts  contained  in  the  Warning  Box. 

■ Relatively  low  incidence  of  adverse  reactions 
Risk  of  toxic  reactions  is  low  in  patients  with  normal 
renal  function  who  do  not  receive  GARAMYCIN  Injectable 
at  higher  doses  or  for  longer  periods  of  time  than 
recommended. 


1 serious  gram-negative  infections 
pneumonia,  urinary  tract  infections, 
epticemia,  and  wound  infections)*’ 

je  to  susceptible  organisms 


■ Bacterial  resistance  has  not  been  a problem 

In  the  laboratory,  resistance  has  been  demonstrated 
to  develop  slowly  in  stepwise  fashion.  No  one-step 
mutations  to  high  resistance  have  been  reported  to  date. 


On  all  in-patient 
services... 


Garamvan 

gentamicin  I injectable 
sulfate  II.M./I.V.I 


40  mg.percc. 

Each  cc.  contains 
gentamicin  sulfate  equivalent 
to  40  mg.  gentamicin 


WARNING 

Patients  treated  with  GARAMYCIN  Injectable  should  be 
under  close  clinical  observation  because  of  the 
potential  toxicity  associated  with  the  use  of  this  drug. 

Ototoxicity,  both  vestibular  and  auditory,  can  occur 
in  patients,  primarily  those  with  pre-existing  renal 
damage,  treated  with  GARAMYCIN  Injectable,  usually 

I for  longer  periods  or  with  higher  doses  than 
i recommended. 

GARAMYCIN  Injectable  is  potentially  nephrotoxic, 

II  and  this  should  be  kept  in  mind  when  it  is  used  in 
. patients  with  pre-existing  renal  impairment. 

Monitoring  of  renal  and  eighth  nerve  function  is 
I recommended  during  therapy  of  patients  with  known 
impairment  of  renal  function.  This  testing  is  also 
1 recommended  in  patients  with  normal  renal  function  at 
i;  onset  of  therapy  who  develop  evidence  of  nitrogen 
5 retention  (increasing  BUN,  NPN,  creatinine  or  oliguria). 
i Evidence  of  ototoxicity  requires  dosage  adjustments 


or  discontinuance  of  the  drug. 

In  event  of  overdose  or  toxic  reactions,  peritoneal 
dialysis  or  hemodialysis  will  aid  in  removal  of 
gentamicin  from  the  blood. 

Serum  concentrations  should  be  monitored  when 
feasible  and  prolonged  concentrations  above  12  meg./ 
ml.  should  be  avoided. 

Concurrent  use  of  other  neurotoxic  and/or  nephro- 
toxic drugs,  particularly  streptomycin,  neomycin, 
kanamycin,  cephaloridine,  viomycin,  polymyxin  B,  and 
polymyxin  E (colistin),  should  be  avoided. 

The  concurrent  use  of  gentamicin  with  potent 
diuretics  should  be  avoided,  since  certain  diuretics  by 
themselves  may  cause  ototoxicity.  In  addition,  when 
administered  intravenously,  diuretics  may  cause  a rise 
in  gentamicin  serum  level  and  potentiate  neurotoxicity. 
USAGE  IN  PREGNANCY  Safety  for  use  in  pregnancy 
has  not  been  established. 


See  Clinical  Considerations  section  which  follows . . . 


On  all  in-patient  services... 
in  hospital-acquired  gram-negative  infections* 


GARAMYCIN"  Injectable,  brand  of  gentamicin 
sulfate  U.S.P.,  injection,  40  mg./cc. 

Each  cc.  contains  gentamicin  sulfate  equivalent 

to  40  mg.  gentamicin 

For  Parenteral  Administration 


WARNING 

Patients  treated  with  GARAMYCIN  Inject- 
able should  be  under  close  clinical 
observation  because  of  the  potential 
toxicity  associated  with  the  use  of  this  drug. 

Ototoxicity,  both  vestibular  and  auditory, 
can  occur  in  patients,  primarily  those 
with  pre-existing  renal  damage,  treated  with 
GARAMYCIN  Injectable,  usually  for 
longer  periods  or  with  higher  doses  than 
recommended. 

GARAMYCIN  Injectable  is  potentially 
nephrotoxic,  and  this  should  be  kept  in  mind 
when  it  is  used  in  patients  with  pre-existing 
renal  impairment. 

Monitoring  of  renal  and  eighth  nerve 
function  is  recommended  during  therapy  of 
patients  with  known  impairment  of  renal 
function.  This  testing  is  also  recommended 
in  patients  with  normal  renal  function  at 
onset  of  therapy  who  develop  evidence  of 
nitrogen  retention  (increasing  BUN,  NPN, 
creatinine  or  oliguria).  Evidence  of  ototox- 
icity requires  dosage  adjustments  or 
discontinuance  of  the  drug. 

In  event  of  overdose  or  toxic  reactions, 
peritoneal  dialysis  or  hemodialysis  will  aid 
in  removal  of  gentamicin  from  the  blood. 

Serum  concentrations  should  be  moni- 
tored when  feasible  and  prolonged 
concentrations  above  12  meg, /ml.  should 
be  avoided. 

Concurrent  use  of  other  neurotoxic 
and/or  nephrotoxic  drugs,  particularly 
streptomycin,  neomycin,  kanamycin,  cepha- 
loridine,  viomycin,  polymyxin  B,  and 
polymyxin  E (colistin),  should  be  avoided. 

The  concurrent  use  of  gentamicin  with 
potent  diuretics  should  be  avoided,  since 
certain  diuretics  by  themselves  may  cause 
ototoxicity.  In  addition,  when  administered 
intravenously,  diuretics  may  cause  a rise  in 
gentamicin  serum  level  and  potentiate 
neurotoxicity. 

USAGE  IN  PREGNANCY  Safety  for  use 
in  pregnancy  has  not  been  established. 


INDICATIONS  GARAMYCIN  Injectable  is 
indicated,  with  due  regard  for  relative  toxicity  of 
antibiotics,  in  the  treatment  of  serious  infections 
caused  by  susceptible  strains  of  the  following 
microorganisms: 

Pseudomonas  aeruginosa,  Proteus  species 
(indole-positive  and  indole-negative),  Escherichia 
coli  and  Klebsiella-Enterobacter-Serratia  species. 

Clinical  studies  have  shown  GARAMYCIN 
Injectable  to  be  effective  in  septicemia  and  serious 
infections  of  the  central  nervous  system  (meningitis), 
urinary  tract,  respiratory  tract,  gastrointestinal  tract, 
skin  and  soft  tissue  (including  burns). 

Bacteriologic  tests  to  determine  the  causative 
organisms  and  their  susceptibility  to  gentamicin 
should  be  performed. 


•Due  to  susceptible  organisms 


Garamyan 

gentamian  I injectable 
sulfate  II.M./I.V.I 


Also  available: 

GARAMYCIN®  Pediatric  Injectable,  10  mg.  per  cc. 


40mg.percc. 

Each  cc.  contains 
gentamicin  sulfate  equivalent 
to  40  mg  gentamicin 


Bacterial  resistance  to  gentamicin  develops  slowly 
in  stepwise  fashion;  there  have  been  no  one-step 
mutations  to  high  resistance. 

In  suspected  or  documented  gram-negative 
sepsis,  GARAMYCIN  may  be  considered  as  initial 
therapy.  The  decision  to  continue  therapy  with  this 
drug  should  be  based  on  the  results  of  susceptibility 
tests,  the  severity  of  the  infection,  and  the  important 
additional  concepts  contained  in  the  Warning  Box. 

In  the  neonate  with  suspected  sepsis  or  staphylo- 
coccal pneumonia,  a penicillin  type  drug  is  usually 
indicated  as  concomitant  antimicrobial  therapy. 

GARAMYCIN  Injectable  has  been  shown  to  be 
effective  in  serious  staphylococcal  infections.  It 
may  be  considered  in  those  infections  when  peni- 
cillins or  other  less  potentially  toxic  drugs  are 
contraindicated  and  bacterial  susceptibility  testing 
and  clinical  judgment  indicate  Its  use. 
CONTRAINDICATIONS  A history  of  hypersensi- 
tivity to  gentamicin  is  a contraindication  to  its  use. 
WARNINGS  See  Warning  Box. 

PRECAUTIONS  Neuromuscular  blockade  and 
respiratory  paralysis  have  been  reported  in  the  cat 
receiving  high  doses  (40  mg. /kg.)  of  gentamicin. 

The  possibility  of  these  phenomena  occurring  in 
man  should  be  considered  if  gentamicin  is  admin- 
istered to  patients  receiving  neuromuscular  blocking 
agents  such  as  succinylcholine  and  tubocurarine. 

Treatment  with  gentamicin  may  result  in  over- 
growth of  nonsusceptible  organisms.  If  this  occurs, 
appropriate  therapy  is  indicated. 

ADVERSE  REACTIONS 

Nephrotoxicity:  Adverse  renal  effects,  as  demon- 
strated by  rising  BUN,  NPN,  serum  creatinine  and 
oliguria,  have  been  reported.  They  occur  more 
frequently  in  patients  with  a history  of  renal  impair- 
ment treated  with  larger  than  recommended  dosage. 

Neurotoxicity:  Adverse  effects  on  both  vestibular 
and  auditory  branches  of  the  eighth  nerve  have 
been  reported  in  patients  on  high  dosage  and/or 
prolonged  therapy.  Symptoms  include  dizziness, 
vertigo,  tinnitus,  roaring  in  the  ears  and  hearing  loss. 

Numbness,  skin  tingling,  muscle  twitching,  and 
convulsions  have  also  been  reported. 

Note:  The  risk  of  toxic  reactions  is  low  in  patients 
with  normal  renal  function  who  do  not  receive 
GARAMYCIN  Injectable  at  higher  doses  or  for 
longer  periods  of  time  than  recommended. 

Other  reported  adverse  reactions,  possibly  related 
to  gentamicin,  include  increased  serum  transami- 
nase (SGOT,  SGPT),  increased  serum  bilirubin, 
transient  hepatomegaly,  decreased  serum  calcium; 
splenomegaly,  anemia,  increased  and  decreased 
reticulocyte  counts,  granulocytopenia,  thrombocy- 
topenia, purpura;  fever,  rash,  itching,  urticaria, 
generalized  burning,  joint  pain,  laryngeal  edema; 
nausea,  vomiting,  headache,  increased  salivation, 
lethargy  and  decreased  appetite,  weight  loss, 
pulmonary  fibrosis,  hypotension  and  hypertension. 
DOSAGE  AND  ADMINISTRATION  GARAMYCIN 
Injectable  may  be  given  intramuscularly  or 
intravenously. 

For  Intramuscular  Administration: 

PATIENTS  WITH  NORMAL  RENAL  FUNCTION* 

Adults:  The  recommended  dosage  for 
GARAMYOIN  Injectable  for  patients  with  serious 
infections  and  normal  renal  function  is  3 mg. /kg./ 
day,  administered  in  three  equal  doses  every 
8 hours. 

For  patients  weighing  over  60  kg.  (132  lb.),  the 
usual  dosage  is  80  mg.  (2  cc.)  three  times  daily. 

For  patients  weighing  60  kg.  (132  lb.)  or  less,  the 


usual  dose  is  60  mg.  (1.5  cc.)  three  times  daily. 

In  patients  with  life-threatening  infections,  dos- 
ages up  to  5 mg. /kg. /day  may  be  administered  in 
three  or  four  equal  doses.  This  dosage  should  be 
reduced  to  3 mg. /kg. /day  as  soon  as  clinically 
indicated. 

•In  children  and  infants,  the  newborn,  and 
patients  with  impaired  renal  function,  dosage  must 
be  adjusted  in  accordance  with  instructions  set 
forth  in  the  Package  Insert. 

For  Intravenous  Administration: 

The  intravenous  administration  of  GARAMYCIN 
Injectable  is  recommended  in  those  circumstances 
when  the  intramuscular  route  is  not  feasible  (e  g., 
patients  in  shock,  with  hematologic  disorders,  with 
severe  burns,  or  with  reduced  muscle  mass). 

For  intravenous  administration,  in  adults,  a single 
dose  of  GARAMYCIN  Injectable  may  be  diluted  In 
1 00  or  200  cc.  of  sterile  normal  saline  or  in  a sterile 
solution  of  dextrose  5%  in  water;  in  infants  and 
children,  the  volume  of  diluent  should  be  less.  The 
concentration  of  gentamicin  in  solution,  in  both 
instances  should  normally  not  exceed  1 mg./cc. 

(0.1  %).  The  solution  is  infused  over  a period  of 
1 to  2 hours. 

The  recommended  dose  for  intravenous  adminis- 
tration is  identical  to  that  recommended  for  intra- 
muscular use. 

GARAMYCIN  Injectable  should  not  be  physically 
pre-mixed  with  other  drugs,  but  should  be  adminis- 
tered separately  in  accordance  with  the  recom- 
mended route  of  administration  and  dosage 
schedule. 

HOW  SUPPLIED  GARAMYCIN  Injectable,  40  mg. 
per  cc.,  2 cc.  multiple-dose  vials  for  parenteral 
administration. 

Also  available,  GARAMYCIN  Pediatric  Injectable, 
10  mg  per  cc..  2 cc.  multiple-dose  vials  for 
parenteral  administration.  APRIL,  1972 

AHFS  Category  8:12  28 

For  more  complete  prescribing  details,  consult 
Package  Insert  or  Physicians’  Desk  Reference. 
Schering  literature  is  also  available  from  your 
Schering  Representative  or  Professional  Services 
Department,  Schering  Corporation,  Kenilworth, 
New  Jersey  07033. 


Audio  Cassette  Tapes 
Now  Available  from  AMA 

The  American  Medical  Association  has  re- 
cently inaugurated  for  its  membership  an  Audio 
Cassette  tape  service  through  which  highlights  of 
recent  AMA  meetings,  symposia  and  conferences 
are  summarized. 

These  tapes  are  also  available  to  editors  and 
writers.  Each  plays  one  hour.  Meeting  reports 
now  available  on  tape  are  as  follows: 

26th  AMA  Clinical  Convention 
Air  Pollution  Research  Conference 
32nd  Annual  Congress  on  Occupational 
Health 

Aledical  Complications  of  Drug  Abuse 
Panel  Discussion — Present  Consumer  Reality 
and  Its  Determinants 
Symposium  on  Manpower  Distribution 
American  Association  of  Foundations  for 
Medical  Care 

14th  National  Conference  on  Medical  Aspects 
of  Sports 

Symposium  on  Environmental  Quality  and 
Food  Supply 

1973  National  Medicolegal  Symposium 
26th  National  Conference  on  Rural  Health 
7th  National  Congress  on  the  Socio-Econom- 
ics of  Health  Care 

The  tapes  may  be  purchased  at  $5  each. 
Address  orders  to  Department  of  Radio-TV-Film, 
American  Medical  Association,  535  N.  Dearborn 
St.,  Chicago,  Illinois  60610. 

Home  Inhalation  Therapy 
Started  on  Trial  Basis 

The  remainder  of  1973  will  be  a demonstra- 
tion period  in  Central  Ohio  for  an  “Inhalation 
Therapy  Home  Care  Service.”  Designed  to  pro- 
vide inhalation  therapy  (IPPB)  for  the  respiratory 
disease  patient  in  the  home,  the  program  is  jointly 
sponsored  by  the  Central  Ohio  Lung  Association 
(formerly  Tuberculosis  Society),  185  South  Fifth 
Street,  Columbus  43215,  and  the  Community 
Health  Care  Service  of  the  Columbus  Health  De- 
partment, 181  South  Washington  Blvd.,  Columbus 
43215. 

Patients  are  referred  by  a licensed  practicing 
physician.  Prescribed  treatment  is  established  by 
the  physician  on  a form  provided  by  the  Columbus 
Health  Department.  Upon  receipt  of  a referral,  a 
licensed  practical  nurse  places  an  IPPB  unit  in  the 
patient’s  home  and  instructs  him  in  its  use  and 
care.  Instruction  on  the  use  of  oxygen  is  given  if 
prescribed.  After  the  initial  visit  by  the  practical 
nurse,  the  referring  physician  is  contacted  to  deter- 


mine if  additional  nursing  services  such  as  breath- 
ing exercises,  diet  counseling,  postural  drainage, 
etc.,  are  indicated. 

The  program  provides  the  IPPB  unit  for  a trial 
period  of  60  days  at  no  cost,  but  this  does  not  in- 
clude the  cost  of  medication,  oxygen,  etc.  Toward 
the  end  of  the  60-day  period  the  physician  is  re- 
quested to  assess  the  effect  of  the  program.  If 
home  treatment  is  to  be  continued,  the  patient  will 
have  to  purchase  the  necessary  equipment. 

At  the  end  of  the  demonstration  period,  the 
program  will  be  assessed  and  the  Community 
Flealth  Care  Service  will  determine  its  future  as  a 
potential  part  of  the  overall  program. 


The  American  Academy  of  Family  Physicians 
has  announced  the  second  printing  of  its  text 
Family  Practice,  a basic  book  for  students  and 
residents  in  family  practice  and  a reference  work 
for  practicing  physicians.  The  book  contained 
about  1,065  pages  with  350  illustrations.  Order 
from  W.  B.  Saunders  Co.,  West  Washington 
Square,  Philadelphia,  Pa.  19105;  price  $33.00. 


YOUR  OWN 

24-Hour  Answering  Service 


RECORD-A-CALL  will  take  those  calls  for  you 
for  only  $1 4.83/month. 

Remote  Models  and  Answer-Only  Units 
Also  Available 

FREE  INSTALLATION, 

ONE  YEAR  WARRANTY  ON  ALL  EQUIPMENT 
Write  your  Tele-Communications  Specialists 

TELE-COM  CO. 

139S  E.  DUBLIN-GRANVILLE  ROAD 
COLUMBUS,  OHIO  43229  or 
Phone:  Columbus  614/846-3855 
Cleveland  216/243-6410 
(See  Page  4211 
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Services  for  Ohio’s  Crippled  Children 

Medical  Centers  in  Ohio  Approved  to  Provide  Services  for  Children 
Requiring  Diagnosis  and  or  Treatment  of  Cardiac  Conditions 


Any  physician  who  believes  a child  under  his 
care  is  eligible  for  treatment  under  the  Bureau  of 
Crippled  Children  Services  may  inquire  through 
any  one  of  a number  of  agencies  throughout  the 
State.  The  following  information  on  these  agencies 
and  their  services  was  furnished  to  The  Journal 
by  Elizabeth  R.  Aplin,  M.D.,  Bureau  medical  di- 
rector, and  Eleanora  Hippie,  administrative  spe- 
cialist. 

A NY  INDIVIDUAL  under  the  age  of  21  who 
^ has  an  organic  disease,  defect,  or  condition 
which  may  hinder  the  achievement  of  normal 
growth  and  development  may  be  eligible  for  as- 
sistance from  The  Bureau  of  Crippled  Children 
Services,  527  South  High  Street,  Columbus  43215; 
Telephone  (614)  469-4114. 

Every  State  Crippled  Children’s  Agency  tries 
to  locate  crippled  children  and  must  follow  certain 
jjolicies  set  forth  by  the  Maternal  and  Child 
Health  Service  under  Title  V of  the  Social  Secur- 
ity Act. 

The  State  must  assure  a reasonably  high 
standard  for  personnel  and  facilities. 

I lealth  services  of  crippled  children’s  pro- 
grams must  be  under  the  direction  of  a phy- 
sician. 

When  a State  Agency  assumes  responsi- 
bility for  payment  of  the  treatment  of  a child, 
the  physician  in  charge  must  work  out  a 
well-rounded  plan  of  care  which  the  agency 
must  approve  before  payment  is  authorized. 

Every  State  Crippled  Children  Service 
must  provide  diagnostic  services  without 
charge  to  the  children  who  are  brought  to 
its  Crippled  Children’s  Clinics. 

Since  care  of  a handicapped  child  may  be  a 
financial  burden  greater  than  the  parents  can  bear, 
the  agency  will  help  parents  with  financial  plan- 
ning and  may  assume  part  or  all  of  the  cost  of 
care,  depending  on  the  child’s  condition  and  the 
family  resources. 

Appropriations  are  the  most  important  factor 


in  determining  requirements.  There  are  income 
guidelines  to  determine  eligibility.  However,  there 
are  often  circumstances  which  may  make  the 
higher-income  family  eligible.  This  is  determined 
by  the  State  agency  on  the  basis  of  information 
submitted  by  the  parents.  It  is  necessary  for  the 
agency  to  budget  carefully  so  that  the  program 
may  help  families  in  greatest  need. 

Following  is  a list  of  Heart  Centers  that  have 
been  designated  by  the  Bureau  to  provide  the 
types  of  heart  services  described.  Approval  of  these 
Centers  follows  careful  survey  and  study  by  the 
Bureau  of  Crippled  Childrens’  Committee  for  Re- 
view of  Standards  for  Pediatric  Cardiology 
throughout  Ohio  in  compliance  with  the  guide- 
lines established  by  the  American  Heart  Asso- 
ciation. 

Referrals  of  children,  under  21,  with  any 
type  of  suspected  cardiac  condition  should  be  di- 
rected to  these  centers  as  they  are  equipped  to 
provide  the  quality  of  services  for  any  child 
throughout  Ohio. 

If  it  appears  that  the  parents  will  require 
assistance  from  the  Bureau  of  Crippled  Children’s 
Services,  the  procedure  will  be  greatly  simplified 
if  initial  referral  is  made  to  the  listed  Cardiac 
Centers. 

The  list  indicates  names  of  team  members 
and  the  type  of  services  available. 


Children’s  Hospital 

West  Buchtel  Avenue  & Bowery  Street 

Akron  44308 

Tele:  216/253-5531 

(Catheterization,  Closed  Heart  Surgery) 
John  D.  Kramer,  M.D. 

V.  V.  Sreenivasan,  M.D. 

Yenching  Wu,  M.D. 

Wm.  Falor,  M.D. 

Frank  Lansden,  M.D. 

Earl  Shields,  M.D. 
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Children’s  Hospital 
Elland  and  Bethesda  Avenue 
Cincinnati  45229 
Tele:  513/861-8000 

(Catheterization,  Closed  Heart  Surgery,  Open 
Heart  Surgery) 

David  Schwartz,  M.D. 

Samuel  Kaplan,  M.D. 

George  Benzing,  HI,  M.D. 

Richard  Meyer,  M.D. 

J.  A.  Helmsworth,  M.D. 

Tracy  Schreiber,  M.D. 

Good  Samaritan  Hospital 
3217  Glifton  Avenue 
Cincinnati  45220 
Tele:  513/872-1400 
( Catheterization ) 

Georges  Daoud,  M.D. 

Babies  and  Children’s  Hospital 
2103  Adelbert  Road 
Cleveland  44106 
Tele:  216/791-7300 

(Catheterization,  Open  Heart  Surgery,  Closed 
Heart  Surgery) 

Victor  Whitman,  M.D. 

Jerome  Liebman,  M.D. 

Jay  L.  Ankeney,  M.D. 

D.  W.  van  Heeckeren,  M.D. 


Cleveland  Metropolitan  General 
3395  Scranton  Road 
Cleveland  44109 
Tele:  216/398-6000 
( Catheterization ) 

Elmerice  Traks,  M.D. 

Children’s  Hospital 
561  South  17th  Street 
Columbus  43205 
Tele:  614/253-8841 

(Catheterization,  Closed  Heart  Surgery,  Open 
Heart  Surgery) 

Don  M.  Hosier,  M.D. 

Jo  Craenen,  M.D. 
iloward  Sirak,  M.D. 

James  W.  Kilman,  M.D. 

John  S.  Vasko,  M.D. 

Thomas  E.  Williams,  M.D. 

Dayton  Children’s  Medical  Center 
1735  Chapel  Street 
Dayton  45404 
Tele:  513/461-4790 
(Catheterization,  Closed  Heart  Surgery) 
Dwight  Tuuri,  M.D. 

Stuart  M.  Denmark,  M.D. 

Kenneth  H.  Oberhue,  M.D. 

Richard  A.  DeWall,  M.D. 


Cardiac  Clinics  Sponsored  by  Ohio 
Bureau  of  Crippled  Children  Services 


Adams  County  Health  Department 
West  Union 

Louise  Rauh,  M.D. 

Nelsonville  TB  Center 
Nelsonville 

Donald  Hosier,  M.D. 

Martins  Ferry  Hospital 
Martins  Ferry 

Donald  Hosier,  M.D. 

Gallia  County  Health  Department 
Gallipolis 

Donald  Hosier,  M.D. 

Greene  Gounty  Health  Department 
Xenia 

Dwight  Tuuri,  M.D. 


Highland  Gounty  Health  Department 
Hillsboro 

Louise  Rauh,  M.D. 

Hocking  County  Health  Department 
Logan 

Donald  Hosier,  M.D. 

Lawrence  County  Health  Department 
Ironton 

Donald  Hosier,  M.D. 

Preble  County  Health  Department 
Eaton 

Dwight  Tuuri,  M.D. 

Washington  County  Health  Department 
Marietta 

Donald  Hosier,  M.D. 


Referrals  to  these  clinics  are  accepted  from  local  physicians  who  have  determined 
that  the  child  under  age  21  requires  evaluation  by  the  pediatric  cardiologist.  Physicians 
may  direct  their  referrals  to  the  local  health  department.  Included  are  names  of  pedi- 
atric cardiologists  at  respective  clinics. 
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KEEPING  UP 


Continuing  Education  Opportunities 
for  Physicians  in  Ohio 


June 

Laparoscopies — Youngstown  Hospital  Associ- 
ation; June  7,  8:00  p.m.  Guest  Professor,  E.  P. 
Peterson,  M.D.,  tVoinen’s  Hospital  of  the  Univer- 
sity of  Michigan  Medical  Genter. 

Infectious  Hepatitis  (G.  I.  Conference)  — St. 
Elizabeth  Ho.spital,  Youngstown,  June  12,  Dr. 
Gaylord. 

Cleveland  Syinposiuni  on  Infectious  Diseases 
- - Cosponsored  by  the  Cleveland  Clinic  Educa- 
tional Foundation  and  the  .\inerican  Society  for 
Cdinical  Pharmacology  and  Therapeutics,  at  the 
Clinic,  9500  Euclid  .\ve.,  Cleveland  44106,  June 
13-14. 

Visiting  Professor  Program  - — Akron  City 
Hospital,  525  Market  St.,  June  14-15;  Beverley 
T.  Mead,  M.D.,  chairman,  Department  of  Psychi- 
atry, Creighton  University  School  of  Medicine. 

Obesity  (Endocrinology  Conference)  - — ■ St. 
Elizabeth  Hospital,  Youngstown,  June  16,  Dr. 
Jung. 

.Myelofibrosis  with  Myeloid  Metaplasia  (He- 
matology Conference)  — St.  Elizabeth  Hospital, 
Department  of  Medicine,  Youngstown,  June  18. 

Malabsorption  Syndrome  (G.  I.  Conference) 
--  St.  Elizabeth  Hospital,  Youngstown,  June  19, 
Dr.  Gregori. 

Endocrine  Problems  (Endocrinology  Confer- 
ence) — St.  Elizabeth  Hospital,  Youngstown,  June 
23;  Dr.  Jung. 

Cirrhosis  of  the  Liver  (G.  I.  Conference)  — 
St.  Elizabeth  Hospital,  Youngstown,  June  26,  Dr. 
Gaylord. 


Publication  deadlines  require  that  no- 
tices of  postgraduate  courses,  in  order  to 
be  published  in  these  columns,  must  be 
received  in  The  Journal  office  at  least  60 
days  before  the  course  is  scheduled  to  be 
given. 


Hypothyroidism  (Endocrinology  Conference) 
— St.  Elizabeth  Hospital,  Youngstown,  June  30, 
Dr.  Jung. 


July 

Urologic  Outing  — Sponsored  by  the  OSU 
College  of  Medicine,  July  30  - .August  1,  at  At- 
wood Lodge  (between  New  Philadelphia  and 
Carrollton);  for  details  contact  the  Center  for 
Continuing  Medical  Education,  A-352  Starling 
Loving,  320  W.  Tenth  Ave.,  Columbus  43210. 

August 

Ohio  Academy  of  Family  Physicians  Annual 
Scientific  Assembly  — Sheraton-Columbus  Motor 
Hotel,  downtown  Columbus,  August  3-5.  For  de- 
tails, contact  the  Academy  at  4075  N.  High  St., 
Columbus  43214. 

Fifth  Semiannual  Short  Course  on  Laser 
Safety — Sponsored  by  the  Medical  Laser  Labora- 
tory and  the  office  of  Continuing  Medical  Educa- 
tion (CONMED)  of  the  University  of  Cincinnati; 
.\ugust  6-10;  at  the  University;  tuition  $325; 
course  director,  R.  James  Rockwell,  Jr.,  for  details 
contact  CONMED,  1 14  Medical  College,  Cincin- 
nati 45219;  phone  513/861-8000,  Ext.  405. 
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unique  10-grain  buffered  aspirin 

CAIVWL  INLAY-TABS 

Each  tablet  contains  aspirin,  600  mg.  (10  grains);  magnesium  hydroxide,  N.F.,  150  mg.; 
aluminum  hydroxide  dried  gel,  150  mg. 

Unique  design.  In  shape,  size  and  color, 

CAMA  looks  like  no  other  aspirin.  It  gives 
patients  an  “individualized”  medication— one 
they  may  find  more  acceptable  and  possibly 
respond  to  more  positively. 

Fits  prescribing  patterns.  CAMA’s  10-grain 
aspirin  strength  is  suited  to  the  higher  dosage 
regimens  generally  used  for  arthritis. 

Adjustable  dosage.  Scored  tablet  lets  you 
increase  or  decrease  dosage  in  5 or  10  grain 
increments. 


Economical.  CAMA  costs  no  more  per  dose 
than  many  5-grain  buffered  aspirin  tablets. 
Give  your  arthritic  patients  the  added  benefits 
of  CAMA.  Ask  your  Dorsey  representative  for  a 
generous  supply  or  write  Director  of 
Professional  Relations. 

Dor/ey 

LABORATORIES  ^ 

Division  of  Sandoz-Wander,  Inc. 

Lincoln,  Nebraska  68501 


an  effective  combination  of  medication 
and  psychoiogy  for  rheumatoid  arthritis 


Community  Health  News 

Ohio  Department  of  Health 

John  II.  Ackerman,  M.I).,  Deputy  Director 


Clontinuing  rainfall  this  sjjring  has  resulted  in 
a great  deal  of  standing  water.  We  anticipate  large 
mosejuito  jjopulations  this  summer  and  an  in- 
creased incidence  of  California  Encephalitis.  The 
Ohio  Department  of  Health  provides  diagnostic 
serologic  testing  for  suspected  cases.  Acute  and 
convalescent  sera  are  required. 

* * * 

Small  outbreaks  of  erythema  infectiosum 
(Fifth  Disease)  have  been  occurring  around  the 
State.  Isolation  and  exclusion  from  school  are  not 
reejuired  for  this  disease  except  when  symptoms 
are  severe  enough  to  recjuire  bed  rest.  Some  adults 
may  show  symptoms  of  arthralgia  if  infected. 

* * * 

Several  small  outbreaks  of  rubella  have  oc- 
curred in  high  schools  this  past  winter.  There  has 


been  no  spread  to  the  community  or  to  jireschool 
children.  Some  diagnostic  problems  have  arisen 
because  of  the  concurrent  incidence  of  erythema 
infectiosum.  Diagnostic  serology  for  rubella  infec- 
tions is  available  from  the  Ohio  Department  of 
Health. 

* * * 

During  the  first  nine  months  of  the  gonorrhea 
control  program,  198,000  females  have  been  cul- 
tured. Of  these,  9,000  were  positive  or  approxi- 
mately 5 percent.  The  ratio  of  male  to  female  cases 
has  been  reduced  from  1:7:1  to  1:4:1.  There  has 
been  overall  only  a slight  increase  in  total  cases  in 
1972.  Continuing  efforts  to  detect  infections  in 
females  may  result  in  decreases  in  incidence  of 
gonorrhea  this  year. 


NEW 


IVY  CAPS 


a pre-season  prophylaxis  to 

STOP 


POISON  IVY 
REACTION 

in  9 out  of  10  cases 

Improvement  of  a Formula  used  by 
Allergists  for  over  50  years 

• Full  season  protection  with  only 
200  IVY  CAPS 

• Just  Pennies  a Day 

• Sig— 1 Capsule  per  day 

• A natural  product  of  pure  plant 
oleoresins 

Send  for  Free  Test  Patches,  Information 

Exclusive  Distributors: 


ALLERGY 

LABORATORIES 

OF  OHIO,  INC. 


150  EAST  BROAD  STREET,  COLUMBUS,  OHiO  43215 
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need  equipment? 
use  our  Capital— not  yours 


Conserve  your  capital  and  improve  cash  flow— lease 
business  or  professional  equipment  from  Capital  Finan- 
cial Services  Leasing. 

We  lease  just  about  everything  except  large  rolling 
slock,  and  we  lease  it  in  a hurry.  Most  lease  arrange- 
ments are  completed  within  five  days. 

Equipment  leasing  gives  you  the  advantages  of  new 
equipment  without  the  disadvantages  of  large  capital 
outlay.  No  down  payment  is  needed.  Lease  charges  are 


ordinary  business  expenses  and  may  be  written  off 
accordingly. 

Ask  your  accountant  about  the  tax  and  accounting  ad- 
vantages of  equipment  leasing,  then  call  and  tell  us  what 
you  need.  You  can  lease  office  communications  systems, 
new  furniture,  instruments,  everything  from  typewriters  to 
tables,  from  accounting  machines  to  X-ray  equipment. 

Call  George  Stumpf  614/228-6301  collect  or  mail  the 
coupon  below. 


L 


Name 

Street 

City  and  State 

Type  of  equipment  needed 
Business/Oftice  Name 


rr^ 


Capital 

Financial 


Exec.  Offices  100  E.  Broad  St.  Columbus,  Ohio  43215 
Affiliated  with  THE  CONTINENTAL  CORPORATION 


we  can  provide 
some  form  of 
health  insurance 
to . . . 


of  OSMA  members—regardless  of  health  history 


Complete  protection  is  available  for  you  and 
your  family  with  the  OSMA  sponsored  Extra  1 
Cash  Hospital  Plan  and  comprehensive  Major  j 
Medical  Insurance.  Also  available  to  Ohio  phy-  | 
sicians  are  Disability  Income  Protection,  Practice  i 
Overhead  Expense  Protection  and  Accidental  i 
Death,  Dismemberment  and  Disability  Insurance. 
Choose  the  plans  that  fill  your  insurance  needs 
and  send  the  coupon  today  for  complete  de- 
tails. Or  better  yet,  for  immediate  information,  I 
call  us  collect!  I 

Spencer  W.  Cunningham 
DANIELS-HEAD  & ASSOCIATES,  INC.  | 

Daniels-Head  Building  I 

Portsmouth,  Ohio  45662  I 

Telephone  614/354-4561  I 


I have  checked  the  plans  in  which  I am  most  interested.  Please 
send  me  complete  details  on  how  I can  take  advantage  of  this 
high  value  insurance  protection  at  low  group  rates. 

OSMA  SPONSORED  PLANS 

□ EXTRA  CASH  HOSPITAL  □ COMPREHENSIVE  MAJOR 

PLAN  MEDICAL  INSURANCE 

ALSO  AVAILABLE  TO  OHIO  PHYSICIANS 

□ DISABILITY  INCOME  □ PRACTICE  OVERHEAD 

PROTECTION  EXPENSE  PROTECTION 

□ ACCIDENTAL  DEATH,  DISMEMBERMENT  and  DISABILITY 
INSURANCE 

Name 

Address  

City 

State Zi  p 


I 
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Wanted:  Notes  on  Renowned 
Physieians  and  Their  Faith 

The  following  communication  was  sent  to 
The  Journal  with  the  request  that  it  be  published 
for  the  information  of  Ohio  physicians  and  other 
interested  persons. 

“I  am  editing  a book  on  renown  and  notable 
physicians  and  their  faith. 

“I  am  interested  in  obtaining  contributors 
who  have  a special  knowledge  of  the  faith  and/or 
religion  of  one  or  more  notable  and  outstanding 
physicians.  I am  considering  such  ph)-sicians  as 
Sir  William  Osier,  and  Sir  William  Fleming,  how- 
ever the  notable  physicians  could  still  be  alive. 

“Anyone  interested  in  this  project  or  who 
would  suggest  renown  physicians  to  write  about 
may  contact  me  at  the  following  address:  Claude 
Frazier,  M.D.,  4-C  Doctor’s  Park,  Asheville, 
NC  28801.” 


American  College  of  Surgeons 
To  Meet  in  Chicago 

The  59th  annual  Clinical  Congress  of  the 
American  College  of  Surgeons  will  be  held  in 
Chicago,  October  15-19.  Official  headquarters  will 
be  the  Conrad  Hilton  Hotel,  with  sessions  at 
McCormick  Place  and  several  area  hotels. 

The  Clinical  Congress  is  open  to  all  doctors 
of  medicine.  Official  forms  for  registration,  hous- 
ing and  postgraduate  courses  are  available.  Con- 
tact Fred  Spillman,  Convention  Manager,  Ameri- 
can College  of  Surgeons,  55  E.  Erie  Street,  Chi- 
cago, Illinois  60611;  phone  312/664-4050.  Dr. 
Edwin  W.  Gerrish,  assistant  director,  is  in  charge 
of  all  scientific  programs  for  the  College. 

Dr.  Kev  D.  McMurrain,  Jr.,  Medical  Di- 
rector, the  Procter  and  Gamble  Company,  Cincin- 
nati, was  named  to  the  Board  of  Directors  of  the 
Industrial  Medical  Association,  at  the  recent  58th 
annual  meeting  in  Denver. 


AVAILABLE  FOR  THE  TREATMENT  OF 

impotence 

due  to  androgenic  deficiency  in  the  American  male. 


BUCCAL  Tabs 


Android  1 5 

Methyltestosterone  N.F.-5  mg. 

Android f 10 

Methyltestosterone  N.F.-10  mg. 

AndroidI  25 

Methyltestosterone  N.F.  -25  mg. 


DESCRIPTION:  Methyltestosterone  is  17/I-Hydroxy-17-MethyIandrost-4-et 
3-one. 

ACTIONS:  Methyltestosterone  is  an  oil  soluble  androgenic  hormone. 

INDICATIONS:  In  the  male:  1.  Eunuchoidism  and  eunuchism.  2.  Mali 
climacteric  symptoms  when  these  are  seconlary  to  androgen  deficiency 
3.  Impotence  due  to  androgenic  deficiency.  4.  Postpuberai  cryptot 
chidism  with  evidence  of  hypogonadism. 

Cholestatic  hepatitis  with  jaundice  and  altered  liver  function  tests,  sue 
as  increased  BSP  retention  and  rises  in  SCOT  levels,  have  been  reports 
after  Methyltestosterone.  These  changes  appear  to  be  related  t 
dosage  of  the  drug.  Therefore,  in  the  presence  of  any  changes  in  livt 
function  tests,  drug  should  be  discontinued. 

PRECAUTIONS:  Prolonged  dosage  of  androgen  may  result  in  sodium  aa: 
fluid  retention.  This  may  present  a problem,  especially  in  patient 
with  compromised  cardiac  reserve  or  renal  disease.  In  treating  malt 
for  symptoms  of  climacteric,  avoid  stimulation  to  the  point  of  incret 
ing  the  nervous,  mental,  and  physical  activities  beyond  the  patienh 
cardiovascular  capacity. 

CONTRAINDICATIONS:  Contraindicated  in  persons  with  known  or  se 
pected  carcinoma  of  the  prostate  and  in  carcinoma  of  the  male  breat 
Contraindicated  in  the  presence  of  severe  liver  damage. 

WARNINGS:  if  priapism  or  other  signs  of  excessive  sexual  stimulatk* 
develop,  discontinue  therapy,  in  the  male,  prolonged  administrationk 
excessive  dosage  may  cause  inhibition  of  testicular  function,  w 
resultant  oligospermia  and  decrease  in  ejaculatory  volume.  Use  c^l 
iously  in  young  boys  to  avoid  premature  epiphyseal  closure  or 
cocious  sexual  development.  Hypersensitivity  and  gynecomastia  «. 
occur  rarely.  PBI  may  be  decreased  in  patients  taking  androg# 
Hypercalcemia  may  occur,  particularly  during  therapy  for  metaj 
breast  carcinoma.  If  this  occurs,  the  drug  should  be  discontinued. 

ADVERSE  REACTIONS:  Cholestatic  Jaundice  • Oligospermia  and  > 
creased  ejaculatory  volume.  • Hypercalcemia  particularly  in  pativ 
with  metastic  breast  carcinoma.  This  usually  indicates  progressiov 
bone  metastases.  • Sodium  and  water  retention.  • Priapism  • Vp 
zation  in  female  patients  • Hypersensitivity  and  gynecomastia. 

DOSAGE  AND  ADMINISTRATION:  Dosage  must  be  stricly  individualiil 
as  patients  vary  widely  in  requirements.  Daily  requirements  are  to' 
administered  in  divided  doses.  The  following  chart  is  suggested  asr 
average  daily  dosage  guide. 


INDICATION 
In  the  male: 

Eunuchoidism  and  eunuchism 
Male  climacteric  symptoms  and  impotence 
due  to  androgen  deficiency 
Postpuberai  cryptorchism 

HOW  SUPPLIED:  5,  10.  25  mg.  in  bottles  of  60,  250. 


Average  Daily  Dost^ 
Tablets 


10  to  4C^ 
10  to  4^ 


Write  lor  Literature  and  Sampies 


REFER  TO 

PDR 


THE  BROWN  PHARMACEUTICAL  CO.,  INC 

2500  West  6th  Street,  Los  Angeles,  Calitornia  90057 


I 
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! acute  arthritic  inflammation. ..heat  that  freezes 

I In  acute  rheumatoid  arthritis  consider  Tandearil.  The  anti-inflammatory 
1 action  of  Tandearil  quickly  helps  reduce  heat,  pain,  swelling,  and 
i stiffness.  Results  are  usually  seen  in  3 or  4 days.  Try  it  for  a week  when 
the  symptoms  defy  aspirin  control. 

i Remember  that  Tandearil  is  not  a simple  analgesic.  It  should  not  be  used 
I on  patients  responding  to  routine  therapy.  Before  using,  please  read 
i the  prescribing  information.  It’s  summarized  below. 

I 

'Tandearir  helps  take  the  heat  off 

i,  oxyphenbutazone  NF 

; Geigy 


Tablets  of  100  mg. 

I Important  Note:  This  drug  is  not  a simpie 
anaigesic.  Do  not  administer  casuaily.  Care- 
fully evaluate  patients  before  starting  treat- 
ment and  keep  them  under  close  supervision. 
Obtain  a detailed  history,  and  complete  phys- 
ical and  laboratory  examination  (complete 
hemogram,  urinalysis,  etc.)  before  prescribing 
and  at  frequent  intervals  thereafter.  Carefully 
select  patients,  avoiding  those  responsive  to 
routine  measures,  contraindicated  patients 
or  those  who  cannot  be  observed  frequently. 
Warn  patients  not  to  exceed  recommended 
dosage.  Short-term  relief  of  severe  symptoms 
with  the  smallest  possible  dosage  is  the  goal 
of  therapy.  Dosage  should  be  taken  with  meals 
or  a full  glass  of  milk.  Patients  should  discon- 
tinue the  drug  and  report  immediately  any  sign 

I of:  fever,  sore  throat,  oral  lesions  (symptoms 
of  blood  dyscrasia);  dyspepsia,  epigastric 
pain,  symptoms  of  anemia,  black  or  tarry 
stools  or  other  evidence  of  intestinal  ulcera- 
tion or  hemorrhage,  skin  reactions,  significant 
weight  gain  or  edema.  A one-week  trial  period 
is  adequate.  Discontinue  in  the  absence  of  a 
favorable  response.  Restrict  treatment  periods 
to  one  week  in  patients  over  sixty. 

Indications:  Acute  gouty  arthritis,  rheumatoid 
arthritis,  rheumatoid  spondylitis. 
Contraindications:  Children  14  years  or  less; 
senile  patients;  history  or  symptoms  of  G.l. 
inflammation  or  ulceration  including  severe, 
recurrent  or  persistent  dyspepsia;  history  or 
presence  of  drug  allergy;  blood  dyscrasias; 
renal,  hepatic  or  cardiac  dysfunction;  hyper- 
tension; thyroid  disease;  systemic  edema; 
stomatitis  and  salivary  gland  enlargement  due 
to  the  drug;  polymyalgia  rheumatica  and  tem- 
poral arteritis;  patients  receiving  other  potent 
chemotherapeutic  agents,  or  long-term  anti- 
coagulant therapy. 

Warnings:  Age,  weight,  dosage,  duration  of 
therapy,  existence  of  concomitant  diseases, 
and  concurrent  potent  chemotherapy  affect  in- 
cidence of  toxic  reactions.  Carefully  instruct 
and  observe  the  individual  patient,  especially 
the  aging  (forty  years  and  over)  who  have 
increased  susceptibility  to  the  toxicity  of  the 
drug.  Use  lowest  effective  dosage.  Weigh 
initially  unpredictable  benefits  against  po- 


tential risk  of  severe,  even  fatal,  reactions. 

The  disease  condition  itself  is  unaltered  by 
the  drug.  Use  with  caution  in  first  trimester  of 
pregnancy  and  in  nursing  mothers.  Drug  may 
appear  in  cord  blood  and  breast  milk.  Serious, 
even  fatal,  blood  dyscrasias,  including 
aplastic  anemia,  may  occur  suddenly  despite 
regular  hemograms,  and  may  become  manifest 
days  or  weeks  after  cessation  of  drug.  Any 
significant  change  in  total  white  count,  rela- 
tive decrease  in  granulocytes,  appearance 
of  immature  forms,  or  fall  in  hematocrit  should 
signal  immediate  cessation  of  therapy  and 
complete  hematologic  investigation.  Unex- 
plained bleeding  involving  CNS,  adrenals,  and 
G.l.  tract  has  occurred.  The  drug  may  potenti- 
ate action  of  insulin,  sulfonylurea,  and  sul- 
fonamide-type agents.  Carefully  observe 
patients  taking  these  agents.  Nontoxic  and 
toxic  goiters  and  myxedema  have  been  re- 
ported (the  drug  reduces  iodine  uptake  by  the 
thyroid).  Blurred  vision  can  be  a significant 
toxic  symptom  worthy  of  a complete  ophthal- 
mological  examination.  Swelling  of  ankles  or 
face  in  patients  under  sixty  may  be  prevented 
by  reducing  dosage.  If  edema  occurs  in  pa- 
tients over  sixty,  discontinue  drug. 

Precautions:  The  following  should  be  ac- 
complished at  regular  intervals:  Careful  de- 
tailed history  for  disease  being  treated  and 
detection  of  earliest  signs  of  adverse  reac- 
tions; complete  physical  examination  includ- 
ing check  of  patient's  weight;  complete  weekly 
(especially  for  the  aging)  or  an  every  two 
week  blood  check;  pertinent  laboratory  studies. 
Caution  patients  about  participating  in  activ- 
ity requiring  alertness  and  coordination,  as 
driving  a car,  etc.  Cases  of  leukemia  have 
been  reported  in  patients  with  a history  of 
short-  and  long-term  therapy.  The  majority  of 
these  patients  were  over  forty.  Remember  that 
arthritic-type  pains  can  be  the  presenting 
symptom  of  leukemia. 

Adverse  Reactions:  This  is  a potent  drug;  its 
misuse  can  lead  to  serious  results.  Review 
detailed  information  before  beginning  therapy. 
Ulcerative  esophagitis,  acute  and  reactivated 
gastric  and  duodenal  ulcer  with  perforation 
and  hemorrhage,  ulceration  and  perforation  of 
large  bowel,  occult  G.l.  bleeding  with  anemia. 


gastritis,  epigastric  pain,  hematemesis,  dys- 
pepsia, nausea,  vomiting  and  diarrhea,  ab- 
dominal distention,  agranulocytosis,  aplastic 
anemia,  hemolytic  anemia,  anemia  due  to 
blood  loss  including  occult  G.l.  bleeding, 
thrombocytopenia,  pancytopenia,  leukemia, 
leukopenia,  bone  marrow  depression,  sodium 
and  chloride  retention,  water  retention  and 
edema,  plasma  dilution,  respiratory  alkalosis, 
metabolic  acidosis,  fatal  and  nonfatal  hepa- 
titis (cholestasis  may  or  may  not  be  promi- 
nent), petechiae,  purpura  without  thrombocy- 
topenia, toxic  pruritus,  erythema  nodosum, 
erythema  multiforme,  Stevens-Johnson  syn- 
drome, Lyell's  syndrome  (toxic  necrotizing 
epidermolysis),  exfoliative  dermatitis,  serum 
sickness,  hypersensitivity  angiitis  (poly- 
arteritis), anaphylactic  shock,  urticaria,  arth- 
ralgia, fever,  rashes  (all  allergic  reactions 
require  prompt  and  permanent  withdrawal  of 
the  drug),  proteinuria,  hematuria,  oliguria, 
anuria,  renal  failure  with  azotemia,  glomeru- 
lonephritis, acute  tubular  necrosis,  nephrotic 
syndrome,  bilateral  renal  cortical  necrosis, 
renal  stones,  ureteral  obstruction  with  uric 
acid  crystals  due  to  uricosuric  action  of  drug, 
impaired  renal  function,  cardiac  decompensa- 
tion, hypertension,  pericarditis,  diffuse  inter- 
stitial myocarditis  with  muscle  necrosis, 
perivascular  granulomata,  aggravation  of 
temporal  arteritis  in  patients  with  polymyalgia 
rheumatica,  optic  neuritis,  blurred  vision, 
retinal  hemorrhage,  toxic  amblyopia,  retinal 
detachment,  hearing  loss,  hyperglycemia, 
thyroid  hyperplasia,  toxic  goiter,  association 
of  hyperthyroidism  and  hypothyroidism  (causal 
relationship  not  established),  agitation,  con- 
fusional  states,  lethargy;  CNS  reactions 
associated  with  overdosage,  including  convul- 
sions, euphoria,  psychosis,  depression,  head- 
aches, hallucinations,  giddiness,  vertigo, 
coma,  hyperventilation,  insomnia;  ulcerative 
stomatitis,  salivary  gland  enlargement, 
(B)98-146-800-F  (10/71) 

For  complete  details,  Including  dosage, 
please  see  lull  prescribing  Inlormatlon. 

GEIGY  Pharmaceuticals 
Division  of  CIBA-GEIG'/  Corporation 
Ardsley,  New  York  10502 
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"Too  many  doctors  are  indiffe 
ent  to  the  economic  consequences : 
their  decisions.”  So  stated  a recent 
issue  of  Medical  News  Report  (De- 
cember4, 1972),  an  independent  ' 
weekly  newsletter  published  by  foml: 
AMA  Chief  Executive  F.  J.  L.  Blasin- 1 
game,  M.D.  I 

Doctor,  are  you  indifferent...?  ; 

In  discussing  an  anticipated  in  | 
crease  in  Blue  Shield  rates.  Dr.  Blasj 
ingame’s  newsletter  had  this  to  say:  j, 
“In  general,  it  can  be  said,  MD', 
have  given  the  impression  they  are  I, 
not  particularly  concerned  with  the  - 
increase  in  cost  of  health  care  toths| 
patients. . . ^ 

“True,  an  MD's  training  is  pri- , 
marily  scientific,  but  in  the  real  wor, 
of  practice,  all  of  his  scientific  deci- 
sions have  a price  tag,  or  an  econorl 
impact.  The  economics  of  health  caj 
beckon  the  practitioner's  attention 
Concern  for  economics  of  medicine 


C.  Joseph  Stetler 
President 
Pharmaceutical 
Manufacturers 
Association 


When  the  pharmacist  recom- 
mends that  a drug  product  other  th 
the  one  ordered  be  dispensed,  the 
prescriber  invariably  permits  the 
change  when  he  feels  the  best  inte- 
ests  of  the  patient  will  be  served. 

Shortcomings  of  Pro-Substitution 
Argument 

The  fact  remains  that  it  is  neo 
sary  for  the  prescriber  to  know  thal 
the  change  is  being  contemplated, 
and  to  be  in  a position  to  consent  o< 
demur.  Without  that  opportunity,  lie 
unilateral  decision  of  the  pharmacist 
made  in  the  absence  of  clinical  knm 
edge  of  the  patient,  could  exposed 
to  needless  risks,  and  in  addition,, 
jeopardize  the  relationship  between 
the  professions  of  Pharmacy  and 
Medicine.  In  my  view,  there  is  not|f 
in  the  pro-substitution  arguments 
offsets  these  risks. 


^^Prescription 
drugs  - 
who  should 
determine  the 
maker?^^ 


Clifton  J.  Latiolais 
President 
American 
Pharmaceutical 
Association 


The  Issue  of  Drug  Knowledge 

Substitution  advocates  claim  ? 
that  the  primary  justification  for 
changing  the  rules  is  the  desire  to  : 
better  utilize  pharmacists’  knowledf 
about  drugs.  Yet  the  pharmacist’s 
task  to  keep  current  on  the  entire! 
field  of  drug  therapy,  to  some  degref 
puts  him  at  a disadvantage.  Most-' 
often,  a practicing  physician  will  nef ; 
expert  knowledge  of  no  more  than25 ; 


Advertisement 


old  be  an  obligation  of  medical 
3 ice... 

‘‘Medical  societies  ought  to  con- 
ccontinuing  campaigns  to  point 
t le  substantial  savings  that  could 
ralized  thru  deductible  insurance 
d)rotection  for  catastrophic  ill- 
s At  the  very  least,  they  should,  in 
} atients’  interest,  question  the 
:1;s  of  any  insurance  organization 
jtaises  health  care  costs  by  forc- 
f olicyholders  to  buy  insurance 
3^may  not  need  or  want  and  prob- 
lyvon’t  ever  use. 

’“Too  many  doctors  are  indiffer- 
th  the  economic  consequences  of 
decisions.  Too  many,  for  ex- 
ile, habitually  hospitalize  patients 
e convenience  of  the  MD.  It’s 
snse  to  deny  such  habits  exist . . . 
“‘Doctors,  thru  their  medical  so- 
■s,  have  unhesitatingly  appealed 
|!ir  patients  for  support  in  the 
against  government  interference 
'he  private  practice  of  medicine. 
Ihe  public  in  the  past  has  re- 
ded. It’s  time  the  American  Med- 
;,ssociation  and  state  and  local 
jcal  societies  paid  off  the  debt  by 
ive  action  to  hold  down  the  cost 
’idical  care.’’ 

of  Drugs 

Insurance  rates  and  hospital 
I'es  are  only  two  factors  in  health 


care  costs.  The  cost  of  drugs— both 
prescription  and  nonprescription— is 
another. 

And  when  it  comes  to  drug 
costs,  the  nation’s  pharmacists  are 
concerned.  Through  their  national 
professional  society,  the  American 
Pharmaceutical  Association,  pharma- 
cists are  advising  the  public  to  use 
nonprescription  medication  cau- 
tiously and  conservatively,  and  to  seek 
the  advice  of  their  pharmacist  before 
selecting  or  purchasing  such  drugs. 

Outdated  Laws 

The  pharmacist  also  is  aware 
that  when  it  comes  to  prescription 
drugs,  often  he  has  an  even  greater 
opportunity  to  reduce  the  cost  to  the 
patient— with  no  sacrifice  in  the  qual- 
ity of  the  medication  dispensed.  But 
in  many  states,  outdated  and  anti- 
quated laws  prevent  the  pharmacist 
from  engaging  in  drug  product  selec- 
tion. “Drug  product  selection’’  simply 
means  that  the  pharmacist  functions 
in  the  patient’s  interest  by  con- 
sciously choosing,  from  the  multiple 
brands  available,  a low-cost  quality 
brand  of  the  specific  drug  to  be  dis- 
pensed in  response  to  the  physician’s 
prescription  order. 

Much  misinformation  has  been 
purposely  spread  by  those  who  stand 
to  gain  financially  by  maintaining 


high  drug  costs  to  the  public.  An  end- 
less stream  of  propaganda  has  ema- 
nated from  the  drug  industry  in  an 
effort  to  persuade  the  medical  profes- 
sion that  these  so-called  anti-substitu- 
tion laws  should  be  retained.  And  as 
long  as  these  laws  are  retained,  the 
drug  industry  will  continue  its  current 
marketing  practices  which  contribute 
unnecessarily  to  high  drug  costs  to 
patients.  These  practices  also  are  in- 
viting government  agencies  to  expand 
their  restrictive  controls  on  physi- 
cians and  pharmacists. 

APhA  Efforts 

As  pharmacists,  we  are  con- 
cerned about  health  care  costs.  We 
hope  that  every  physician  shares  our 
concern  on  this  vital  issue,  and  will 
give  his  personal  support  to  the  con- 
structive efforts  APhA  has  undertaken 
in  the  interest  of  all  patients. 

( For  a complete  discussion  of 
drug  product  selection,  you  are  invited 
to  request  a free  copy  of  the  "White 
^aper  on  the  Pharmacist's  Role  in 
Product  Selection”  from:  American 
Pharmaceutical  Association, 

2215  Constitution  Avenue,  N.W., 
Washington,  D.C.  20037.) 


drugs  that  he  selects  to  treat  the 
Irity  of  conditions  encountered  in 
actice.  Moreover,  the  physi- 
choice  of  a specific  brand  is 
on  his  knowledge  of  the  pa- 
r s medical  history  and  current 
r lition,  and  his  experiences  with 
i articular  manufacturer’s 
: Jct. 

Some  substitution  proponents 

V argued  that  the  dispensing  of  a 
3 ;ription  is  a simple  two-party 

I action  between  the  pharmacist 
c ne  patient,  and  that  a substitut- 
' harmacist  may  avoid  even  a 
: lical  breach  of  contract  by  simply 
t 'ing  the  patient  that  he  is  making 
3 Jbstitution.  1 would  judge  that 
\ ourts  would  be  sympathetic 

V d a pharmacist  who  substituted 
I ut  physician  approval  and  who 

c 'took  a legal  defense  that  seeks 
r ke  the  patient  responsible  for 
3 larmacist’s  actions, 
d :ed  Prescription  Prices? 

Substitution  advocates  are 
E 3Sting  to  the  consumer,  and  par- 
L riy  the  consumer  activist,  that 
J ;ed  prescription  prices  could 
l(  / legalization  of  substitution. 

3 ave  seen  absolutely  no  evidence 
ji  tify  this  claim.  To  the  contrary, 
c ience  in  Alberta,  Canada,  where 
b itution  is  authorized,  suggests 


the  opposite. 

Many  pharmacists  understand- 
ably are  concerned  about  the  cost  of 
maintaining  multiple  stocks  of  similar 
products.  While  there  is  no  doubt  that 
inventory  costs  rise  when  additional 
brands  are  stocked,  it  would  be  inter- 
esting to  know  how  much  they  rise, 
and  how  many  pharmacists  actually 
stock  all  brands  — of,  say,  ampicillin 
ortetracycline  — or  how  long  they 
keep  “slow  moving”  products  on  their 
shelves  before  they  are  returned  for 
credit.  To  ask  that  the  industry  elimi- 
nate multiple  sources  is  to  ask  com- 
petitors to  stop  competing. 

Drug  Substitution— A License  for 
the  Unethical 

Anti-substitution  repeal  would 
favor  “corner  cutting”  pharmacists 
and  manufacturers.  For  them,  free 
substitution  would  be  not  a right,  but 
a license.  As  an  aftermath,  it  is  quite 
likely  that  the  confidence  of  both  phy- 
sicians and  patients  in  the  profession 
of  Pharmacy  would  be  eroded,  as 
revelations  about  the  unconscionable 
behavior  of  an  undisciplined  few  were 
magnified  in  the  press  or  in  profes- 
sional circles. 

Summary 

In  short,  what  the  American 
Pharmaceutical  Association  advo- 


cates as  a broad-spectrum  panacea 
looks  to  us  to  be  not  only  a minority 
view  (advocacy  of  substitution  is  by 
no  means  a uniform  policy  in  Phar- 
macy), but  also  an  extraordinarily 
costly  and  ineffective  remedy,  whose 
side  effects  are  odious.  We  believe 

(1)  that  an  impressive  majority  of 
pharmacists  prefer  to  work  with 
Medicine  and  with  industry,  for  the 
consumer,  and  for  the  general  good, 

(2)  that  they  seek  the  privilege  to  sub- 
stitute when  the  patient  might  gain 
and  when  the  patient’s  doctor  agrees, 
and  (3)  that  they  seek  to  work  for  the 
resolution  of  genuine  grievances 
openly  and  professionally. 

(For  amplification  of  PM  A views, 
please  write  for  our  booklet,  "The 
Medications  Physicians  Prescribe: 
Who  Shall  Determine  the  Source?” 

It  is  available  from:  Pharmaceutical 
Manufacturers  Association,  1155 
Fifteenth  Street,  N.W.,  Washington, 
D.C.  20005.) 


Pharmaceutical 
Manufacturers  Association 
1155  Fifteenth  Street,  N.  W. 
Washington,  D.C.  20005 


Placidyr 

(ETHCHLORVYNOL) 

Brief  Summary 

Indications— Placldyl  (ethchlorvynol)  Is  Indicated 
as  short-term  hypnotic  therapy  in  the  management 
of  Insomnia. 

Contraindications— Drug  hypersensitivity  and  por- 
phyria. 

Wamingt— Not  recommended  during  the  first  and 
second  trimester  of  pregnancy.  Caution  patients 
of  possible  combined  exaggerated  effects  with 
alcohol,  barbiturates,  tranquilizers  or  other  CNS 
depressants.  Exaggerated  effects  might  result  in 
blurring  of  vision,  paralysis  of  accommodation  and 
profound  hypnosis.  Caution  patients  concerning 
driving  a motor  vehicle,  operating  machinery,  or 
other  hazardous  operations  requiring  alertness  af- 
ter taking  the  drug.  ADMINISTER  WITH  CAUTION 
TO  PATIENTS  WITH  SUICIDAL  TENDENCIES  AND 
DO  NOT  PRESCRIBE  LARGE  QUANTITIES  OF  THE 
DRUG.  Adjustment  of  the  dosage  of  oral  anticoag- 
ulants might  be  necessary  when  beginning  ethchlor- 
vynol therapy,  during-  therapy,  or  after  stopping 
therapy.  This  drug  is  not  recommended  for  use  in 
children.  PLACIDYL  HAS  THE  POTENTIAL  FOR 
THE  DEVELOPMENT  OF  PSYCHOLOGICAL  AND 
PHYSICAL  DEPENDENCE.  INSTANCES  OF  SE- 
VERE WITHDRAWAL  SYMPTOMS,  INCLUDING 
CONVULSIONS  AND  DELIRIUM  CLINICALLY  SIM- 
ILAR TO  THOSE  SEEN  WITH  BARBITURATES, 
HAVE  BEEN  REPORTED  IN  PATIENTS  TAKING 
REGULAR  DOSES  AS  LOW  AS  1000  MG.  PER  DAY 
OVER  A PERIOD  OF  TIME  WHEN  THE  DRUG  WAS 
SUDDENLY  DISCONTINUED.  PROLONGED  AD- 
MINISTRATION OF  THE  DRUG  IS  NOT  RECOM- 
MENDED. Addiction-prone  patients  or  those  who 
are  likely  to  increase  dosages  of  the  drug  on  their 
own  initiative  should  be  observed  for  evidence  of 
signs  or  symptoms  which  may  indicate  possible 
early  withdrawal  or  abstinence  symptoms.  Signs 
and  symptoms  associated  with  withdrawal  and  ab- 
stinence include  unusual  anxiety,  tremor,  ataxia, 
slurring  of  speech,  memory  loss,  perceptual  dis- 
tortions, irritability,  agitation  and  delirium.  Other 
less  well  defined  signs  and  symptoms,  not  neces- 
sarily due  to  withdrawal  and  abstinence,  may  in- 
clude anorexia,  nausea  or  vomiting,  weakness, 
dizziness,  sweating,  muscle  twitching  and  weight 
loss.  Abrupt  discontinuance  of  Placidyl  following 
prolonged  overdosage  may  result  in  convulsions 
and  delirium. 

Precautions— Toxic  amblyopia  has  been  reported 
with  long-term  continuous  use  of  ethchlorvynol. 
Permanent  visual  defects  have  been  observed,  al- 
though amblyopia  has  improved  after  discontinua- 
tion of  the  drug.  Drug  dosage  should  be  limited 
for  elderly  and  debilitated  patients  to  the  smallest 
effective  amount.  If  pain  is  present,  this  drug 
should  only  be  given  if  insomnia  persists  after 
pain  is  controlled  with  analgesics.  Caution  is  ad- 
vised in  prescribing  the  drug  for  patients  who  are 
being  treated  with  either  MAO  inhibitors  or  anti- 
depressants. Transient  delirium  has  been  reported 
with  the  combination  of  Placidyl  and  amitryptyline. 
Drug  dosage  should  be  reduced  if  prescribed  for 
patients  receiving  MAO  inhibitors  or  antidepres- 
sants. Caution  should  be  exercised  in  patients 
with  impaired  hepatic  or  renal  function.  Patients 
who  respond  unpredictably  to  barbiturates  or  alco- 
hol, or  who  exhibit  excitement  and  release  of  inhi- 
bition in  association  with  such  agents,  may  also 
react  in  this  way  to  Placidyl.  Rarely,  patients  may 
exhibit  symptoms  suggestive  of  an  unusual  sus- 
ceptibility to  the  drug;  such  as  prolonged  hypnosis, 
profound  muscular  weakness,  excitement,  hysteria, 
or  syncope  without  marked  hypotension.  Transient 
giddiness  or  ataxia  may  occur. 

Adverse  Reactions— Hypotension,  nausea  or  vom- 
iting, gastric  upset,  aftertaste,  blurring  of  vision, 
dizziness,  facial  numbness,  and  allergic  reaction 
typified  by  urticaria  have  been  reported  following 
Placidyl  administration.  Mild  "hangover"  and  symp- 
toms of  mild  excitation  have  occurred  in  some 
patients.  There  have  been  rare  reports  of  cholestatic 
jaundice  occurring  in  patients  taking  ethchlorvynol. 
A few  cases  of  thrombocytopenia  have  been  re- 
ported In  patients  receiving  ethchlorvynol.  306433 


Give  us  his  nights. 

Prescribe  Placidyl.  Chances  are,  we’ll  give  him  a 
good  night’s  sleep. 

Insomnia  often  accompanies  a cardiovascular 
episode.  How  many  nights  does  he  lie  awake, 
awaiting  exactly  what  he  fears  most . . . another 
stroke,  another  heart  attack?  He  doesn’t  need  fear. 
He  needs  sleep. 

When  sleep  is  synonymous  with  therapy, 
remember . . . Placidyl  is  synonymous  with  sleep. 

It  has  been  for  over  17  years. 

If  time  is  the  criterion  to  inspire  your  confidence  . . . 
you  can  rest  assured  with  Placidyl. 

Prescribed  by  physicians  for  over  1 7 years. 

Placidyf  © 

(ETHCHLORVYNOL  CAPSULES,  500  or  750  mg.) 


American  Medical  Association 
to  Convene  in  New  York 


T)HYSICIANS  will  have  an  opportunity  to  expe- 
rience  “a  new  approach  to  an  interchange  of 
knowledge”  at  the  122nd  Annual  Convention  of 
the  American  Medical  Association  scheduled  for 
June  24-28  in  New  York  City.  Entitled  “Con- 
fluence ’73,”  the  convention  promises  to  present 
one  of  the  most  comprehensive  and  updated  pro- 
grams of  all  times. 

The  April  16  issue  of  the  Journal  of  the 
American  Medical  Association  features  the  United 
Nations  on  its  cover  as  a reminder  of  the  New 
York  setting.  This  issue  contains  full  details  on 
the  convention,  including  hundreds  of  program 
features  in  store  for  selection  by  physicians. 

Beginning  on  page  352  of  that  issue  is  a listing 
of  postgraduate  courses,  notes  on  credits  toward 
the  AMA  Physician’s  Recognition  Award  pro- 
gram; also  notes  on  registration  fees  where  these 
apply. 

Physicians  who  are  intrigued  by  the  contro- 
versy about  acupuncture  will  find  a general  session 
dev'oted  to  the  subject  under  the  title  “Acupunc- 
ture and  Western  Medicine,”  scheduled  for  Wed- 
nesday afternoon,  June  27. 

Details  on  Section  programs  begin  on  page 
357.  Virtually  every  field  of  medicine  and  surgery 
is  represented  in  these  sections  which  comprise 
some  20  pages  of  program  material. 

The  AMA  Convention  is  known  for  its  up- 
dated motion  pictures  on  medical  and  surgical 
subjects.  See  the  listing  of  these  film  symposiums 
on  page  377  of  the  April  16  JAMA.  In  many  cases 
the  film  authors  will  appear  in  person  for  further 


discussion. 

World  famous  is  the  AMA  Scientific  Exhibit 
and  this  display  will  be  located  in  the  New  York 
Coliseum.  Exhibits  will  be  arranged  by  specialty 
so  that  the  physician  may  easily  select  the  exhibits 
in  which  he  is  particularly  interested.  Special  ex- 
hibits will  include  the  Arthritis  Clinic  in  which 
patients  will  be  on  hand  for  live  teaching  sessions, 
plus  the  exhibits  on  fractures,  fresh  tissue  path- 
ology, pulmonary  function,  resuscitation,  and 
arthritis  and  rheumatism. 

The  Woman’s  Auxiliary  to  the  AMA  will 
meet  at  the  Waldorf-Astoria  Hotel  with  sessions 
beginning  on  Sunday,  June  24.  As  in  previous 
years,  the  Auxiliary  will  sponsor  programs  for 
pre-teens  and  youth  who  accompany  their  parents 
to  New  York. 

Once  again  the  American  Physicians’  Art 
Association  will  sponsor  an  exhibit  of  physicians’ 
art  at  the  New  York  Coliseum.  Included  will  be 
displays  of  paintings,  sculpture,  photography,  and 
crafts  by  members  of  the  profession.  President  of 
the  art  organization  is  Helmuth  Nathan,  M.D., 
667  Madison  Ave.,  New  York  10021. 

Every  physician  owes  it  to  himself  to  attend 
at  least  one  session  of  the  -\MA  House  of  Dele- 
gates and  witness  the  policy-making  body  of  the 
Association  in  action.  The  House  convenes  at  2:00 
p.m.  on  Sunday,  June  24  in  the  Imperial  Ballroom 
of  the  Americana  Hotel.  On  Monday  reference 
committees  will  begin  hearings  on  the  \arious 
resolutions  and  other  matters  presented  to  the 
House  and  will  report  back  at  the  final  session. 
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Silastic  Cranioplasty 
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T T HAS  BEEN  STATED  that  “any  part  of  the 
i-  human  body  that  is  ‘lost’  must  be  replaced  in 
kind.  If  you  cannot  be  exact,  do  the  next  best 
thing.”  ^ Large  and  complex  craniofacial  defects, 
especially  those  in  the  forehead,  periorbital,  and 
glabellar  area,  often  do  not  lend  themselves  to  ac- 
curate correction  with  autogenous  tissues.  The 
next  best  thing  appears  to  be  the  reconstruction 
of  the  defect  with  implant  material. 

It  is  not  the  scope  of  this  paper  to  discuss 
the  numerous  methods  to  reconstruct  craniofacial 
defects  using  either  autogenous  tissue^"'^  or  various 
implant  materials.^’**  A procedure  is  presented 
which  has  produced  a satisfactory  cosmetic  and 
functional  repair  in  seven  patients  with  large 
craniofacial  defects. 

Technic 

A facial  moulage  is  made  of  the  patient  from 
which  a study  model  is  made.  Using  this  model 
(and  appropriate  x-ray  films)  for  reference,  a 
block  of  silastic  is  roughly  carved  to  the  size  of  the 


From  the  Department  of  Plastic  Surgery  of  the 
University  of  Pittsburgh,  and  the  Veterans  Ad- 
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defect.  Final  shaping  is  done  in  the  operating  room 
because  the  model  represents  the  external  defect 
and  not  the  actual  bony  defect.  In  the  operating 
room,  the  defect  is  exposed  by  an  incision  placed 
away  from  the  implant  area.  The  periosteum  is 
stripped  from  the  edges  of  the  defect  and  the  final 
shaping  of  the  prosthesis  is  performed.  The 
prosthesis  is  sutured  to  the  edges  of  the  bony  de- 
fect using  nylon  sutures.  Wire  was  found  to  be 
unsatisfactory  as  it  cuts  through  the  silastic.  In  the 
first  10  to  14  days  after  surgery,  seroma  formation 
is  common  but  is  not  a serious  problem. 

Case  Reports 

Case  1.  This  23-year-old  man  was  injured  by 
a grenade  in  February  1968.  There  was  loss  of  a 
portion  of  the  left  frontal  bone,  including  the 
supraorbital  ridge,  measuring  3 to  7 centimeters 
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Fig.  1A.  Before  cranioplasty  (case  1). 


Fig.  IB.  After  cranioplasty  with  silastic  implant 
(case  1). 


(Fig.  lA).  In  Aitril  1970,  the  defect  was  corrected 
with  a silastic  implant  (Fig.  IB). 

Case  2.  This  22-year-old  man  sustained  a 
fragment  wound  of  the  right  frontal  area  in  June 
1969,  producing  a defect  measuring  7X9  cm  (Fig. 
2A).  In  May  1970,  a silastic  implant  was  inserted 
(Fig.  2B). 

Case  3.  This  is  a 21 -year-old  man,  who  sus- 
tained fragment  wounds  of  the  right  temporal 


Fig.  2\.  Before  cranioplasty  (case  2). 


Fig.  2B.  After  silastic  cranioplasty  (case  2). 
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Fig.  3A.  Defect  prior  to  surgery  (case  3). 


FiG.  3B.  After  silastic  implant  (case  3). 


area  in  September  1968.  After  initial  treatment,  the 
patient  had  a 7 X 9 cm  defect  (Fig.  3A) . In  April 
1970,  the  defect  was  corrected  with  a silastic  im- 
plant (Fig.  3B). 

Case  4.  This  2 1 -year-old  man  sustained  a gun- 
shot wound  of  the  right  frontal  parietal  area  in 
September  1969.  A skull  defect  measuring  8X9  cm 
was  present  when  he  was  first  seen  (Fig.  4A).  The 


y 


Fig.  4.\.  Before  cranioplasty  (case  4). 


Fig.  4B.  After  silastic  cranioplasty  (case  4). 
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defect  was  corrected  with  a silastic  imjtlant  in 
May  1970. 

Disctission 

Four  case  histories  with  photographs  have 
been  presented  to  illustrate  the  correction  obtain- 
ed with  silastic  cranioplasty.  Seven  jaatients  have 
been  treated  to  date,  and  they  have  been  followed 
for  a minimum  of  20  months.  No  complications 
have  developed.  Seroma  formation  in  the  early 
postoperative  period  resolved  without  treatment. 

Large  craniofacial  defects  produce  both  the 
danger  of  physical  injury  to  the  brain  and  of  a 
visible  cosmetic  deformity.  While  the  possibility 
of  injury  should  not  be  minimized,  the  psychologic 
effects  of  the  deformity  are  frequently  severe.  The 
change  in  these  patients’  personalities  after  cor- 
rection of  their  defects  was  both  remarkable  and 
rewarding. 

This  method  requires  only  some  easily  obtain- 
able skill  in  carving  the  silastic  block.  The  pur- 
chase of  expensive  equipment  to  prefabricate  a 
silastic  prosthesis  as  advocated  by  some  authors  is 
unnecessary.^ 


Sununar)- 

A method  of  correcting  craniofacial  defects 
using  carved  silastic  block  has  been  presented.  This 
has  proved  to  be  a simple,  safe,  effective  and  in- 
expensive technic  which  has  given  good  cosmetic 
results. 
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E.N.T.  Case  of  the  Month 


Andrew  W.  Miglets,  Jr.,  M.D.* 


After  a bout  of  right  otitis  media,  which  was 
treated  with  a five-day  course  of  ampicillin,  a 10- 
year-old  boy  continues  to  have  drainage  from  the 
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Otolaryngology,  The  Ohio  State  University  Col- 
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ear,  pain,  and  a low-grade  fever. 

Examination  reveals  marked  swelling  of  the 
posterosuperior  portion  of  the  right  external  audi- 
tory canal,  pus  in  the  canal,  and  slight  tenderness 
ov’er  the  mastoid  process. 

What  is  the  most  likely  diagnosis,  how  can 
it  be  confirmed,  and  what  is  the  treatment? 

( See  p.  463  of  this  issue  for  further  informa- 
tion and  discussion.) 
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Learning  Disabilities  and  the  Physician 

Paul  G.  Dyment,  M.D.,  and  Clare  A.  Robinson,  M.S. 


TN  OHIO  THERE  ARE  about  5,000  children 
who  have  normal  potential  ability  for  educa- 
tion but  are  so  disabled  educationally  that  they 
must  participate  in  special  school  programs.  In 
earlier,  less  demanding  times,  most  of  these  chil- 
dren merely  would  have  dropped  out  of  school 
at  an  early  age,  but  statutory  regulations  of  child 
labor  and  compulsory  education  have  largely  elim- 
inated this  simple  solution  to  the  problem. 

Parents  and  educators  are  now  turning  to 
physicians  for  help  in  evaluating  the  increasing 
number  of  children  who  are  academic  under- 
achievers, or  who  have  behavior  problems,  or  both. 
Often  the  problem  child  is  accompanied  to  the 
physician’s  office  by  distraught  parents  who  can- 
not cope  with  the  stresses  the  child’s  behavior 
imposes  on  the  entire  family.  Frequently  the  child 
himself  is  at  a point  where  accurate  diagnosis  and 
help  could  mean  the  difference  between  his  lead- 
ing a productive  life  or  one  marred  by  serious 
maladjustments. 

What  can  a physician  do,  especially  in  com- 
munities where  the  guidance  and  assistance  of 
educational  specialists  are  not  readily  available? 
There  is  much  that  primary  care  practitioners 
can  accomplish,  particularly  in  providing  help  for 
those  children  whose  problems  are  not  yet  sev'ere. 

Minimal  Brain  Dysfunction 

There  are  many  causes  of  learning  disabilities. 
These  include  the  obvious:  impaired  vision  and 
hearing,  cultural  deprivation,  emotional  disorders, 
intellectual  retardation,  inadequate  motivation, 
and  poor  academic  teaching.  In  this  discussion  we 
are  primarily  concerned  with  the  minimal  brain 
dysfunction  syndrome  (MBD).  Clemens  and 
Glaser  have  defined  this  disorder:  “The  diagnostic 
and  descriptive  categories  included  in  the  term 
minimal  brain  dysfunction  refer  to  children  of 
near  average  or  higher  general  intelligence  with 
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learning  or  certain  behavioral  abnormalities  rang- 
ing from  mild  to  sev^ere  which  are  associated  with 
suspected  dysfunction  of  the  central  nervous  sys- 
tem. These  may  be  characterized  by  combinations 
of  deficits  in  perception,  conceptualization,  mem- 
ory, language,  control  of  attention,  impulsivity,  or 
awkwardness.  These  aberrations  may  arise  from 
genetic  variation,  biochemical  irregularities,  peri- 
natal brain  insults,  illnesses  or  injuries  sustained 
during  the  years  critical  to  the  development  of  the 
central  nervous  system,  or  unknown  causes.”^ 

This  is  a broad  definition,  and  any  child  with 
MBD  may  have  one  or  more  of  the  stigmata 
listed.  He  may  be  hyperactive,  or  he  may  have 
a specific  reading  disability  with  evidence  of  a 
visual-motor  perceptual  defect,  or  he  may  have 
all  of  these  signs. 

More  than  40  English  terms  hav'e  been  used 
to  describe  these  children.^  “Minimal  brain  injury” 
was  discarded  when  it  became  evident  that  most 
of  these  children  had  no  evidence  by  history  of 
a central  nerv’ous  system  insult.  The  term  “mini- 
mal cerebral  dysfunction”  has  been  criticized  be- 
cause it  presumes  that  the  lesion,  whether  bio- 
chemical or  anatomic,  is  located  in  the  cerebrum, 
a presumption  for  which  there  is  little  evidence. 

A child  with  a basic  emotional  disturbance 
may  be  brought  to  the  physician  with  the  same 
behavioral  picture  of  school  underachievement  and 
hy'peractivity.  It  is  difficult  to  distinguish  the  chil- 
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dren  in  this  group  from  children  witli  MBD,  be- 
cause emotional  stress  is  placed  upon  children  with 
MBD  as  a direct  result  of  their  school  under- 
achievement. Until  recently,  school  personnel  fre- 
quently expected  the  medical  profession  to  identify 
and  separate  the  two  groups  so  special  classes  could 
be  organized  solely  for  children  with  AfBD.  How- 
ever, it  is  now  recognized  that  the  therapeutic 
benefits  of  small  homogeneous  classes  with  shorter 
class  periods  are  basically  the  same,  whether  the 
children  have  neurologic  dysfunctions  or  emotional 
disturbances.  Although  Ohio’s  educators  are  ac- 
cepting the  philosophy  that  we  should  refer  to 
these  children  as  having  a “learning  and/or  be- 
havior disability,”  state  legislators  have  been  mainly 
willing  to  provide  financial  support  for  classes  for 
the  “neurologically  handicapped.”  Other  states 
may  use  different  terminologies  such  as  “educa- 
tionally handicapped,”  the  term  used  in  California. 

Although  there  is  no  “ty'pical”  child  with 
MBD,  a rather  common  history  would  be:  A 7- 
year-old  boy  is  referred  to  a physician  because  of 
hyperactivity  since  infancy,  easy  distractibility,  and 
school  underachievement.  Because  of  the  distract- 
ibility, he  cannot  screen  out  the  countless  inconse- 
quential auditory  and  visual  stimuli  to  which 
everyone  is  exposed.  His  attention  rapidly  shifts 
from  one  thought  to  another,  and  this  short  atten- 
tion span  interferes  with  the  learning  process.  He 
may  also  have  emotional  lability,  impulsivity,  or 
low  frustration  tolerance. 

A physical  examination  usually  reveals  noth- 
ing, although  some  children  demonstrate  equivocal 
neurologic  signs.  These  so-called  “soft  signs”  in- 
clude nonspecific  awkwardness,  dysdiadochokine- 
sia,  confusion  in  directionality,  articulation  dis- 
orders, fine  tremor  of  the  fingers  when  they  are 
separated  while  the  arm  is  extended,  inability  to 
stand,  skip,  or  hop  on  one  foot,  and  scrawling, 
semilegible  handwriting.  Any  one  of  these  neuro- 
logic signs  alone  would  not  be  significant,  but  the 
child  with  MBD  frequently  has  several,  and  their 
presence  is  believed  by  many  to  support  this  diag- 
nosis. This  is  by  no  means  a universal  belief,  how- 
ev'er,  and  many  attach  no  significance  to  these 
soft  signs.  Although  the  soft  signs  are  also  found 
in  normal  children,  they  do  not  appear  as  often. 
The  results  of  one  controlled  study^  indicated  that 
such  equi\  ocal  signs  of  central  nerv’ous  system  dys- 
function are  true  signs  of  organicity. 

Testing 

Since  the  behavioral  pattern  of  children  with 
MBD  and  those  with  some  types  of  emotional  dis- 
turbance are  similar,  the  differentiation  between 
these  two  is  frequently  difficult,  if  not  impossible. 
A disturbed  psychologic  picture  of  the  home  does 
not  necessarily  indicate  that  this  is  the  etiology 
of  the  learning  disability.  Children  from  disturbed 
homes  are  just  as  likely  to  have  neurologic  dys- 


function as  children  from  more  stable  homes.  The 
physician  should  attempt  to  obtain  significant  psy- 
chologic evidence  from  the  patient’s  history,  al- 
though psychologic  deficits  ideally  should  be  as- 
sessed by  a psychologist.  An  estimate  of  basic 
intelligence  should  be  made  to  determine  the 
child’s  learning  capacity.  The  Wechsler  Intelli- 
gence Scale  for  Children  (WISC)  is  an  example 
of  the  tests  commonly  used  by  psychologists  to 
assess  intelligence.  The  Bender-Gestalt  Test  mea- 
sures visuomotor  perceptual  ability  and  also  gives 
an  impression  of  the  child’s  capacity  to  perform  a 
task.  Should  the  services  of  a psychologist  be  un- 
available, the  physician  can  easily  administer  one 
of  the  cjuick  tests  designed  for  this  purpose  such 
as  the  Peabody  Picture  Vocabulary  Test.*  Such 
a test  can  estimate  the  child’s  basic  intelligence 
through  this  measure  of  vocabulary  comprehension. 
If  the  inferred  capacity  of  the  child  is  significantly 
higher  than  his  achievement,  the  depression  of 
function  may  be  due  to  a learning  disability. 

Whether  an  electroencephalogram  (EEG)  is 
indicated  in  the  evaluation  of  these  children  has 
been  reviewed  recently  by  one  of  the  authors,^  and 
it  appears  that  the  worth  of  this  tool  has  been 
greatly  overestimated.  Although  it  is  true  that  ab- 
normal EEGs  are  reported  in  about  50  percent  of 
children  with  MBD,  in  control  series,  abnormal 
EEG  findings  have  been  reported  in  from  10  to  30 
percent  of  normal  children.  This  makes  the  inter- 
pretation of  any  particular  abnormal  EEG  result 
hazardous  at  best.  If  abnormal,  it  should  be  con- 
sidered as  just  one  more  fact  suggesting  neurologic 
dysfunction.  If  it  is  normal,  it  neither  negates  nor 
confirms  the  diagnosis  of  MBD. 

Although  it  is  true  that  Ohio  regulations  re- 
quire an  EEG  prior  to  entry  of  a child  into  a 
neurologically  handicapped  class,  this  is  not  being 
enforced  in  our  experience,  and  the  regulations  do 
not  specify  that  the  EEG  finding  must  be  abnor- 
mal. It  is  not  the  practice  of  this  clinic  to  order 
EEGs  routinely,  and  the  Ohio  Chapter  of  the 
American  Academy  of  Pediatrics  now  (September 
1972)  has  a committee  urging  the  discontinuance 
of  this  regulation  of  the  Ohio  Department  of 
Special  Education. 

Management 

After  MBD  has  been  diagnosed,  the  physician 
should  discuss  it  with  the  family,  emphasizing  that 
the  child  is  not  mentally  retarded  and  that  the 
parents  are  not  necessarily  at  fault  for  the  be- 
havioral problem.  The  physician  can  point  out 
that  a hyperactive  child  is  often  helped  by  chang- 
ing his  home  environment  to  establish  more  con- 
sistent life  patterns.  For  example,  dinner,  bath, 
and  bedtime  should  be  at  the  same  time  every 

^Available  from  American  Guidance  Service,  Inc., 

720  Washington  Ave.,  S.E.,  Minneapolis,  Minn. 
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night  so  that  the  child  does  not  begin  to  get 
“worked  up”  in  protest,  knowing  that  tlie  dead- 
line is  inevitable;  if  a weekend  trip  is  planned, 
he  should  not  be  told  about  it  until  the  last  moment 
to  prevent  his  becoming  more  and  more  excited 
and  unmanageable  as  the  weekend  approaches. 

Millichap  has  recently  review'ed  all  of  the 
studies  involving  medication  for  children  with 
MRD  with  hyperactivity.^  Treatment  with  methyl- 
phenidate  helped  80  percent,  and  69  percent  im- 
proved when  dextroamphetamine  was  given;  hy- 
perkinetic behavior  was  controlled  in  60  percent 
of  children  treated  with  chlorpromazine,  or  chlor- 
diazepoxide.  It  would  be  most  rational,  therefore, 
to  commence  a therapeutic  trial  with  the  most 
effective  drug,  which  fortunately  also  happens  to 
be  the  one  with  the  fewest  side  effects.  Our  usual 
regimen  is  to  start  with  a 5-mg  or  10-mg  tablet 
of  methylphenidate  each  morning,  depending  upon 
the  child’s  age.  This  is  increased  by  one-half  tablet 
every  week  until  one  of  the  following  occurs:  a 
definite  good  effect,  toxicity  in  the  form  of  even 
more  hyperactivity  and  irritability,  or  a maximum 
of  60  mg  is  reached.  When  the  effectiveness  of 
the  medication  is  established,  parents  frecjuently 
report  that  the  effect  wears  off  by  early  afternoon. 
In  such  cases,  a dose  at  noon,  usually  one-half 
the  morning  dose,  might  be  required. 

Should  methylphenidate  be  unsuccessful,  the 
other  drugs  would  be  tried  in  the  order  listed, 
although  dextroamphetamine  would  not  be  used 
if  the  child  became  more  hyperactive  with  the 
methylphenidate.  It  may  be  necessary  to  continue 
giving  the  drugs  for  several  years  until  symptoms 
and  signs  of  MBD  naturally  lessen  with  age.  By 
age  1 1 years,  most  children  will  not  require  further 
medication,  even  though  some  residual  evidence  of 
the  condition  may  persist  through  adulthood.  The 
drug  may  be  withheld  during  the  summer  vaca- 
tions and  weekends  when  the  school  pressures  are 
absent.  At  least  once  a year  the  child  should  have 
a trial  without  medication  to  determine  whether 
treatment  is  still  necessary. 

\Vhat  does  drug  therapy  accomplish  for  these 
children?  By  increasing  the  attention  span  and 
decreasing  the  hyperactivity,  these  drugs  enable 
the  child  to  learn  more  in  the  regular  classroom 
situation  and  thus  to  be  relieved  of  some  of  the 
psychologic  trauma  of  significant  underachieve- 
ment. School  failure  itself  can  produce  frustration 
and  anxiety;  this  in  turn  decreases  the  attention 
span  even  more,  and  school  problems  worsen. 

Of  course,  improved  classroom  performance 
does  not  depend  solely  on  medication  or  on  the 
skill  of  the  physician,  since  there  are  many  facets 
of  the  problem  of  the  MBD  child  over  which  the 
physician  has  no  direct  control.  Foremost  among 
these  is  the  educational  milieu  in  which  the  child 
finds  himself. 

Because  parents  will  find  a considerable  gap 


between  what  is  needed  and  what  is  actually  avail- 
able in  public  school  systems,  they  should  be  en- 
couraged to  join  the  local  Association  for  Children 
with  Learning  Disabilities.  This  organization  of 
parents  and  interested  professionals  is  working  to 
awaken  public  interest  and  gain  more  public  assis- 
tance both  for  educational  facilities  and  special 
training  of  teachers.  Parents  should  be  directed  to 
their  nearest  local  group  or  they  may  help  organize 
one  with  the  assistance  of  the  state  office.  The 
Ohio  Chapter  of  the  Association  for  Children  with 
Learning  Disabilities  is  located  at  3490  Far  Hills 
Avenue,  Kettering,  Ohio. 

Physicians  should  influence  local  and  state 
educational  authorities  to  encourage  adequate 
funding  for  these  special  educational  classes  as  well 
as  for  programs  to  train  special  education  teachers. 

For  the  majority  of  children  with  MBD,  re- 
ferrals to  diagnostic  centers  or  pediatric  neurolo- 
gists are  not  necessary.  In  most  cases,  what  is 
needed  is  a physician  who  will  not  shrink  from  the 
task  of  helping  these  children  merely  because  he 
does  not  have  specialists  near  at  hand.  A sensitive 
and  knowledgeable  practitioner  can  render  very 
effective  help  by  combining  the  principles  outlined 
in  this  article  with  his  understanding  of  the  family 
dynamics. 

Summary 

A large  number  of  children  in  Ohio  are  being 
brought  to  their  physicians  because  of  school  prob- 
lems or  behavior  problems  related  to  school  failure. 
A significant  number  of  them  have  the  minimal 
brain  dysfunction  syndrome,  and  this  article  dis- 
cusses the  diagnosis  and  management  of  this  con- 
dition. It  is  stressed  that  therapy  is  most  successful 
when  educational  and  environmental  methods  are 
utilized,  and  that  drug  therapy  frequently  can  be 
helpful  as  an  adjunct  to  the  other  forms  of  treat- 
ment. 

Generic  and  Trade  Names  of  Drugs 

Methylphenidate  — Ritalin  (CIBA) 
Dextroamphetamine — Dexedrine  (Smith  Kline  & 
F rench ) 

Chlorpromazine  — Thorazine  (Smith  Kline  & 
French) 

Chlordiazepoxide  hydrochloride  — Librium 
(Roche) 
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March  Hemoglobinuria 

Report  of  a Case  After  Basketball 
and  Congo  Drum  Playing 


Kenneth  A.  Schwartz,  M.D.,  and  Herbert  C.  Flessa,  M.D. 


■RLEISCHER,!  IN  1881,  is  credited  with  the 
first  case  report  of  hemoglobinuria  associated 
with  marching.  What  causes  hemoglobin  to  appear 
in  the  urine  after  marching?  Current  theory  sug- 
gests that  trauma  to  red  blood  cells  in  the  soles  of 
the  feet  may  be  responsible.  Recent  case  reports  of 
traumatic  hemoglobinuria  caused  by  karate  exer- 
cises^  and  after  congo  drum  playing,^  suggest  that 
trauma  to  the  hands  may  also  initiate  this  syn- 
drome. We  report  the  following  case,  where  trauma 
to  both  hands  and  feet  produced  the  syndrome  of 
march  hemoglobinuria. 

Case  Report 

The  patient  is  a 20-year-old  Negro  man.  He 
first  noticed  dark  urine,  vague  headache,  and 
lower  abdominal  pain  at  age  17  years  after  a 
vigorous  basketball  game  on  a cement  surface.  In 
June  1970,  he  experienced  a similar  episode  after 
an  evening’s  performance  with  the  congo  drum, 
an  instrument  played  by  striking  the  taut  surface 
directly  with  the  hands.  The  patient,  emphasizing 
the  vigor  with  which  the  drum  is  played,  said  that 
he  usually  became  exhausted  after  an  evening’s 
performance.  The  dark  urine  and  generalized  dis- 
comfort disappeared  in  12  hours.  He  has  had 
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several  episodes  since.  Each  has  occurred  after 
playing  the  congo  drum.  Between  espisodes  he 
is  free  of  symptoms. 

Physical  examination  on  numerous  occasions 
was  negative  except  for  a traumatic  defect  in  the 
right  lens  sustained  as  a child.  No  lumbar  lordosis 
was  present. 

The  following  laboratory  data  were  obtained 
from  several  emergency  room  visits  during  acute 
episodes  and  from  one  hospitalization  at  a neigh- 
boring community  hospital  while  he  was  in  normal 
health.  Plasma  analysis  during  an  acute  attack 
showed  292  mg  per  100  ml  hemoglobin,  no  myoglo- 
bin, lactic  dehydrogenase  (LDH)  475  mU/ml  and 
bilirubin  1.5  mg  per  100  ml.  The  urine  during  acute 
attacks  was  almost  black.  Chemical  analysis  showed 
hemoglobin  to  be  present.  Microscopic  examination 
revealed  no  red  cells.  Plasma  and  urine  analyses 
between  acute  episodes  were  negative  for  hemo- 
globin. Immunoelectrophoresis,  both  during  symp- 
tomatic and  asymptomatic  periods,  revealed  hapto- 
globin to  be  decreased  strikingly.  Quantitative 
haptoglobin  measured  during  an  asymptomatic 
period  was  75  mg  per  100  ml.  (Normal  hapto- 
globin in  our  laboratory  is  100  to  150  mg  per 
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100  ml.)  At  no  time  was  the  patient  found  to 
be  anemic.  Peripheral  blood  smear,  white  blood 
cell  and  differential  counts,  reticulocyte  count, 
erythrocite  sedimentary  rate,  sodium,  potassium, 
carbon  dioxide,  glucose,  blood  urea  nitrogen,  cal- 
cium phosphate,  total  protein,  albumin,  alkaline 
phosphatase,  serum  glutamic  oxaloacetic  transa- 
minase levels  and  urine  culture  were  all  normal. 
His  hemoglobin  was  type  A,  and  a sickle  cell  prep- 
aration was  negative. 

Comment 

Our  patient  is  interesting  from  several  points 
of  view.  His  hemoglobinuria  is  provoked  both  by 
basketball  and  by  congo  drum  playing.  Repeated 
trauma  either  to  hands  or  feet  produced  hemo- 
globinuria. Recent  reports  emphasize  a traumatic 
etiology  of  march  hemoglobinuria.'^'®  Usually  this 
syndrome  occurs  in  young  males  after  walking  or 
running  on  hard  surfaces.^  Patients  commonly  pre- 
sent with  dark  urine  and  vague  abdominal  pain. 
In  long-distance  runners,  these  attacks  can  be  re- 
lieved by  decreasing  the  trauma  between  the  feet 
and  the  running  surface.'*'®  If  these  athletes  run 
on  grass  or  if  foam  rubber  cushions  are  inserted 
in  shoes,  attacks  are  prevented.  Indeed,  these  clin- 
ical correlations  were  further  substantiated  by 
Davidson’s  experiment.^  Capillary  tubes  filled  with 
blood  were  inserted  into  the  soles  of  long-distance 
runners’  shoes.  The  blood  in  the  tubes  obtained 
after  running  on  a hard  surface  showed  more 
hemolysis  than  the  blood  obtained  after  running  on 
grass.'*  Also,  in  the  patient  whose  hemoglobinuria 
was  preceded  by  karate  exercise,  foam  paddings 
applied  to  the  hands  prevented  recurrent  attacks.^ 

Another  factor  implicated  in  hemoglobinuria 
is  decreased  hemoglobin-carrying  protein,  hapto- 
globin.® Gilligan  in  his  studies  of  a cross-country 
team  suggests  that  “hemoglobinemia  sometimes  ac- 
companied by  hemoglobinuria  occurs  in  man  with 
sufficient  frequency  after  strenuous  runs  to  be  con- 
sidered physiological  under  these  conditions.”® 
Hemoglobin  is  not  found  in  the  urine  unless  the 
plasma  hemoglobin  level  exceeds  the  binding  ca- 
pacity of  haptoglobin.*®'*^  Hence,  in  a patient  with 
reduced  resting  hemoglobin  binding  power,  trau- 
matic exercise  with  physiologic  release  of  hemo- 


globin, might  overload  an  already  reduced 
hemoglobin  binding  capacity  and  result  in  hemo- 
globinuria. Others  have  noticed  reduced  hap- 
toglobins in  march  hemoglobinuria  and  have 
commented  on  a possible  relationship  to  the  hemo- 
globinuria.'*'®'** 

Summary 

VVe  have  reported  a patient  in  whom  trauma 
to  both  hands  and  feet  produced  hemoglobinuria. 
We  believe  this  supports  the  theory  that  trauma 
induces  this  syndrome  and  we  agree  with  others 
that  the  name  should  be  changed  to  traumatic  or 
exertional  hemoglobinuria. 


■Acknowledgment:  We  are  grateful  to  Dr.  Helen  Glazer 
and  Mrs.  Bertha  Furnier  for  performing  the  special 
hematologic  studies. 
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Traumatic  Tricuspid  Regurgitation 

Case  Report  of  a Subtle 
Clinical  Diagnosis 


Arvindkumar  R.  Shah,  M.D.,  and  Joskf  Edelstein,  M.D. 


Cardiac  injury,  secondary  to  nonpene- 
trating trauma,  has  become  increasingly  im- 
portant in  this  age  of  high-speed  transportation, 
industrial  mechanization,  and  community  social 
\iolence.  Traumatic  tricuspid  regurgitation  is  a 
rare  but  well-tolerated  condition.*  We  have  found 
20  cases  previously  described,*'*^  but  we  believe  it 
is  probably  more  coiiimon  than  thus  far  suspected. 
The  proper  diagnosis  is  usually  delayed,  owing  to 
lack  of  symptoms  and  its  benign  course.  The  pur- 
pose of  this  report  is  to  document  one  further  case 
with  a long-term  follow-up  of  nine  years.  The 
clinical  features  of  this  patient  will  be  discussed 
and  comjjared  with  the  prexiously  reported  cases. 

Case  Report 

In  1963,  at  the  age  of  50  years,  this  patient  con- 
sidered to  be  in  good  health,  had,  as  a consequence  of 
gun-shot  wounds  to  his  neck,  a serious  automobile  acci- 
dent with  a severe,  nonpenetrating,  steering  wheel  trau- 
ma to  his  chest.  Clinical  evidence  of  cardiac  injury  was 
lacking  immediately  after  the  accident,  although  during 
his  hospitalization,  several  observers  were  impressed  by 
the  finding  of  unexplained  prominent  neck  pulsations 
assumed  to  be  arterial  in  origin.  However,  central  cardiac 
findings  were  considered  normal,  and  the  diagnosis  of 
tricuspid  insufficiency  was  not  made  at  that  time.  It  is 
important  to  note  that  the  same  physicians  had  examined 
the  patient  before  the  accident  and  the  neck  pulsations 
had  been  reported  as  normal.  His  previous  history  in- 
cluded an  episode  of  bronchitis  and  pneumonia  and 
symptoms  of  renal  calculi.  In  October  1971,  at  the  age 
of  59  years,  he  complained  of  general  weakness  and 
impotence. 

Physical  examination  revealed  an  acyanotic,  59- 
year-old,  white  man  with  no  respiratory  distress.  His 
heart  rate  was  regular  at  a rate  of  80  beats  per  minute. 
His  blood  pressure  was  130/80  mm  Hg.  There  were 
visible  and  palpable  prominent  systolic  pulsations  of  the 
jugular  veins.  The  liver  was  palpable  5 cm  below  the 
right  costal  margin  and  was  also  pulsatile  in  systole.  A 
normal  left  ventricular  apical  impulse  was  present  in  the 
fifth  left  intercostal  space  and  the  midclavicular  line. 
In  the  left  parasternal  area,  a right  ventricular  systolic 
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impulse  was  well  felt.  4'here  was  a soft,  late  systolic  mur- 
mur best  heard  at  the  left  sternal  edge,  which  increased 
on  inspiration.  The  second  sound  split  normally  and 
had  a normal  pulmonic  component.  No  peripheral  edema 
was  present.  I'he  rest  of  his  physical  examination  was 
noncontributory. 

Electrocardiogram  showed  normal  sinus  rhythm  with 
normal  P waves  and  was  otherwise  unremarkable.  Chest 
roentgenogram  showed  a normal  cardiac  silhouette  (Fig. 
1).  Cardiac  fluoroscopy  revealed  systolic  pulsation  of  the 
right  atrium. 

Laboratory  data  included  normal  blood  counts,  nor- 
mal blood  urea  nitrogen  (BUN),  and  serum  bilirubin 
of  1.9  mg  per  100  ml,  of  which  1.1  mg  per  100  ml  was 
direct  bilirubin.  Other  laboratory  data  were  normal. 
Cardiac  catheterization  demonstrated  a significant  degree 
of  isolated  tricuspid  insufficiency.  The  right  atrial  pres- 
sure tracing  showed  a ventricularized  curve  with  a 
prominent  systolic  “CV”  wave  and  very  little  ventriculo- 
atrial delay  (Fig.  2).  The  right  ventricular  end  diastolic 
pressure  was  slightly  elevated,  as  shown  in  Table  1 and 
Figure  2.  Right  ventricular  cineangiogram  showed  a 
large  right  ventricle  with  a significant  degree  of  systolic 
regurgitation  of  contrast  material  to  an  enlarged  right 
atrium  and  also  into  the  inferior  vena  cava  (Fig.  3). 

Discussion 

The  first  clinical  case  of  traumatic  tricuspid 
regurgitation  was  reported  in  1848  by  Todd.^  The 
20  cases  subsequently  reported  have  been  recently 
reviewed  by  Jahnke,  et  al  (1967),*  Morgan  and 
Forker,^  and  Croxson,  et  al  (1971).'*  The  typical 
patient  with  traumatic  tricuspid  regurgitation 
usually  presents  at  a variable  time  after  major 
chest  trauma,  in  most  cases  secondary  to  an  auto- 
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mobile  accident.^  Minimal  symjitoms  are  present 
in  spite  of  severe  tricuspid  regurgitation. The 
tricuspid  regurgitant  murmur  is  usually  soft  and 
relatively  inconspicuous  compared  to  the  murmur 
of  tricuspid  regurgitation  of  other  etiologies.*  Sys- 
tolic pulsation  of  the  jugular  veins  and  the  liver 
are  usually  the  most  prominent  clinical  findings.*’^  ^ 
Electrocardiogram  usually  shows  incomplete  or 
complete  right  bundle  branch  block  with  sinus 
rhythm  or  most  frequently  atrial  fibrillation,  in  14 
out  of  15  cases  reviewed  by  Morgan.^  Chest  roent- 
genogram shows  nonspecific  cardiomegaly  and 
occasionally  a large  right  artrium.^=^  Cardiac 
catheterization  findings  most  of  the  times  have 
included  normal  right  ventricular  end  diastolic 
pressure* and  a ventricularized  atrial  pressure 
curve  with  little  ventriculoatrial  delay  between 
their  systolic  pressure  curves. ■*-^  Cineangiogram 
shows  a large  right  ventricle  and  right  atrium  and 
the  objective  evidence  of  regurgitation.* 

In  our  patient,  the  following  important  fea- 
tures are  worth  considering.  The  softness  of  the 
tricuspid  murmur  most  probably  was  an  important 
factor  in  the  delay  of  the  proper  cardiac  diagnosis. 
The  most  noticeable  of  all  the  clinical  findings  was 
the  prominent  systolic  pulsation  of  the  neck  veins 
and  the  liver.  This  patient  remained  relatively 
asymptomatic  and  had  a benign  course  for  the 
past  nine  years,  including  the  presence  of  normal 
sinus  rhythm  and  a normal  electrocardiogram.  His 
chest  roentgenogram  also  remained  within  normal 
limits  and  his  right  ventricular  end  diastolic  pres- 
sure was  only  slightly  elevated. 

Morgan,  et  aP  divided  patients  into  two 
groups:  (a)  one  group  included  patients  with 

ruptured  papillary  muscle  (4  out  of  15  cases), 
and  they  either  had  surgery  or  promptly  died; 
(bl  the  second  group  had  traumatic  tricuspid 


Fig.  1.  Chest  roentgenogram  in  anteroposterior 
position  showing  normal  cardiac  silhouette. 


Table  1.  Right  Heart  Pressure 


Site  Pressure  in  mm  Hg  Mean 


Right  atrium 

a = 13 
v = 23 

12 

Right  ventricle 

28/8 

Main  pulmonary  artery 

28/10 

17 

Pulmonary  “wedge” 

a = 3 
v=12 

9 

mmHg 


30-  


Fig.  2.  Upper  half,  right  atrial  pressure  showing  prominent  V wave  (ventricu- 
larized curve).  Note  resemblance  to  ventricular  pressure  curve  shown  below. 
Lower  half,  right  ventricular  pressure  with  slightly  elevated  end  diastolic  pres- 
sure (8  mm  Hg). 
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regurgitation  due  to  rujjtured  chordae  tendinae, 
and  most  of  tliese  jiatients  had  a relatively  benign 
course.  The  clinical  course  of  our  patient  falls  into 
the  second  group.  One  case  of  traumatic  tricuspid 
regurgitation  due  to  rupture  of  the  whole  valve 
has  been  reported.’  Cyanosis  has  been  reported  in 
three  cases,’  but  it  was  not  a feature  in  our  case. 

The  benign  course  of  the  lesion  has  been  at- 
tributed to  the  low  pressure  jjresent  in  the  right 
side  of  the  heart  in  traumatic  regurgitation  as 
compared  to  pulmonary  and  right  ventricular 
hypertension  in  the  tricuspid  regurgitation  asso- 
ciated with  most  patients  having  the  lesion  on  the 
basis  of  rheumatic  heart  disease.’’^  This  is  also 
true  when  traumatic  tricuspid  regurgitation  is 
compared  to  traumatic  mitral  regurgitation. 

A clear  understanding  of  this  lesion  and  the 
awareness  of  its  occurrence  after  chest  trauma, 
accompanied  by  the  knowledge  of  its  benign  clin- 
ical course,  in  most  cases,  is  necessary  in  order  to 
make  a prompt  and  correct  diagnosis. 

Summary 

Tricuspid  regurgitation  is  not  a common  re- 
sult of  chest  trauma.  When  it  occurs,  most  pa- 
tients have  minimal  or  no  symptoms  and  a long- 
term, benign  course.  Physical  examination  reveals 
prominent  systolic  pulsations  in  the  neck  veins  and 
the  liver.  A tricuspid  regurgitant  murmur  can  be 
heard  in  most  instances. 

We  have  presented  one  patient  with  a nine- 
year  history  and  an  uneventful  course  that  exem- 
plifies such  a case.  If  this  diagnosis  is  kept  in 
mind,  it  can  be  made  with  ease.  Right  heart 
catheterization,  in  order  to  obtain  right  ventricular 
and  right  atrial  pressures  followed  by  cineangio- 
grams  with  contrast  material  injected  into  the 
right  ventricle,  are  conclusive  diagnostic  tests  for 
tricuspid  insufficiency.  The  onset  of  clinical  find- 
ings after  chest  injury  points  toward  the  trau- 
matic etiology. 

In  view  of  his  benign  course,  our  patient  had 
no  need  for  therapy.  Some  patients  can  be  suc- 
cessfully treated  surgically  if  the  circumstances  so 
require. 
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Ehlers-Danlos  Syndrome 
Coexisting  with  a Martin-Gruber  Anastomosis 

A C'ase  Report 
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oratory, Akron  General  Medical  Center. 


HIS  CASE  IS  BEING  REPORTED  because 
of  the  occurrence  of  a relatively  rare  disease 
of  connective  tissue  existing  in  an  individual  who 
also  has  a relatively  uncommon  anomaly  of  inner- 
vation of  hand  musculature.  The  combination  of 
these  two  factors  presented  an  unusual  and  initi- 
ally confusing  clinical  picture. 

This  20-year-old  white  male  was  first  seen  in 
the  neurology  laboratory  of  Akron  General  Medi- 
cal Center  in  July  of  1970.  He  was  left-handed 
and  was  referred  to  the  laboratory  because  of 
numbness  involving  the  thumb,  index,  and  mid- 
dle fingers  of  the  left  hand,  particularly  after  use 
of  the  left  upper  extremity.  This  was  most  marked 
in  the  left  index  finger.  The  presumptive  diagnosis 
was  that  of  a left  carpal  tunnel  syndrome. 

Nerve  conduction  velocities  were  done,  using 
a Teca  model  B-2  electromyograph/synchronous 
stimulator,  with  supramaximal  stimuli  applied  via 
surface  electrode  stimulation.  The  proximal  points 
of  stimulation  were  just  above  the  ulnar  groove 
for  the  ulnar  nerve  and  midway  up  the  arm  at 
the  medial  aspect  of  the  biceps  brachii  for  the 
median  nerve.  The  distal  points  of  stimulation  were 
in  the  traditional  positions  at  the  midflexor  crease 
of  the  wrist  for  both  nervns.  The  pick-up  electrodes 
were  surface  discs  applied  over  the  opponens  polli- 
cis  and  over  the  abductor  digiti  quinti  manus.  At 
that  time,  the  median  latency  across  the  carpal 
tunnel  was  3.0  msec,  which  is  well  within  normal 
limits  for  this  laboratory.  Stimulation  of  the  ulnar 
nerve  just  above  the  elbow  produced  a well-formed 
action  potential  over  the  opponens  pollicis.  It  was 
felt,  therefore,  that  this  patient  had  mixed  inner- 
vation, (a  so-called  Martin-Gruber  anastomosis). 
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This  was  not  completely  documented,  nor  were 
photographic  records  made  in  1970. 

Upon  request,  the  patient  returned  to  the 
laboratory  approximately  two  years  later  to  more 
completely  document  his  mixed  innervation.  Stim- 
ulation of  his  left  median  nerve  at  the  midarm 
with  pick-up  electrodes  over  the  opponens  pollicis 
produced  a conduction  velocity  of  52.2  meters  per 
second  (within  normal  limits) . His  left  median 
latency  across  the  carpal  tunnel  was  3.1  msec. 
Stimulation  of  his  left  ulnar  nerve  just  above  the 
ulnar  groove  at  the  elbow  with  pick-up  electrodes 
over  the  abductor  digiti  quinti  manus,  produced 
an  ulnar  motor  nerve  conduction  velocity  of  42.0 
meters  per  second,  which  was  considered  just  at 
the  lower  limits  of  normal  for  this  patient’s  age. 
The  latency  through  his  ulnar  tunnel  was  2.7 
msec  which,  once  again,  is  clearly  within  normal 
limits. 

At  this  point,  crossed  stimulation  was  tried. 
When  the  ulnar  nerve  was  stimulated  just  above 
the  elbow,  it  was  noted  that  the  action  potential 
displayed  from  the  opponens  pollicis,  and  then 
from  the  abductor  digiti  quinti  manus  were  of 
roughly  the  same  amplitude.  The  time  required  for 
the  impulse  to  travel  to  both  areas  was  roughly 
equal,  if  anything,  it  traveled  a bit  faster  to  the 
opponens  pollicis.  These  findings  are  illustrated  in 
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Figures  1 and  2.*  Figures  3 and  4 show  similar 
crossed  inner\ation  when  the  median  nene  was 
stimulated  medial  to  the  biceps  brachii  with  pick- 
up electrodes  over  the  opponens  pollicis  and  the 
abductor  digit!  quinti  manus.  It  is  felt  that  these 
findings  clearly  prove  the  presence  of  “cross-over 
])henomenon”  in  this  individual. 

At  the  time  of  the  last  neurophysiologic  test- 
ing (August  1972),  cursory  physical  examination 
revealed  that  the  patient  clearly  subluxed  his 
ulnar  nerve  medially  out  of  the  ulnar  groo\  e upon 
flexion  of  the  forearm  when  the  forearm  was  held 
in  supination.  He  still  had  similar  sensory  symp- 
toms in  his  hand. 

In  the  time  between  these  two  tests,  the  fact 
was  called  to  the  author’s  attention  that  this  pa- 
tient bears  the  diagnosis  of  Ehlers-Danlos  syn- 
drome. Numerous  attempts  were  made  to  find 
the  basis  for  this  original  diagnosis.  This  led  to 

*In  all  the  illustrations,  large  divisions  along  the 
abscissa  represents  30  milliseconds  in  time.  Inter- 
vals along  the  ordinate  represent  200  microvolts. 


Fig.  1.  Left  ulnar  nerve  stimulated  just  above  el- 
bow with  pick-up  electrodes  over  abductor  digit! 
quinti  manus. 


Fig.  3.  Left  median  nerve  stimulated  at  midportion 
of  arm,  medial  to  biceps  brachii  with  pick-up  elec- 
trodes over  opponens  pollicis. 


the  records  of  sexeral  local  jihysicians,  some  rec- 
ords from  the  Cle\eland  Clinic,  some  information 
from  a phv'sician  now  in  retirement  on  the  AVest 
Coast,  which  ultimately  revealed  that  the  original 
diagnosis  was  made  b\-  Dr.  W.  C.  Marsh,  a derma- 
tologist who  had  practiced  in  Akron  until  his  re- 
cent death.  Records  obtained  through  the  courtesy 
of  Mrs.  Marsh,  indicate  that  Dr.  Marsh  first  sus- 
pected the  diagnosis  when  the  patient  was  8 years 
of  age.  This  was  done  on  the  basis  of  elastic  and 
dry  skin,  hyperelastic,  joints,  and  friable  nails.  In 
other  words,  the  diagnosis  was  made  completely 
on  clinical  grounds,  as  far  as  one  can  discern.  I 
have  not  been  able  to  obtain  any  laboratory  con- 
firmation of  this  diagnosis,  but  will  attempt  now 
to  summarize  some  of  the  clinical  findings  found 
over  the  years,  w'hich  vyould  seem  to  support  it. 

At  age  15  years,  he  was  seen  because  of  con- 
cern by  his  parents  regarding  asymmetry  of  his 
chest.  Chest  films  and  electrocardiogram  done  at 
that  time  confirmed  the  as)inmetry'  and  showed 
no  other  abnormality.  He  did  complain  of  occa- 

(Text  continued  on  page  459 ) 


Fig.  2.  Left  ulnar  nerve  stimulated  just  above  el- 
bow with  pick-up  electrodes  over  opponens  pollicis. 


Fig.  4.  Left  median  nerve  stimulated  at  midportion 
of  arm  just  medial  of  biceps  brachii  with  pick-up 
electrodes  over  abductor  digit!  quinti  manus. 
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therapy  for  topical  infections,  primary  or  secondary,  due  to  susceptible 
organisms,  as  in:  • infected  burns,  skin  grlifts,  surgibal  incisions,  otitis  ejftema 
• primary  pyodermas  (impetigo,  ecthyma,  sycosis  vulgaris,  paronychia) 
• secondarily  infected  dermatoses  (eczema,  herpes,  and  seborrheic  dermatitis) 
• traumatic  lesions,  inflamed  or  suppurating  as  a result  of  bacterial  infection. 
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ir  skin— the  human  integument 
povers  us,  defines  us,  protects 
. But  skin  is  subject  to  cuts, 
fns,  abrasions.  And  Infections, 
.“osporln  Ointment  fights 
ection  by  providing  broad 
tibacteria!  action  against  sus- 
ptible  skin  invaders.  It  contains 
tibiotics  that  are  rarely  used 
itemically,  reducing  the  risk 
sensitization. 


Prophylactically,  the  ointment  may  be  used  to  prevent  bacterial  contamination 
in  burns,  skin  grafts,  incisions,  and  other  clean  lesions.  For  abrasions,  minor  cuts  and 
wounds  accidentally  incurred,  its  use  may  prevent  the  development  of  infection  and 

permit  wound  healing. 


CONTRAINDICATIONS:  Not  for  use  in  the  external  ear  canal  if  the  eardrum  is  perforated. 
This  product  is  contraindicated  in  those  individuals  who  have  shown  hypersensitivity 

to  any  of  the  components. 


PRECAUTION:  As  with  other  antibiotic  preparations,  prolonged  use  may  result  in 
overgrowth  of  nonsusceptible  organisms  and/or  fungi.  Appropriate  measures  should  be  taken 
if  this  occurs.  Articles  in  the  current  medical  literature  indicate  an  increase  in  the  prevalence 
of  persons  allergic  to  neomycin.  The  possibility  of  such  a reaction  should  be  borne  in  mind. 


Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 
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Ointment 

Each  gram  contains;  Aerosporin®  brand  Polymyxin  B Sulfate 
5,000  units;  zinc  bacitracin  400  units;  neomycin  sulfate  5 mg, 
(equivalent  to  3.5  mg.  neomycin  base);  special  w/hite  petrolatum 
q.s.  In  tubes  of  1 oz.  and  Vz  oz.  and  Vs,  oz.  (approx.)  foil  packets. 
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for  her? 


mestranol/lOO  meg 


ethynodiol  diacetate/ 1 mg 


Typical  characteristics 

of  the  “balanced”  profile 

• normal  menses 

• well-rounded  breasts 

• clear  complexion 

• normal  figure  with 
normal  secondary 
sex  characteristics 

• normal  cytohormonal 
pattern 


Ovuleit 


This  “center  spectrum” 
pill  has  had  excellent 
user  acceptance  for  over 
seven  years. 


Available  in  20-,  21-  and  28-pill  schedules 

Each  white  tablet  contains:  ethynodiol 
diacetate  1 mg./mestranol  0.1  mg. 

Each  pink  tablet  in  Ovulen-28*  is  a 
placebo  containing  no  active  ingredients 


for  the  majority  of  women . . . 
when  centrally  balanced 
activity  is  preferred 


ethyl 

diacetate/' 


Typical  characteristics 
of  the  slightly  hyper- 
estrogenic  profile 

• heavy  flow 
large  breasts, 
sometimes  fibrotic;  I 
nipples  well  pigmented] 

• very  feminine  appearar 
occasionally  short 
premenstrual  syndrom^ 
fluid  retention 

• tendency  to  uterine 
fibroids 

• high  pyknotic  index 

This  formulation,  which 
less  estrogenic  activity  a|dj| 
a moderate  progestoger 
dominance,  may  be  a go] 
beginning. 


ethinyl  estradiol/50  meg. 


All  steroid  molecules  are  not  the 
same. . . in  their  activity.  In  pre- 
scribing birth-control  pills,  estrogen/ 
progestogen  activity  is  more  impor- 
tant than  milligrams.  The  woman’s 
hormone  profile  often  indicates  the 
activity  best  for  her. 


For  brief  summary  of  prescribing  information, 
please  see  next  page. 


mestranol/0.1  mg. 


norethynodrel/2.5  mg. 


Typical  characteristics 
of  the  hypoestrogenic 
or  androgenic  profile 

• scanty  menses 

• small  breasts 

• thin,  often  tall, 
sometimes  asthenic 

• possibly  masculine 
appearance 

• acne,  hirsutism 

• low  sexual  motivation 

• thin  vaginal  lining, 
tendency  to  vaginitis 
and  dyspareunia 

This  pill  has  a relatively 
weak  and  unique*  progestogen 
with  inherent  estrogenicity. 
Clinically,  just  as  in  animal 
studies,  it  appears  not  to 
possess  antiestrogenic  and 
androgenic  activity. 
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Enovid-E 

Available  in  20-  and  21-pill  schedules 

Each  tablet  contains:  norethynodrel 
2 5 mg./mestranol  0,1  mg. 

a clear  choice  for  women 
when  estrogen  dominance 
and  no  androgenic  activity 
are  preferred 

*Of  all  the  progestogens,  norethynodrel 
most  resembles  the  molecular  structure  of 
the  estrogens.  It  has  the  weakest  proges- 
tational activity  of  any  progestogen  in  a 
combination  pill. 


! suited  to  most  women 
1 in  low  estrogenic  activity 
[ moderate  progestogen 
c linance  are  preferred 
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ible  in  21-  and  28-piil  schedules 

white  tablet  contains:  ethynodiol 
tate  1 mg. /ethinyl  estradiol  50  meg, 
pink  tablet  in  Demulen-28*  is  a 
bo  containing  no  active  ingredients. 


Ovuleri 

Each  white  tablet  contains-. 

ethynodiol  diacetate  1 mg./mestranol  0.1  mg. 


Demulenf 

Each  white  tablet  contains: 

ethynodiol  diacetate  1 mg./ethinyl  estradiol  50  meg. 


Each  pink  tablet  in  Ovulen-28®  and  Demulen-28®  is  a placebo,  containing  no  active  ingredients, 


Actions— Ovulen  and  Demulen  act  to  prevent  ovulation  by  inhibiting 
the  output  of  gonadotropins  from  the  pituitary  gland,  Ovulen  and 
Demulen  depress  the  output  of  both  the  follicle-stimulating  hormone 
(FSH)and  the  luteinizing  hormone  (LH). 

Special  note— Oral  contraceptives  have  been  marketed  in  the 
United  States  since  1960.  Reported  pregnancy  rates  vary  from  product 
to  product.  The  effectiveness  of  the  sequential  products  appears  to  be 
somewhat  lower  than  that  of  the  combination  products.  Both  types 
provide  almost  completely  effective  contraception. 

An  increased  risk  of  thromboembolic  disease  associated  with  the 
use  of  hormonal  contraceptives  has  now  been  shown  in  studies  con- 
ducted in  both  Great  Britain  and  the  United  States.  Other  risks,  such  as 
those  of  elevated  blood  pressure,  liver  disease  and  reduced  tolerance  to 
carbohydrates,  have  not  been  quantitated  with  precision. 

Long-term  administration  of  both  natural  and  synthetic  estrogens  in 
subprimate  animal  species  in  multiples  of  the  human  dose  increases  the 
frequencyof  some  animal  carcinomas.  These  data  cannot  be  transposed 
directly  to  man.  The  possible  carcinogenicity  due  to  the  estrogens  can 
be  neither  affirmed  nor  refuted  at  this  time.  Close  clinical  surveillance  of 
all  women  taking  oral  contraceptives  must  be  continued. 

Indication— Ovulen  and  Demulen  are  indicated  fororal  contraception. 

Contraindications  — Patients  with  thrombophlebitis,  thromboem- 
bolic disorders,  cerebral  apoplexy  or  a past  history  of  these  conditions, 
markedly  impaired  liver  function,  known  or  suspected  carcinoma  of 
the  breast,  known  or  suspected  estrogen-dependent  neoplasia  and 
undiagnosed  abnormal  genital  bleeding. 

Warnings— The  physician  should  be  alert  to  the  earliest  manifesta- 
tions of  thrombotic  disorders  (thrombophlebitis,  cerebrovascular  dis- 
orders, pulmonary  embolism  and  retinal  thrombosis).  Should  any  of 
these  occuror  be  suspected  thedrugshould  bediscontinued  immediately. 

Retrospective  studies  of  morbidity  and  mortality  conducted  in  Great 
Britain  and  studies  of  morbidity  in  the  United  States  have  shown  a 
statistically  significant  association  between  thrombophlebitis,  pulmo- 
nary embolism,  and  cerebral  thrombosis  and  embolism  and  the  use  of 
oral  contraceptives.  There  have  been  three  principal  studies  in  Britain''^ 
leading  to  this  conclusion,  and  one-<  in  this  country.  The  estimate  of 
the  relative  risk  of  thromboembolism  in  the  study  by  Vessey  and  DolP 
was  about  sevenfold,  while  Sartwell  and  associates-’  in  the  United  States 
found  a relative  risk  of  4.4,  meaning  that  the  users  are  several  times  as 
likely  to  undergo  thromboembolic  disease  without  evident  cause  as 
nonusers.  The  American  study  also  indicated  that  the  risk  did  not  per- 
sist after  discontinuation  of  administration  and  that  it  was  not  enhanced 
by  long-continued  administration.  The  American  study  was  not  designed 
to  evaluate  a difference  between  products.  However,  the  study  sug- 
gested that  there  might  be  an  increased  risk  of  thromboembolic  dis- 
ease in  users  of  sequential  products.  This  risk  cannot  be  quantitated, 
and  further  studies  to  confirm  this  finding  are  desirable. 

Discontinue  medication  pending  examination  if  there  is  sudden  par- 
tial or  complete  loss  of  vision,  or  if  there  is  a sudden  onset  of  proptosis, 
diplopia  or  migraine.  If  examination  reveals  papilledema  or  retinal 
vascular  lesions  medication  should  be  withdrawn. 

Since  the  safety  of  Ovulen  and  Demulen  in  pregnancy  has  not  been 
demonstrated,  it  is  recommended  that  for  any  patient  who  has  missed 
two  consecutive  periods  pregnancy  should  be  ruled  out  before  con- 
tinuing the  contraceptive  regimen.  If  the  patient  has  not  adhered  to  the 
prescribed  schedule  the  possibility  of  pregnancy  should  be  considered 
atthetime  of  the  first  missed  period. 

A small  fraction  of  the  hormonal  agents  in  oral  contraceptives  has 
been  identified  in  the  milk  of  mothers  receiving  these  drugs.  The  long- 
range  effect  to  the  nursing  infant  cannot  be  determined  at  this  time. 

Precautions— The  pretreatment  and  periodic  physical  examinations 
should  include  special  reference  to  the  breasts  and  pelvic  organs, 
including  a Papanicolaou  smear  since  estrogens  have  been  known  to 
produce  tumors,  some  of  them  malignant,  in  five  species  of  subprimate 
animals.  Endocrine  and  possibly  liver  function  tests  may  be  affected  by 
treatment  with  Ovulen  or  Demulen.  Therefore,  if  such  tests  are  abnor- 
mal in  a patient  taking  Ovulen  or  Demulen,  it  is  recommended  that  they 
be  repeated  after  the  drug  has  been  withdrawn  for  two  months.  Under 
the  influence  of  progestogen-estrogen  preparations  pre-existing  uterine 
fibromyomas  may  increase  in  size.  Because  these  agents  may  cause 
some  degree  of  fluid  retention,  conditions  which  might  be  influenced 
by  this  factor,  such  as  epilepsy,  migraine,  asthma,  cardiac  or  renal  dys- 
function, require  careful  observation.  In  breakthrough  bleeding,  and 
in  all  cases  of  irregular  bleeding  per  vaginam,  nonfunctional  causes 
should  be  borne  in  mind.  In  undiagnosed  bleeding  per  vaginam  ade- 
quate diagnostic  measures  are  indicated.  Patients  with  a history  of 
psychic  depression  should  be  carefully  observed  and  the  drug  dis- 
continued if  the  depression  recurs  to  a serious  degree.  Any  possible 


influence  of  prolonged  Ovulen  or  Demulen  therapy  on  pituitary,  ovarian, 
adrenal,  hepatic  or  uterine  function  awaits  further  study.  A decrease  ir 
glucose  tolerance  has  been  observed  in  a significant  percentage  oi' 
patients  on  oral  contraceptives.  The  mechanism  of  this  decrease  ts 
obscure.  For  this  reason,  diabetic  patients  should  be  carefully  observed! 
while  receiving  Ovulen  or  Demulen  therapy.  The  age  of  the  patient  cor , 
stitutes  no  absolute  limiting  factor,  although  treatment  with  Ovulen  onl 
Demulen  may  mask  the  onset  of  the  climacteric.  The  pathologist  shoula 
be  advised  of  Ovulen  or  Demulen  therapy  when  relevant  specimens* 
are  submitted.  Susceptible  women  may  experience  an  increase  in| 
blood  pressure  following  administration  of  contraceptive  steroids.  i 

Adverse  reactions  observed  in  patients  receiving  oral  con 
traceptives— A statistically  significant  association  has  been  demon 
strated  between  use  of  oral  contraceptives  and  the  following  seriou;' 
adverse  reactions:  thrombophlebitis,  pulmonary  embolism  and  cere! 
bral  thrombosis,  | 

Although  available  evidence  is  suggestive  of  an  association,  such  a] 
relationship  has  been  neither  confirmed  nor  refuted  for  the  following 
serious  adverse  reactions:  neuro-ocular  lesions,  e.g.,  retinal  throm  ; 
bosis  and  optic  neuritis.  i 

The  following  adverse  reactions  are  known  to  occur  in  patient;' 
receiving  oral  contraceptives:  nausea,  vomiting,  gastrointestinal  sympj 
toms  (such  as  abdominal  cramps  and  bloating),  breakthrough  bleeding, 
spotting,  change  in  menstrual  flow,  amenorrhea  during  and  after  treat 
ment,  edema,  chloasma  or  melasma,  breast  changes  (tenderness* 
enlargement  and  secretion),  change  in  weight  (increase  or  decrease))! 
changes  in  cervical  erosion  and  cervical  secretions,  suppression  o | 
lactation  when  given  immediately  post  partum,  cholestatic  jaundice] 
migraine,  rash  (allergic),  rise  in  blood  pressure  in  susceptible  individual;, 
and  mental  depression.  i 

Although  the  following  adverse  reactions  have  been  reported  ir.j 
users  of  oral  contraceptives,  an  association  has  been  neither  cor! 
firmed  nor  refuted:  anovulation  post  treatment,  premenstrual-lik^j 
syndrome,  changes  in  libido,  changes  in  appetite,  cystitis-like  syndrome' 
headache,  nervousness,  dizziness,  fatigue,  backache,  hirsutism,  lossci 
scalp  hair,  erythema  multiforme,  erythema  nodosum,  hemorrhagk 
eruption  and  itching.  | 

The  following  laboratory  results  may  be  altered  by  the  use  of  orej 
contraceptives:  hepatic  function:  increased  sulfobromophthalein  reter  j 
tion  and  other  tests;  coagulation  tests:  increase  in  prothrombin,  Facta  | 
VII,  VIII,  IX  and  X;  thyroid  function:  increase  in  PBI  and  butanol  extrac  j 
able  protein  bound  iodine,  and  decrease  in  P uptake  values;  metyrapor 
test  and  pregnanediol  determination. 

References:  1,  Royal  College  of  General  Practitioners:  Oral  Co , 
traception  and  Thrombo-Embolic  Disease,  J.  Coll.  Gen.  Pract.  13:26’-| 
279 (May)  1967.  2.  Inman,  W.  H.  W.,  and  Vessey,  M.  P:  Investigation! 
Deaths  from  Pulmonary,  Coronary,  and  Cerebral  Thrombosis  aitj 
Embolism  in  Women  of  Child-Bearing  Age,  Brit.  Med.  J.  2:193-l{Ei 
(April  27)  1968.  3.  Vessey,  M.  P,  and  Doll,  R.:  Investigation  of  Relatin' I 
Between  Use  of  Oral  Contraceptives  and  Thromboembolic  DiseaseM 
Further  Report,  Brit.  Med.  J.  2:651-657  (June  14)  1969.  4.  Sartwjl 
P.  E.;  Masi,  A.  T;  Arthes,  F.  G.;  Greene,  G.  R.,  and  Smith,  H.  E.:  Thromb:- 
embolism  and  Oral  Contraceptives:  An  Epidemiologic  Case-Contli 
Study,  Amer.  J.  Epidem.  90:365-380  (Nov.)  1969.  ' 
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It  sional  pain,  which  was  somewhat  vague  in  de- 
b scription.  He  seemed  to  have  dyspnea  on  moderate 
I exertion  and  some  difficulty  keeping  up  physically 
with  others  his  age. 

' When  he  was  16  years  old,  he  was  6 feet  5 
, inches  tall.  He  was  noted  to  be  “poorly  coordi- 
i nated.”  Physical  examination  at  that  time,  re- 
I vealed  a depressed  right  anterior  thorax  with 
“sloping”  ribs.  The  nails  were  pitted.  There  was 
I a long,  “giraffe-like”  neck.  The  patient’s  arm  span 
I measured  74/2  inches.  From  vertex  to  pubis,  he 
measured  35/2  inches  and  from  pubis  to  floor,  44 
I inches. 

' Approximately  one  year  later,  he  was  seen 
! because  of  attacks  of  syncope  or  near  syncope 
frequently  related  to  standing  in  the  heat.  He 
] never  had  a convulsion  of  any  sort.  At  that  time, 

I he  was  6 feet  5’/2  inches  tall  and  weighed  67.4  kg 
(148.5  lb).  His  chest  expansion  was  37*/2  inches 
I on  maximum  inspiration,  32)4  inches  on  maximum 
expiration.  Blood  pressure  was  90/70  mm  Hg.  A 
variety  of  routine  laboratory  studies  such  as  sedi- 
mentation rate,  complete  blood  count,  urinalysis, 
calcium,  phosphorus,  total  protein,  protein-bound 
iodine,  and  intravenous  pyelogram,  were  unre- 
markable. An  electroencephalogram  was  inter- 
! preted  as  being  normal.  A five-hour  glucose  toler- 
' ance  test  was  felt  to  be  somewhat  suspicious  of  a 
: prediabetic  state,  but  certainly  not  markedly  ab- 
I normal.  (The  values  were  as  follows:  fasting  91 
I mg  per  100  ml,  one-half  hour,  156  per  100  ml, 
one  hour  161  mg  per  100  ml,  two  hours  125  mg 
per  100  ml,  three  hours  86  mg  per  100  ml,  four 
hours  81  per  100  ml,  and  five  hours  89  mg  per  100 
ml.  The  patient  was  unable  to  void  at  anytime 
before  or  during  the  test.)  It  was  also  noted  that 
he  had  a somewhat  high,  arched  palate.  Cardiac 
examination  revealed  a regular  sinus  rhythm  with 
no  cardiac  enlargement.  There  were  no  murmurs 
or  thrills.  M-1  was  slightly  softer  than  M-2;  A-2 
and  P-2  were  equal.  His  pulse  rate  was  70  beats 
per  minute  and  regular. 

A review  of  this  young  man’s  past  history 
revealed  that  he  underwent  a tonsillectomy  at 
about  10  years  of  age.  There  is  no  good  perinatal 


history  available,  but  it  would  appear  that  his 
“milestones”  were  normal. 

A review  of  his  family  history  shows  only  that 
he  has  a grandfather  who  suffered  from  some  sort 
of  heart  disease.  He  has  a sister  approximately  two 
years  older  than  himself  who  is  living  and  well  and 
who  is  5 feet  9 inches  tall.  He  has  a brother  three 
years  younger  whose  height  is  unknown  at  the 
present  time,  but  at  about  age  13  years,  the  pa- 
tient’s brother  was  5 feet  2 inches  tall.  His  mother 
is  5 feet  7)4  inches  tall;  his  father  is  6 feet  3 
inches  tall. 

In  summation,  it  would  appear  that  a diag- 
nosis of  Ehlers-Danlos  syndrome  was  made  on  the 
basis  of  body  disproportion,  extreme  hypermobility 
of  the  patient’s  joints  especially  in  the  upper  ex- 
tremities both  proximally  and  distally,  and  cutane- 
ous changes  felt  to  be  consistent  with  this  disease. 

Summary 

This  patient  is  being  reported  because  of  the 
unequivocal  presence  of  a Martin-Gruber  anasto- 
mosis which  caused  the  patient  to  present  with 
symptoms  of  a typical  median  nerve  entrapment 
in  the  carpal  tunnel,  but  which  were  in  reality 
due  to  subluxation  of  the  ulnar  nerve  at  the  elbow. 
This  uncommon  congenital  anomaly  can,  by  itself, 
present  a confusing  clinical  picture.  When  it  does 
appear,  it  is  not  necessarily  (and  indeed  probably 
not  usually),  associated  with  any  other  pathologic 
process.  In  this  individual,  however,  there  is  strong 
clinical  evidence  for  a presumptive  diagnosis  of 
Ehlers-Danlos  syndrome,  which  is  felt  to  at  least 
partially  account  for  the  patient’s  ulnar  nerve  sub- 
luxation, thereby  contributing  to  the  initially  puz- 
zling manifestations. 

Acknowledgement:  It  is  appropriate  that  John  Schlem- 
mer,  M.D.,  Chairman,  West  Side  Family  Practice 
Center,  Akron  General  Medical  Center,  be  given 
credit  for  originally  referring  the  case  and  for  then 
informing  me  of  the  diagnosis  of  Ehlers-Danlos  syn- 
drome. Jack  Mostow,  M.D.,  Head  of  Endocrinology 
Section,  Akron  General  Medical  Center,  also  was  of 
great  assistance  in  helping  me  locate  much  of  the 
clinical  information  upon  which  the  Ehlers-Danlos 
syndrome  was  diagnosed. 
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MATERNAL  HEALTH  IN  OHIO 


Maternal  Deaths  Due  to 
Pulmonary  Embolism* 

By  THE  OSMA  Committee  on  Maternal  Health 


ULMONARY  EMBOLISM  continues  to  be 
one  of  the  major  causes  of  maternal  death  in 
Ohio.  During  the  past  16  years  the  Committee  has 
published  six  articles  on  this  subject/'*^  inviting 
attention  of  the  medical  public  to  this  catastrophic 
complication  of  pregnancy  and  the  puerperium,  in 
an  effort  to  reduce  the  incidence.  Finally,  the 
Committee  designed  and  presented  a display  deal- 
ing with  this  problem,  for  the  OSMA  Annual 
Meeting,  May  6-9,  1973.  Members  elicited  numer- 
ous interesting  and  educational  facets  related  to 
the  subject,  during  research  into  the  files  of  the 
Ohio  Maternal  Mortality  Study.  These  will  be 
covered  briefly  in  this  article.  Needless  to  say,  al- 
though the  general  number  of  maternal  deaths  in 
Ohio  has  gradually  diminished  in  16  years,  the 
annual  number  of  maternal  deaths  due  to  pulmo- 
nary embolism  has  NOT  changed  appreciably 
fFig.  1). 

First,  the  Committee  presents  three  cases  of 
maternal  death  due  to  embolism;  one  (each)  will 
represent  death  due  to  amniotic  fluid  embolism, 
air  embolism,  and  thromboembolic  phenomenon, 
respectively. 

Case  No.  1573 

This  case  was  a 36-year-old,  white,  obese,  para 
V,  abortus  II,  cesarian  I,  who  died  30  minutes  post 
partum.  Previously  she  had  had  five  term  pregan- 
cies,  the  largest  baby  weighing  4.5  kg  (10  lb), 
all  uncomplicated.  There  were  two  spontaneous  abor- 
tions without  dilation  and  curettement.  The  last 
pregnancy  was  uneventful;  care  was  considered  ade- 


*A continuous  statewide  Maternal  Mortality  Study 
is  being  conducted  in  Ohio  by  the  Committee  on 
Maternal  Health  of  the  Ohio  State  Medical  Asso- 
ciation, in  cooperation  with  the  Ohio  Department 
of  Health,  and  assisted  by  representatives  of  the 
various  County  Medical  Societies  of  the  state. 
Since  work  of  the  Committee  is  educational  as 
well  as  statistical,  summaries  of  some  of  the  cases 
studied  by  the  Committee,  based  on  anonymous 
data  submitted,  are  published  in  The  Ohio  State 
Medical  Journal  from  time  to  time.  Each  presen- 
tation is  brief  but  informative.  It  contains  opin- 
ions of  the  Committee,  based  on  the  data  sub- 
mitted for  review. 

Submitted  March  27,  1973. 


quate.  At  42  weeks,  her  membranes  ruptured  at  home 
on  January  25.  She  was  admitted  January  26,  in  mild 
labor,  cer\-ix  2 cm,  20  percent  effaced,  vertex  at  -3  sta- 
tion. Labor  was  stimulated  using  Buccal  Pitocin,  one 
tablet  about  every  45  minutes  for  five  doses.  Moderate 
contractions  ensued;  15  minutes  after  the  last  “pill,”  the 
nurse  noted  that  the  patient  became  cyanotic  and  con- 
\’ulsed.  The  resident  physician  was  summoned.  She  was 
intubated  immediately;  bradycardia  and  fibrillation  fol- 
lowed. Atropine  and  sodium  bicarbonate  were  given. 
Defibrillation  failed  to  improve  the  very  slow  heart  beat; 
the  patient  was  moribund.  External  cardiac  massage  and 
ventilation  were  continued.  A classical  cesarean  section 
was  performed  promptly,  and  a large,  living  baby  was 
delivered.  Thoracotomy  was  done,  adrenalin,  atropine, 
and  Isuprel  were  administered  but  the  patient  pursued  a 
downhill  clinical  course  and  died. 

Cause  of  Death  (Autopsy):  Amniotic-fluid,  pul- 
monary embolism  (bile,  fetal  meconium,  epithelial 
squamae,  and  “curled-up”  lanugo  hair  were  demon- 
strated). 

Comment 

The  Committee  studied  the  case  with  keen 
interest,  appreciating  the  completeness  of  the 
pathologist’s  report.  The  hazards  of  oxytocin  ad- 
ministration are  portrayed,  although  monitored 
effects  of  its  accumulated  action  were  not  re- 
corded. By  a narrow  margin,  members  voted  this 
a nonpreventable  maternal  death. 

Case  No.  1381 

A 23-year-old  married,  Negro,  primigravida  died 
undelivered  in  the  fourth  month  of  pregnancy.  No  details 
are  recorded  in  her  past  or  present  history.  She  was  dead 
on  arrival  at  the  hospital,  a rubber  catheter  extending 
from  the  vagina. 

Cause  of  Death  (Coroner’s  Autopsy):  Attempted 
abortion  by  insertion  of  a rubber  catheter  into  the  uterus; 
air  embolism;  partial  separation  of  the  placenta;  preg- 
nancy, circa  4/2  months  gestation. 

Comment 

Committee  members  w'ere  hampered  by  a lack 
of  information  concerning  the  patient. 

They  voted  this  a preventable  maternal  death, 
based  upon  the  coroner’s  report. 

Case  No.  1602 

A 30-year-old,  white,  para  O,  cesarian  HI,  died  4)4 
hours  postoperative.  Her  past  history  was  not  remark- 
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Fig.  1.  Number  of  Ohio  Maternal  Deaths  and  Maternal  Deaths  Due  to  Pulmonary  Embolism,  per  Year,  16  Years,  1955 
Through  1970. 


able;  a primary  cesarean  section  was  done  at  term,  after 
a trial  of  labor  and  dystocia  in  a breech  presentation. 
The  second  cesarean  at  term  was  a “repeat”  operation; 
neither  was  followed  by  any  complication.  She  registered 
for  the  third  pregnancy  in  the  second  month;  last  men- 
strual period  was  December  7.  She  had  an  unevent- 
ful course  with  adequate  care;  a slight  anemia  was  cor- 
rected by  the  administration  of  iron.  On  September  8, 
at  .39  weeks,  an  elective,  repeat-cesarean  operation  was 
performed  with  spinal  anesthesia,  and  a living,  mature 
baby  was  delivered.  Neither  the  anesthesia,  the  operation, 
nor  immediate  postoperative  period  was  complicated  in 
any  way.  The  patient  was  awake  and  talking,  in  her 
room.  Three  hours  postoperative,  the  nurse  left  the  room 
to  change  an  intravenous  tube ; the  patient’s  roommate 
called  the  nurse  with  alarm.  The  nurse  immediately  re- 
turned to  find  the  patient  dyspneic  and  cyanotic,  and 
summoned  the  resident  physician,  as  the  patient  appeared 
to  have  a convulsion,  after  screaming.  The  emergency 
alarm  brought  many  assistants,  all  heroic  measures  failed, 
and  the  patient  died  within  the  hour. 

Cause  of  Death  (Autopsy) : Massive  pulmonary  em- 
bolism; thrombosis  of  intrauterine  veins  at  the  site  of 
placental  insertion ; thrombotic  occlusion  of  right  ovarian 
vein;  varicosities  of  the  ovarian  vein.  (Squamous,  epi- 
thelial cells  or  other  particles  of  amniotic  fluid  were  not 
observ'ed  in  the  thrombi.) 


Comment 

Members  of  the  Committee  studied  the  facts 
in  the  full  report  with  a substantial  degree  of 
amazement.  After  a brief  deliberation,  they  voted 
the  case  a nonpreventable  maternal  death,  un- 
avoidable catastrophy. 

OSMA  Exhibit 

\'arious  pertinent  data  obtained  for  presenta- 
tion in  the  display  are  reiterated  briefly.  During 
the  16  years  from  1955  through  1970,  the  Com- 
mittee studied  1,500  cases,  determining  that  1094 
were  maternal  deaths  (connected  directly  or  indi- 
rectly with  the  pregnant  state).  Primary  causes  of 
death  were  found  to  be:  hemorrhage  284;  infec- 
tion 213;  toxemia  114;  and  “other  causes”  483 
cases,  respectively.  Further  analysis  revealed  (un- 
der “other  causes”)  195  maternal  deaths  due  to 
pulmonary  embolism;  the  three  types  of  embolism 


with  number  of  patients  (each)  and  percentile  of 
autopsies  are  shown  in  Table  1. 

Quite  obviously,  although  the  total  number  of 
patients  is  correct,  the  diagnosis  of  (either)  “am- 
niotic fluid  embolism”  or  “air  embolism”  was  not 
accepted  in  the  statistics  unless  proved  by  autopsy; 
cases  bearing  the  amniotic  fluid  or  “air”  diagnosis 
on  the  certificate  (not  supported  by  pathologic  or 
microscopic  study)  were  automatically  placed  in 
the  remaining,  “thromboembolic”  group. 

Of  the  131  patients  who  died  from  thrombo- 
embolic pulmonary  embolism,  32  (24.4  percent) 
died  undelivered;  all  of  the  patients  with  air  em- 
bolism (14)  died  undelivered;  and  23  (46  percent) 
of  those  with  amniotic  fluid  pulmonary  embolism 
(50)  died  undelivered. 

Further  examining  the  group  of  131  patients 
who  suffered  thromboembolic  phenomenon,  the 
interval  of  time  between  delivery  and  death  was 
found  to  vary'  extensively  (Table  2).  Oddly 


Table  1.  Types  of  Pulmonary  Emboli,  Percentile  of 
Autopsies,  in  195  Maternal  Deaths,  Ohio  Maternal  Mor- 
tality Study,  16  years 


Type 

No. 

Autopsies 

% 

.\ir  embolism 

14 

100 

Amniotic  fluid  embolism 

50 

100 

Thromboembolic 

131 

66 

Table  2.  Interval  between  Delivery  and  Death, 
131  Maternal  Deaths  Due  to 
Thromboembolic  Pulmonary  Emboli 

Interval 

No.  of 
Patients 

Died  undelivered 

32 

Less  than  1 hr  postpartum 

5 

1 to  2 hrs 

// 

3 

2 to  6 hrs 

10 

6 to  12  hrs 

•• 

5 

12  to  24  hrs 

n 

3 

1 to  7 days 

26 

7 to  28  days 

36 

1 to  6 months 

9 

6 months  to  1 year 

// 

2 
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enough,  the  greatest  single  number  (36)  sunived 
for  from  7 to  28  days  postpartum.  Sixty-four  pa- 
tients (over  half  of  the  group)  had  had  adequate 
prenatal  care;  15  had  a recorded  history  of  vari- 
cosities! 

Preventability 

Examining  the  facets  connected  with  the  pre- 
ventability of  195  maternal  deaths  due  to  pulmo- 
nary embolism  (all  three  types),  only  72  (36.4 
percent)  were  voted  preventable  (Table  3).  Obvi- 
ously, this  is  cjuite  a “switch”  from  the  usual;  for 
example,  in  the  10- Year  Survey  of  Ohio  Maternal 
Deaths®  the  Committee  voted  64.6  percent  of  all 
the  779  maternal  deaths  preventable,  with  the 
overwhelming  majority  due  to  personnel  responsi- 
bility. Relative  to  pulmonary  embolism,  the  Com- 
mittee found  error  in  judgment  and/or  technique 
an  avoidable  factor  in  only  33  of  the  195  deaths; 


Table  3.  Preventability,  195  Maternal  Deaths 
Due  to  Pulmonary  Embolism 


Nonpreventable 

123 

Preventable 

72 

Pi  (Patient) 

21 

P2  (Personnel) 

35 

Pi+  P= 

14 

Pa  (Misc) 

2 

Table  4.  Avoidable  Factors,  195  Maternal 
Deaths  Due  to  Pulmonary  Embolism 


Unavoidable  catastrophe 

123 

Inadequate  prenatal  care 

6 

Patient  error 

21 

Induced  abortion 

10 

Error/judgment,  technique 

33 

Miscellaneous 

2 

(High  risk  patients 

11) 

(Related  to  death 

2) 

patient  error  and  inadequate  prenatal  care  ac- 
counted for  27  of  the  factors  (Table  4). 

Prophylaxis 

The  prevention  of  postpartum  pulmonary  em- 
bolism, has  been  outlined  sharply  by  Vorherr:® 

1.  Avoid  operative  delivery. 

2.  Prevent  sepsis;  treat  promptly  if  it  appears. 

3.  Early  ambulation,  leg  exercises,  elastic  ban- 
dages, warm  compresses. 

4.  Antisludging  agents  (dextran,  aspirin,  phe- 
nylbutazone) . 

5.  Anticoagulants  (heparin,  coumarins) . 

6.  Antibiotics  and  antithrombophlebitis  agents 
(aspirin,  phenylbutazone). 

7.  Fibrinolytic  agents  (human  fibrinolysin, 
streptokinase,  urokinase). 


.Management 

Likewise,  the  treatment  of  acute  pulmonary 
embolism  has  been  outlined  to  include: 

1.  Meperidine  (100  mg  intravenously)  and 
atropine  (1  mg  intravenously)  to  relieve  pain  and 
anxiety. 

2.  Papaverine  hydrochloride  15  mg  in  a cen- 
tral venous  catheter,  or  50  mg  in  an  arm  vein  (to 
reduce  spasms  of  coronary  and  pulmonary  vessels) . 

3.  Lidocaine  50  to  100  mg  intravenously  (for 
arrythmias) . 

4.  Ouabain  0.25  mg  intravenously  (myocar- 
dium) . 

5.  Oxygen  (100  percent)  by  nasal  catheter  or 
mask. 

6.  Sodium  bicarbonate  40  to  60  mEq/liter 
intravenously  (to  correct  acidosis). 

7.  Heparin  10,000  Units  intravenously  every 
4 hours  for  24  hours  (to  prevent  further  thrombus 
formation) . 

8.  Embolectomy  when  patient’s  condition  is 
deteriorating  despite  treatment. 

9.  Fibrinolytic  therapy,  streptokinase,  and 
urokinase  (alternatives  for  heparin  treatment  and 
embolectomy,  to  lyse  thrombi  and  emboli). 

Summary 

From  a 16-year  survey  of  Ohio  maternal 
deaths,  the  Committee  presents  data  related  to 
deaths  from  pulmonary  embolism.  References  out- 
lining the  prevention  and  management  of  post- 
partum pulmonary  embolisms  are  cited. 

Generic  and  Trade  Names  of  Drugs 

Oxytocin  citrate,  buccal — Pitocin  Citrate,  Buccal 
(Parke-Davis) 

Isoproterenol  hydrochloride  — Isuprel  (Winthrop 
Laboratories) 
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Discussion  of  E.N.T.  Case  of  the  Month 


( continued  from  page  444 ) 


These  signs  and  symptoms  are  classic  for  a 
patient  with  acute  mastoiditis,  a condition  rarely 
seen  today.  When  it  occurs,  it  usually  is  the  result 
of  untreated  or  incompletely  treated  otitis  media. 
In  this  instance,  the  five-day  course  of  antibiotic 
therapy  was  not  sufficient  to  eradicate  completely 
the  infection  in  the  middle  ear  cleft. 

The  diagnosis  can  be  made  by  radiographic 
examination  of  the  mastoids.  In  acute  mastoiditis, 
there  will  be  clouding  of  the  mastoid  air  cells  and 
more  importantly,  loss  of  the  bony  septae  which 
separate  the  mastoid  air  cells  (Fig.  1).  The  latter 
finding  makes  the  diagnosis  of  acute  mastoiditis, 
since  “clouding”  of  the  air  cells  alone  is  a non- 


Fig.  1.  Diagnosis  of  acute  mastoiditis  is  made  by 
radiographic  evidence  of  clouding  and  loss  of  sep- 
tation  of  mastoid  air  cells  giving  the  mastoid  a 
“ground  glass”  appearance. 


Fig.  2.  Normal  left  (L)  mastoid.  Note  preservation 
of  bony  septae  between  air  cells. 


specific  finding  occurring  with  uncomplicated 
otitis  media  or  serous  otitis  media. 

When  the  diagnosis  of  acute  mastoiditis  is 
made,  aggressive  therapy  should  be  started  im- 
mediately, since  this  condition  is  associated  with 
a high  incidence  of  intracranial  complications. 

The  initial  treatment  should  consist  of  a wide 
myringotomy,  culture  and  sensitivity  of  the  drain- 
age, and  the  appropriate  antibiotic  in  high  dosage. 

IVIost  of  the  patients  will  improve  within  48 
hours;  if  no  improvement  is  noted,  then  a simple 
mastoidectomy  operation  should  be  done.  During 
this  procedure,  the  outer  bony  cortex  of  the  mas- 
toid is  opened,  the  granulation  tissue  is  removed, 
and  a drain  is  placed  in  the  wound.  In  essence, 
the  operation  simply  drains  an  abscess  cavity. 
Simple  mastoidectomy  usually  leaves  the  patient 
with  no  postoperative  sequelae  (Fig.  2). 
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Change  the  AMA! 


Maybe  you’re  one  of  those  doctors  at  odds  with  some  AMA 
policies.  Your  question  is:  how  do  you  change  them? 

First,  consider  who  sets  those  policies.  In  a real  sense,  it  is 
you.  You  elect  the  delegates  to  your  state  association.  They  in 
turn  elect  the  delegates  who  will  represent  your  views  in  the 
AMA  House. 

As  an  active,  involved  member,  you  can  influence  policy 
by  making  your  views  known  to  your  delegates,  both  national 
and  state.  It  is  your  democratic  right  — and  responsibility. 

Write  your  delegates,  call  them,  see  them.  It  they  aren't 
responsive,  tell  them  they’ll  be  hearing  from  you 
at  election  time. 

You  can  also  go  directly  to  the  top  and  express  your  views 
before  the  AMA  House’s  Reference  Committees  at  either  of 
the  two  annual  conventions. 

But  it’s  up  to  you.  If  you  have  strong  convictions  about 
something  that  should  be  changed,  you  can  be  heard. 

Join  us.  We  are  only  what  the  doctors  of  this  country  want 
us  to  be.  Find  out  more  about  the  AMA.  Send  tor  the  pamphlet, 
“The  AMA  and  the  American  Doctor:  Sharing  a Common 
Goal.’’  Write:  Dept.  DW,  at  the  address  below. 

JOIN  US. 

WE  CAN  DO  MUCH  MORE  TOGETHER. 

American  Medical  Association 
535  North  Dearborn  Street/Chicago,  Illinois  60610 
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Officers  and  AMA  Delegates  Elected 


at  the  1973  Annual  Meeting 


Dr.  OSCAR  \V.  CLARKE,  of  Gallipolis,  was 
installed  as  President  of  the  Ohio  State  Medical 
Association,  at  the  final  session  of  the  House  of 
Delegates  on  May  9 during  the  OSMA  Annual 
Meeting  in  Columbus.  He  was  named  President- 
Elect  of  the  Association  at  the  1972  Annual  Meet- 
ing in  Cincinnati  after  serving  since  1966  on  The 
Council  as  Councilor  of  the  Ninth  District. 

Dr.  James  L.  Henry,  Grove  City,  was  named 
President-Elect  and  will  succeed  to  the  Presidency 
at  the  1974  Annual  Meeting  in  Cleveland.  He  has 
served  six  years  on  The  Council  as  Treasurer  and 
Secretary-Treasurer. 

Dr.  William  M.  Wells,  of  Newark,  was  elected 
Secretary-Treasurer  for  a three-year  term.  Dr. 
Wells  has  served  on  I'he  Council  since  1967  as 
Councilor  of  the  Eighth  District. 

Dr.  Richard  E.  Plartle,  of  Lancaster,  was 
elected  Councilor  of  the  Eighth  District  to  suc- 
ceed Dr.  \Vells.  Dr.  Hartle  has  served  several 
terms  as  delegate  from  the  Fairfield  County  Med- 
ical Society  to  the  OSMA  House  of  Delegates  and 
is  currently  serving  as  vice-president  of  the  County 
Society. 

Dr.  James  G.  Tye,  Dayton,  was  reelected 
Councilor  of  the  Second  District. 

Dr.  George  N.  Bates,  Toledo,  was  reelected 
Councilor  of  the  Fourth  District. 

Dr.  Maurice  F.  Lieber,  Canton,  was  reelected 
Councilor  of  the  Sixth  District. 

Dr.  James  C.  McLarnan,  Alt.  \'ernon,  was  re- 
elected Councilor  of  the  Tenth  District. 

Ciouncilors  in  the  midst  of  two-year  terms  are 
the  following:  Dr.  Stephen  P.  Hogg,  Cincinnati, 
First  District;  Dr.  John  C.  Smithson,  Findlay, 
Third  District;  Dr.  David  Fishman,  Cleveland, 
Fifth  District;  Dr.  Robert  E.  Rinderknecht,  Dover, 
Seventh  District;  Dr.  Thomas  W.  Aforgan,  Galli- 
polis, Ninth  District;  and  Dr.  Robert  G.  Thomas, 
Elyria,  Eleventh  PJistrict. 

Dr.  William  R.  Schultz,  Wooster,  will  serve 
an  additional  year  on  The  Council  as  Immediate 
Past  President. 


Dr.  P.  John  Robechek,  Cleveland,  has  re- 
tired from  The  Council  after  serving  since  1964, 
as  Councilor  of  the  Fifth  District,  President-Elect, 
President  and  Past  President. 

The  Flouse  of  Delegates  reelected  the  fol- 
lowing Delegates  to  the  American  Medical  Asso- 
ciation for  additional  two-year  terms  beginning 
January  1,  1974:  Dr.  Oscar  \V.  Clarke,  Gallipolis; 
Dr.  flenry  A.  Crawford,  Cleveland;  Dr.  Harry  K. 
Hines,  Cincinnati;  and  Dr.  P.  John  Robechek, 
Cleveland. 

Dr.  William  J.  Lewis,  Jr.,  Dayton,  Alternate 
Delegate,  was  elected  Delegate  for  two  years  to 
succeed  Dr.  Frederick  P.  Osgood,  Toledo,  who  was 
not  a candidate  for  reelection. 

Delegates  in  the  midst  of  two-year  terms  are 
the  following:  Dr.  Richard  L.  Meiling,  Columbus; 
Dr.  Lawrence  C.  Meredith,  Oberlin;  Dr.  Robert 
N.  Smith,  Toledo;  and  Dr.  Robert  E.  Tschantz, 
Canton. 

44ie  following  Alternate  Delegates  were  re- 
elected for  two-year  terms  beginning  January  1, 
1974:  Dr.  George  N.  Bates,  Toledo;  Dr.  Richard 
L.  Fulton,  Columbus;  Dr.  Jerry  L.  Hammon,  West 
Milton;  and  Dr.  Jack  Schreiber,  Canfield. 

Dr.  William  R.  Schultz,  Wooster,  was  elected 
an  Alternate  Delegate  for  a two-year  term  begin- 
ning January  1,  1974  to  succeed  Dr.  Lewis. 

Dr.  Bernard  L.  Huffman,  Jr.,  Toledo,  was 
elected  an  Alternate  Delegate  for  the  remainder  of 
the  term  of  Dr.  Robert  P.  Johnson,  Aliddletown, 
who  resigned.  The  term  ends  December  31,  1974. 

Alternate  Delegates  in  the  midst  of  two-year 
terms  are  the  following:  Dr.  Dwight  L Becker, 
Lima;  Dr.  David  Fishman,  Cleveland;  and  Dr.  H. 
\Villiam  Porterfield,  Columbus. 

Because  of  the  time  element  involved,  only 
this  brief  summary  of  election  results  could  be 
included  in  this  issue  of  The  Journal.  Watch  for 
the  July  number  and  complete  reports  of  the  1973 
.Annual  Meeting,  including  official  minutes  of  the 
House  of  Delegates. 
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Obituaries 


State  Association  Past  President  Dies 


Horatio  Thomas  Pease,  M.U.,  practitioner  of 
long  standing  in  W adsworth,  Past  President  of  the 
Ohio  State  Medical  Association,  and  former  Al- 
ternate Delegate  to  the  American  Medical  Asso- 
ciation, died  on  April  30  at  the  age  of  72. 

Dr.  Pease  served  as  President  of  the  State 
.\ssociation  in  1963  and  1964.  He  had  previously 
served  three  full  terms  on  The  OSMA  Council  as 
Councilor  of  the  Eleventh  District,  and  was  later 
elected  an  Alternate  Delegate  to  the  American 
Medical  Association. 


H.  T.  Pease,  M.D. 


His  dedicated  general  practice  in  a non- 
metropolitan area  of  Ohio  and  his  devotion  to  the 
needs  of  his  patients  fitted  well  into  the  pattern 
of  his  life  which  began  with  a typical  American 
Flavor.  He  was  born  in  a log  cabin  on  a modest 
farm  in  Georgia,  followed  the  missionary  trails  of 
his  father  which  took  him  as  a child  to  the  far 
northern  reaches  of  Norway,  and  pieced  together 
his  early  education  in  the  schools  of  at  least  three 
states.  After  serving  in  the  Army  during  World 
War  I,  he  studied  at  Bethany  College  and  received 
his  A.  B.  degree  from  West  Virginia  University 
in  1922. 

In  1926  he  entered  (Case)  Western  Reserve 
University  School  of  Medicine  with  four  years  of 
high  school  teaching  experience,  a wife  and  child. 

He  received  his  M.D.  degree  in  1930,  and 
took  intern  and  residency  training  at  the  Uni- 
versity Hospitals  in  Cleveland.  Why  did  he  pick 
Wadsworth  as  a place  to  practice?  He  told  the 


story  that  he  and  his  wife  were  driving  through 
Wadsworth  one  day,  took  a liking  to  the  com- 
munity, and  decided  to  settle  there.  Depression 
day  practice  was  not  overly  demanding,  and  he 
found  time  to  take  postgraduate  courses  at  Har- 
vard, the  University  of  Michigan  and  the  Uni- 
versity of  Buffalo.  During  World  War  II  he  enter- 
ed his  second  tour  of  active  duty  with  the  Army, 
this  time  in  the  Medical  Corps. 

Long  a member  of  Medina  County  Medical 
Society,  he  served  that  organization  in  many  ca- 
pacities, filling  the  offices  of  president,  secretary- 
treasurer  and  delegate  to  the  OSMA.  He  also  was 
an  associate  member  of  the  neighboring  Summit 
County  Medical  Society,  and  a member  of  the 
Ohio  Academy  of  Family  Physicians.  Before  be- 
ing elected  to  The  Council  of  the  Ohio  State 
Medical  Association,  Dr.  Pease  serv^ed  on  the 
OSMA  Committee  on  Rural  Health  and  the 
OSMA  Advisory  Committee  to  the  Woman’s 
Auxiliary. 

As  OSMA  President,  Dr.  Pease  worked  tire- 
lessly on  behalf  of  Ohio  Medicine,  serving  on  vari- 
ous committees,  attending  meetings  throughout 
Ohio,  filling  speaking  engagements,  and  visiting 
professional  groups  in  neighboring  states. 

He  was  a leader  in  his  own  community,  serv’ed 
as  chief  of  staff  of  the  Wadsworth  Municipal  Hos- 
pital and  as  a member  of  its  Board.  In  addition, 
he  was  a churchman,  Rotarian,  Mason,  Legion- 
aire,  and  fraternity  man.  He  is  survived  by  his 
wife  Grace  and  his  daughter  Mary  Lois  who  is 
married  to  David  H.  Stansbery,  Ph.D.  There  are 
four  grandchildren. 

Gedeon  Asatiani,  M.D.,  North  Olmsted  and 
Cleveland;  medical  degree  from  the  University  of 
Munich,  1950;  aged  35;  died  April  17;  member  of 
OSMA,  AMA,  and  the  American  Society  of  Ab- 
dominal Surgeons;  diplomate,  American  Board  of 
Surgery;  native  of  the  Ukraine;  practitioner  in  the 
Greater  Cleveland  area  for  about  13  years,  spe- 
cializing in  general  surgery. 

Rodolfo  Sanchez  Avalos,  M.D.,  Ironton;  Fac- 
ulty of  Medicine,  University  of  Mexico,  1953; 
aged  49;  died  April  14;  member  of  OSMA,  AMA, 
and  the  American  Society  of  Abdominal  Surgeons; 
practicing  physician  and  surgeon  in  the  Ironton 
area  since  1962. 
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Paul  H.  Bade,  M.D.,  Chagrin  Falls;  Ohio 
State  University  College  of  Medicine,  1946;  aged 
60;  died  April  11;  member  of  OSMA  and  AMA; 
practitioner  for  a number  of  years  in  the  Maple 
Heights  area  of  Cle\  eland,  specializing  in  obstetrics 
and  pediatrics;  ser\ed  as  medical  officer  in  the 
U.  S.  Air  Force  from  1954  to  1956. 


\Valter  Ching-Chi  Chen,  M.D.,  Youngstown; 
Tung  Chi  University  Medical  School,  Shanghai, 
1948;  aged  47;  died  April  3;  member  of  OSMA, 
AMA,  American  Society  of  Anesthesiologists,  and 
the  International  Anesthesia  Research  Society; 
diplomate,  American  Board  of  Anesthesiology;  an- 
esthesiologist in  Youngstown  and  associated  w'ith 
St.  Elizabeth  Hospital  since  1958;  served  in  the 
U.S.  Army  Medical  Corps,  1956-1957. 

Alva  Dean  Cook,  M.D.,  Dayton;  Western 
Reserve  University  School  of  Medicine,  1917; 
aged  85;  died  March  23;  member  of  OSMA, 
AMA,  and  the  American  Academy  of  Family 
Physicians;  opened  his  practice  in  Dayton  in  1927 
after  serving  as  a medical  missionary  in  China  and 
the  Philippines;  general  practitioner  in  Dayton 
until  his  retirement. 

Roy  Camillas  Costello,  M.D.,  East  Liverpool; 
University  of  Pennsylvania  School  of  Medicine, 
1931;  aged  68;  died  April  18;  member  of  OSMA, 
AMA,  American  Society  of  Abdominal  Surgeons, 
and  American  Geriatrics  Society;  practicing  physi- 
cian in  the  East  Liverpool  area  since  1933;  former 
deputy  coroner,  Columbiana  County,  and  former 
director  City  Hospital  laboratory;  also  former  city 
health  commissioner;  past  president  of  the  Colum- 
biana County  Medical  Society. 

Jose  Angel  deCardenas,  M.D.,  Canton;  Uni- 
versity of  Havana  Faculty  of  Medicine,  1945; 
aged  56 ; died  April  1 7 ; member  of  OSMA  and 
AMA;  native  of  Cuba  and  re.sident  of  this  coun- 
try since  1959;  practitioner  in  Canton  for  about 
12  years,  specializing  in  anesthesiolog)’. 

Byrne  DeWeese,  M.D.,  Kent;  Kansas  City 
University  of  Ph)'sicians  and  Surgeons,  1941;  aged 
59;  died  April  12;  member  of  AMA  through  pre- 
vious state  affilliation;  formerly  practiced  in  Pitts- 
field, Mass.;  recently  associated  on  part-time  basis 
with  Kent  State  University  Flealth  Service.  Dr. 
DeWeese  was  one  of  a family  of  physicians.  His 
father  was  the  late  Dr.  Arville  O.  DeWeese,  of 
Kent.  Two  physician  brothers  survive.  Dr.  Marion 
S.  of  Columbia,  Mo.,  and  Dr.  James  of  Rochester, 
Minn. 


Joseph  Kannaly  Doran,  M.D.,  Cleveland  and 
Chagrin  Falls;  University  of  Iowa  College  of  Med- 
icine, 1938;  aged  59;  died  April  9;  member  of 
OSMA  and  the  American  Society  of  Internal 
Medicine;  practitioner  of  long  standing  in  the 
Cleveland  area,  specializing  in  internal  medicine; 
assistant  clinical  professor  at  Case  Western  Re- 
serve; served  in  the  Army  Medical  Corps  during 
World  \Var  II. 

George  Lawrence  Evans,  M.D.,  Mansfield; 
Western  Reserve  University  School  of  Medicine, 
1932;  aged  67;  died  April  9;  member  of  OSMA 
and  AMA;  Fellow,  American  College  of  Surgeons 
and  American  College  of  Obstetricians  and  Gyne- 
cologists; diplomate,  American  Board  of  Obstetrics 
and  Gynecology;  practitioner  in  Mansfield  for 
most  of  his  professional  career;  served  in  the  Army 
Medical  Corps  during  World  War  II. 

Harry  Lacroix  Fry,  M.D.,  Boynton  Beach, 
Fla.;  University  of  Cincinnati  College  of  Medicine, 
1931;  aged  67;  died  April  7;  member  of  OSMA 
and  AMA;  practicing  physician  and  surgeon  in 
Cincinnati  until  about  1968. 

Sherman  R.  Hawley  II,  M.D.,  \’ero  Beach, 
Fla.;  Lbiiversity  of  Cincinnati  College  of  Medicine, 
1931;  aged  70;  died  April  3;  former  member  of 
OSMA  and  the  Aerospace  Medical  Association; 
former  private  practitioner  in  Toledo;  retired  as 
chief  of  surgery  at  the  Chillicothe  VA  Hospital  in 
1966. 

Hobart  Gilmore  Higginbotham,  M.D.,  Cin- 
cinnati; University  of  Louisville  School  of  Medi- 
cine, 1924;  aged  76;  died  April  4;  member  of 
OSMA  and  AMA;  practicing  surgeon  of  long 
standing  in  Cincinnati;  veteran  of  W^orld  War  I. 

Nicholas  H.  Holmes,  M.D.,  Chillicothe;  Har- 
vard Medical  School,  1940;  aged  58;  died  April 
20;  member  of  OSMA  and  AMA;  Fellow,  Ameri- 
can College  of  Surgeons;  native  of  Chillicothe  and 
practicing  surgeon  there  for  many  years;  noted 
athlete  during  his  younger  years;  former  mayor  of 
Chillicothe;  served  in  the  Army  Medical  Corps 
during  World  War  II. 

Louis  N.  Katz,  M.D.,  Chicago,  Illinois;  West- 
ern Reserve  University  School  of  Aledicine,  1921; 
aged  75;  died  April  2;  former  member  of  OSMA; 
practitioner  in  Cleveland  until  about  1930  when 
he  moved  out  of  the  state. 

Jack  Gordon  Miller,  M.D.,  Alliance;  Emery 
University  School  of  Medicine,  1940;  aged  57; 
died  March  31;  member  of  OSMA  and  AMA; 
Fellow,  American  College  of  Surgeons;  diplomate. 
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T4 


T4  IS  THE 
PREDICTABLE 
HORMONE  BECAUSE 
IT  LOVES  PROTEIN. 


ALL  THYROID- 
FUNCTION  TESTS  ARE 
USEFUL  IN 
MONITORING 
SYNTHROID  THERAPY 


SYNTHROID®  (sodium 
levothyroxine)  is  pure  synthetic  T4, 
the  major  circulating  thyroid 
hormone.  It  is  reliable  to  use 
because  of  its  affinity  for  protein- 
binding sites  in  the  blood.  T3  is 
more  fickle.  Sometimes  it  binds. 
Sometimes  it  doesn’t.  T4  more 
predictably  binds  to  protein. 


No  calculations  are  needed,  test 
interpretation  is  simple. 

Any  of  the  commonly  used  T4 
thyroid  function  tests  (P.B.I.,  T4  By 
Column,  Murphy-Pattee,  Free 
Thyroxine)  are  useful  in  monitoring 
patients  on  T4  because  they  all 
measure  T4.  Patients  on 
SYNTHROID  are  thereby  easy  to 
monitor  because  their  results  will 
fail  within  predictable,  elevated 
test  ranges.  Of  course,  clinical 
assessment  is  the  best  criterion  of 
the  thyroid  status  of  the  drug- 
treated  patient. 


TEST 

HYPOTHYROID 

SYNTHROID 

THERAPEUTIC 

NORMAL 

P.B.I. 

Less  than  4 meg  % 

6-10  meg  % 

T4  By  Column 

Less  than  3 meg  % 

7-9  meg  % 

Ta  (Resin) 

Less  than  26% 

27-35% 

Ta  (Red  Cell) 

Less  than  1 1 % 

11.5-18% 

Free  Thyroxine 

Less  than  0.7 
nanograms  % 

0.7-2.5 

nanograms  % 

Murphy-Pattee 

Less  than  2.9 
meg  % 

4-1 1 meg  % 

G^ipose 
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TWO  GOOD  REASONS 
WHY  THE  ROAD  TO 
NORMALIZED 
THYROID  STATUS  IS  ; 
SO  SMOOTH  FOR  THE 
SYNTHROID  PATIENT, 


(1 ) The  onset  of  action  of  T4  is 
gradual.  It  has  a long  in  vivo 
“half-life”  of  over  six  days. 
(Occasional  missed  doses  or 
accidental  double-doses  are  of  les! 
concern  because  of  this  factor)'; 

(2)  since  SYNTHROID  contains  onh 
T4,  the  potential  for  metabolic 
surges  traceable  to  more  potent 
iodides  (T3)  is  eliminated. 


AS  WITH  ANY 
THYROID 
PREPARATION, 
CAUTIOUS 
OBSERVATION  OF  THE! 
PATIENT  DURING  TH 
BEGINNING  OF 
THERAPY  WILL  ALER 
THE  PHYSICIAN  TO 
ANY  UNTOWARD 
EFFECTS. 


■L 


Side  effects,  when  they  do  occur, 
are  related  to  excessive  dosage. 
Caution  should  be  exercised  in 
administering  the  drug  to  patients  ^ 
with  cardiovascular  disease.  Readr 
the  accompanying  prescribing 
information  for  additional  data  or 
write  Flint  Laboratories. 


...to  t/fyroid  replacemetif  tijerapy ' 


^TIENTS  CAN  BE 
JCCESSFULLY 


AINTAINED  ON  A 
^UG  CONTAINING 
iYROXINE  ALONE. 


TOLL 

AHEAD 


WHY  DOES  SYNTHROID 
COST  LESS  THAN 
SYNTHETIC  DRUGS 
CONTAINING  T3? 


^roxine  (T4)  is,  as  you  know, 
major  circulating  hormone 
duced  by  the  thyroid  gland, 
s also  produced,  in  smaller 
ounts,  and  is  active  at  the 
lular  level.  For  years  it  has  been 
working  hypothesis  among 
docrinologists  that  T4  is 
iverted  by  the  body  to  T3.  In 
^0  this  process,  called 
siodination,”  was  demonstrated 
Braverman,  Ingbar,  and  Sterling*, 
does  convert  to  T3,  though  the 
tcise  quantities  are  still  being 
died. 

"he  conversion  has  been 
lically  demonstrated  during  the 
ministration  of  T4  to  athyrotic 
ients.  Their  thyroid  status  is 
malized  on  SYNTHROID  alone, 
the  presence  of  T3  in  these 
ients  has  been  clearly  shown. 


Very  simple.  T3  costs  more  to  make 
synthetically  than  does  T4.  So  it  is 
economically  necessary  for  a 
synthetic  thyroid  medication 
containing  T3  to  cost  more  than 
one  containing  T4  alone.  Synthetic 
combinations  cost  patients  nearly 
50%  more  than  SYNTHROID® 
because  the  T3  costs  more  to  start 
with;  also  there  is  the  additional 
expense  of  formulating  a tablet 
containing  two  active  ingredients. 


1.  Latlolals,  C.  J.,  and  Berry,  C.  C.;  Misuse  of 
Prescription  Medications  by  Outpatients, 

Drug  Intelligence  & Clin.  Pharm.  3:270-7, 1969. 

2.  Braverman,  L.  E.,  Ingbar,  S.  H.,  and 
Sterling,  K.;  Conversion  of  Thyroxine  (T4)  to 
Triiodothyronine  (T3)  in  Athyreotic  Human 
Subjects,  J.  Clin.  Invest.  49:855-64,  1970. 

3.  American  Druggist  BLUEBOOK,  March,  1971. 


Kynthroid 
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iE  FACTS  ARE 
.EAR  AND  HERE 
OUR  OFFER. 

CTS: 

nthetic  thyroid  drugs  are  an 
provement  over  animal  gland 
jducts.  Patients,  even  athyrotic 
es,  can  be  completely 
lintained  on  SYNTHROID  (T4) 
)ne.  Thyroid  function  tests  are 
sy  to  interpret  since  they  are 
idictably  elevated  when  the 
tient  adheres  to  SYNTHROID. 
all  synthetic  thyroid  drugs, 
NTHROID  is  the  most 
onomical  to  the  patient. 


I 1 

I OFFER: 

I Free  TAB-MINDER  medication 
I dispensers  to  start  or  convert  all 
I your  hypothyroid  patients  to 
I SYNTHROID.  Free  information  to 
I physicians  on  role  of  thyroid 
■ function  tests  in  a new  booklet 
j titled;  “Guideposts  to  Thyroid 
I Therapy.”  Ask  us. 


Name 


Address 


City  State  Zip  | 

I ! 


Indications:  SYNTHROID  (sodium  levothyroxine)  is  spe- 
cific replacement  therapy  for  diminished  or  absent 
thyroid  function  resulting  from  primary  or  secondary 
atrophy  of  the  gland,  congenital  defect,  surgery,  ex- 
cessive radiation,  or  antithyroid  drugs.  Indications  for 
SYNTHROID  (sodium  levothyr  -xine)  Tablets  include 
myxedema,  hypothyroidism  virithout  myxedema,  hypo- 
thyroidism in  pregnancy,  pediatric  and  geriatric  hypo- 
thyroidism, hypopituitary  hypothyroidism,  simple 
(nontoxic)  goiter,  and  reproductive  disorders  asso- 
ciated w/ith  hypothyroidism.  SYNTHROID  (sodium  levo- 
thyroxine) for  Injection  is  indicated  for  intravenous 
use  in  myxedematous  coma  and  other  thyroid  dysfunc- 
tions where  rapid  replacement  of  the  hormone  is  re- 
quired. The  injection  is  also  indicated  for  intramuscular 
use  in  cases  where  the  oral  route  is  suspect  or  con- 
traindicated due  to  existing  conditions  or  to  absorp- 
tion defects,  and  when  a rapid  onset  of  effect  is  not 
desired. 

Precautions:  As  with  other  thyroid  preparations,  an 
overdosage  may  cause  diarrhea  or  cramps,  nervous- 
ness, tremors,  tachycardia,  vomiting  and  continued 
wjeight  loss.  These  effects  may  begin  after  four  or  five 
days  or  may  not  become  apparent  for  one  to  three 
weeks.  Patients  receiving  the  drug  should  be  observed 
closely  for  signs  of  thyrotoxicosis.  If  indications  of 
overdosage  appear,  discontinue  medication  for  2-6 
days,  then  resume  at  a lower  dosage  level.  In  patients 
with  diabetes  mellitus,  careful  observations  should  be 
made  for  changes  in  insulin  or  other  antidiabetic  drug 
dosage  requirements.  If  hypothyroidism  is  accom- 
panied by  adrenal  insufficiency,  as  Addison’s  Disease 
(chronic  subcortical  insufficiency),  Simmonds’s  Dis- 
ease (panhypopituitarism)  or  Cushing’s  syndrome  (hy- 
peradrenalism),  these  dysfunctions  must  be  corrected 
prior  to  and  during  SYNTHROID  (sodium  levothyroxine) 
administration.  The  drug  should  be  administered  with 
caution  to  patients  with  cardiovascular  disease;  devel- 
opment of  chest  pains  or  other  aggravations  of  cardio- 
vascular disease  requires  a reduction  in  dosage. 
Contraindications:  Thyrotoxicosis,  acute  myocardial 
infarction.  Side  effects:  The  effects  of  SYNTHROID 
(sodium  levothyroxine)  therapy  are  slow  in  being  mani- 
fested. Side  effects,  when  they  do  occur,  are  secondary 
to  increased  rates  of  body  metabolism;  sweating,  heart 
palpitations  with  or  without  pain,  leg  cramps,  and 
weight  loss.  Diarrhea,  vomiting,  and  nervousness  have 
also  been  observed.  Myxedematous  patients  with  heart 
disease  have  died  from  abrupt  increases  in  dosage  of 
thyroid  drugs.  Careful  observation  of  the  patient  during 
the  beginning  of  any  thyroid  therapy  will  alert  the 
physician  to  any  untoward  effects. 

In  most  cases  with  side  effects,  a reduction  of  dos- 
age followed  by  a more  gradual  adjustment  upward 
will  result  in  a more  accurate  indication  of  the  pa- 
tient’s dosage  requirements  without  the  appearance 
of  side  effects. 

Dosage  and  Administration:  The  activity  of  a 0.1  mg. 
SYNTHROID  (sodium  levothyroxine)  TABLET  is  equiva- 
lent to  approximately  one  grain  thyroid,  U.S.P.  Admin- 
ister SYNTHROID  tablets  as  a single  daily  dose, 
preferably  after  breakfast.  In  hypothyroidism  without 
myxedema,  the  usual  initial  adult  dose  is  0.1  mg.  daily, 
and  may  be  increased  by  0.1  mg.  every  30  days  until 
proper  metabolic  balance  is  attained.  Clinical  evalua- 
tion should  be  made  monthly  and  FBI  measurements 
about  every  90  days.  Final  maintenance  dosage  will 
usually  range  from  0.2-0.4  mg.  daily.  In  adult  myx- 
edema, starting  dose  should  be  0.025  mg.  daily.  The 
dose  may  be  increased  to  0.05  mg.  after  two  weeks 
and  to  0.1  mg.  at  the  end  of  a second  two  weeks.  The 
daily  dose  may  be  further  increased  at  two-month  in- 
tervals by  0.1  mg.  until  the  optimum  maintenance  dose 
is  reached  (0. 1-1.0  mg.  daily). 

Supplied:  Tablets:  0.025  mg.,  0.05  mg.,  0.1  mg.,  0.15 
mg.,  0.2  mg.,  0.3  mg.,  0.5  mg.,  scored  and  color-coded, 
in  bottles  of  100,  500,  and  1000.  Injection:  500  meg. 
lyophilized  active  ingredient  and  10  mg.  of  Mannitol, 
N.F.,  in  10  ml.  single-dose  vial,  with  5 ml.  vial  of  So- 
dium Chloride  Injection,  U.S.P.,  as  a diluent. 
SYNTHROID  (sodium  levothyroxine)  for  Injection  may 
be  administered  intravenously  utilizing  200-400  meg. 
of  a solution  containing  100  meg.  per  ml.  If  significant 
improvement  is  not  shown  the  following  day,  a repeat 
injection  of  100-200  meg.  may  be  given. 


FUNT  LABORATORIES 

DIVISION  OF  TRAVENOL  LABORATORIES,  INC 
Morton  Grove,  Illinois  60053 


American  Board  of  Obstetrics  and  Gynecology; 
practitioner  in  Alliance  since  1956;  served  as  flight 
surgeon  with  the  U.  S.  Air  Force  during  ^\^orld 
W ar  II  and  again  in  1955  and  part  of  1956. 

Edwin  D.  Richards,  M.D.,  Bay  Village  and 
Lakewood;  Harvard  Medical  School,  1932;  aged 
66;  died  April  14;  member  of  OSMA  and  AMA; 
Fellow,  American  College  of  Surgeons  and  Ameri- 
can College  of  Obstetricians  and  Gynecologists; 
diplomate,  .American  Board  of  Obstetrics  and 
Gynecology;  native  of  Cleveland  and  practitioner 
in  the  Lakewood  area  since  the  late  1940’s;  served 
as  a medical  officer  in  the  U.S.  Navy  during 
World  War  II. 

Francis  Ernest  Rosnagle,  M.D.,  London; 
Starling  Medical  College,  Columbus,  1914;  aged 
87;  died  April  17;  member  of  OSMA  and  AMA; 
practitioner  in  the  London  area  for  virtually  all 
of  his  professional  career;  former  Madison  County 
health  commissioner;  physician  for  the  London' 
Correctional  Institution;  past  president  of  the 
Madison  County  Medical  Society;  veteran  of 
World  War  I. 

Alfred  Clyde  Ross,  M.D.,  Cincinnati;  Uni- 
versity of  Cincinnati  College  of  Medicine,  1929; 
aged  68;  died  February  13;  member  of  OSMA, 
and  AMA;  Associate  Fellow,  American  Proctologic 
Society;  practitioner  of  long  standing  in  Cincin- 
nati and  a founding  member  of  the  Cincinnati 
Proctologic  Society;  served  in  the  Army  Air  Corps 
during  World  W^ar  II. 


Lester  Whitlock  Sanders,  Sr.,  M.D.,  Cincin- 
nati; University  of  Cincinnati  College  of  Medicine, 
1928;  aged  76;  died  March  5;  member  of  OSM.A, 
the  .'\M.\,  American  Academy  of  Occupational 
Medicine,  and  the  Industrial  Medical  Association; 
di]jlomate,  American  Board  of  Preventive  Medi- 
cine; jjractitioner  in  preventive  industrial,  and  re- 
search medicine;  member  of  the  faculty  of  the 
University  of  Cincinnati  College  of  Medicine. 

Howard  A.  Searl,  M.D.,  Cuyahoga  Falls; 
George  Washington  University  School  of  Medicine, 
1925;  aged  75;  died  April  12;  former  member  of 
OSMA;  practitioner  in  Cuyahoga  Falls  until  1942 
when  he  entered  the  Army  Medical  Corps;  after 
the  war,  he  became  associated  with  the  Veterans 
Administration,  retiring  in  1960. 

David  Shapira,  M.D.,  Youngstown;  Univer- 
sity of  Vienna  Medical  School,  1927;  aged  75; 
died  .\pril  13;  member  of  OSMA,  AMA,  Academy 
of  Psychosomatic  Medicine,  American  Psychiatric 
Association  and  American  Physicians  Fellowship; 
came  to  this  country  in  the  late  1940’s  and  began 
practice  in  Youngstown  in  1956,  where  he  spe- 
cialized in  psychiatry. 

Samuel  Harold  Winston,  M.D.,  New  Phila- 
delphia and  Dover;  Queens  University  Faculty  of 
Medicine,  Canada,  1929;  aged  67;  died  April  16; 
member  of  OSMA  and  AM.\;  practitioner  of  long 
standing  in  the  New  Philadelphia-Dover  area 
where  he  specialized  in  the  EENT  field. 


( See  additional  obituary  on  page  475 ) 
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Woman’s  Auxiliary  Highlights 


By  Mrs.  S.  L.  Meltzer,  Publicity  Chairman 
2442  Dorman  Drive,  Portsmouth  45662 


The  AMERICAN  AUTHOR  O.  Henry  dub- 
bed it  “Bagdad  on  the  Subway”.  More  than 
forty  odd  of  his  short  stories  were  written  against 
the  New  York  City  background.  Not  the  New 
York  of  today,  of  course — not  the  New  York 
where  the  fifty-first  annual  convention  of  the 
Woman’s  Auxiliary  to  the  American  Medical  As- 
sociation will  be  held  June  24-28  at  the  Waldorf- 
Astoria  Hotel. 

Speaking  of  the  Waldorf-Astoria,  do  many  of 
you  know  that  in  O.  Henry’s  day,  and  for  some 
two  decades  thereafter,  the  brownstone  Waldorf 
typified  an  era  of  elegance  at  the  corner  of  34th 
Street  and  Fifth  Avenue,  where  the  Empire  State 
Building  now  stands?  Much  has  changed  in  the 
City  of  New  York,  and  yet  some  of  what  O.  Henry 
wrote  in  echoing  its  voice  and  expressing  its  moods 
has  not  entirely  disappeared.  It  is  still  the  nation’s 
No.  1 metropolis  and  it  still  has  a fascination  all 
its  own. 

This  year’s  convention  will  feature  a “Back- 
stage  at  the  Waldorf” — a behind-the-scenes  tour 
of  the  famous  hotel’s  kitchens  and  a demonstration 
by  Chef  Decorator  Richard  Blaisdell.  And,  for  the 
first  time,  a theatre-supper  party  is  being  offered 
to  AMA  Woman’s  Auxiliary  members  and  guests. 
There  will  be  the  opportunity  to  see  an  outstand- 
ing Broadway  show  and  then  enjoy  an  after- 
theatre supper  at  a world-renowned  exciting  res- 
taurant, such  as  Sardi’s  or  the  “Benihana  Palace,” 
an  exotic  Japanese  Steak  House.  There  is  a choice 
of  shows;  “Sugar,”  “Finishing  Touches,”  “A  Little 
Night  Music”  or  “The  Prisoner  of  Second  Ave- 
nue.” 

The  auxiliary’s  formal  opening  of  its  Plouse 
of  Delegates  and  attendant  business  session  will  be 
at  9 a.m.  Monday  morning,  June  25.  Earlier  that 
morning  (at  7:30  a.m.!)  the  traditional  Ohio 
breakfast  will  be  held  for  delegates,  alternates  and 
honored  guests.  This  is  always  a very  special  “mo- 
ment” at  the  national  convention. 

Harry  Schwartz,  author  of  The  Case  for 
American  Medicine  and  member  of  the  New  York 
Times  editorial  board,  will  speak  during  the  Mon- 
day meeting.  Dorothy  Sarnoff,  director  of  Speech 
Dynamics,  Inc.,  and  author  of  Speech  Can  Change 
Your  Life  will  be  the  speaker  at  the  Tuesday  lun- 
cheon. Another  eminent  speaker  will  be  Carl  A. 


Hoffman,  M.D.,  AMA  President.  Important  by- 
laws revisions  w'ill  be  presented  for  action  by  the 
delegates. 

The  auxiliary  is  also  offering,  through  the 
services  of  Gulliver’s  Trails,  a sightseeing  and  en- 
tertainment program  for  young  people  attending 
the  AMA  meeting  in  New  York  with  their  par- 
ents. Gulliver’s  Trails  is  planning  three  days  of 
sightseeing  and  one  night  of  activities  that  includes 
dinner  and  a film  for  pre-teens  and  a dinner  and 
theatre  party  for  older  youth. 

And  so  it  will  be  “east  side,  west  side,  all 
around  the  town”  for  those  lucky  enough  to  be  on 
the  scene  of  this  year’s  annual  convention  of  the 
AMA  and  its  Woman’s  Auxiliary.  Welcome  to  the 
sidewalks  of  New  York! 

Goiiimunity  Health  Services 

Mrs.  Albert  May,  of  Marion,  is  chairman  of 
community  health  services  for  the  state.  She  re- 
cently attended,  along  with  Mrs.  Louis  Loria,  state 
president,  what  was  called  the  “Quality  of  Life 
Congress  H”  in  Chicago.  This  is  the  second  such 
Congress  sponsored  by  the  American  Medical  As- 
sociation in  cooperation  with  48  other  professional, 
voluntar)'  and  governmental  agencies. 

Congress  II  concentrated  on  the  middle 
years — early  adulthood,  mature  adulthood  and  the 
later  years — of  the  continuance  of  life  within  a 
social  environmental  and  educational  frame  of 
reference.  Mrs.  May  said  that  it  was  described  as 
an  unknown,  uncharted  period. 

PI  ugh  Downs,  fonner  host  of  the  Today 
Show,  was  the  keynote  speaker.  Other  speakers 
included:  Seward  Hiltner,  Ph.D.,  Princeton  The- 
ological Seminar)';  Pauline  Bart,  Ph.D.,  assistant 
professor  of  sociology;  Dana  Farnsworth,  M.D., 
vice-chairman.  National  Commission  on  Drug 
Abuse;  William  Masters,  M.D.,  and  Virginia  John- 
son, Ph.D.,  of  the  Reproductive  Biological  Re- 
search Foundation;  Bernice  Newgarten,  Ph.D., 
Professor  of  Human  Development,  Uni\-ersity  of 
Chicago;  representatives  from  the  Xerox  Corpora- 
tion, the  Gillerman  and  Kay  Corporation,  the 
UAW',  the  American  Management  Association, 
McCaffery,  Seligman  and  von  Simson,  Inc.  and 
Parents  Without  Partners;  Lee  Salk,  M.D.,  direc- 
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tor,  cii\isiou  of  pediatric  ])s\cliology,  New  York 
lIos])ital;  Edmund  Casey,  president.  National 
Medical  Association. 

Mrs.  May  comments:  “It  was  the  aim  of  this 
Congress  to  j)lan  ways  of  overcoming  human 
blights,  of  nurturing  humanness  and  of  promoting 
productivity,  happiness  and  health  in  the  Middle 
\'ears  ....  it  was  recommended  that  e\ery  com- 
munity be  mobilized  for  action  that  will  require 
sustained  inter-group  effort  of  the  private  and 
public  sectors  at  the  national,  state  and  local 
levels.  . . .” 

It  was  the  consensus  of  opinion  that  “the  pro- 
fessions, the  government,  business  and  industry 
have  a big  stake  in  impro\  ing  the  Quality  of  Life 
during  the  Middle  Years  because  it  is  the  quality 
of  ]3eople’s  li\es  which  determines  the  economic 
and  political  future  of  America.” 

Ingrid  May  has  pro\ided  me  with  a raft  of 
interesting  and  \ital  material  relative  to  the  work 
of  her  community  health  service  committee.  It  is 
my  hope  during  the  coming  months  to  give  you  a 
bird’s-eye-\iew  of  an  action  project  under  most 
capable  leadership. 


Nutrition — The  Key 

Mrs.  Robert  E.  Krone,  state  nutrition  chair- 
man, recently  appeared  on  a panel  presentation  of 
a nutrition  education  workshop  sponsored  by  the 
American  Red  Cross  in  Cincinnati.  Mrs.  Krone’s 
presentation  highlighted  food  information,  teach- 
ing aids  and  reliable  sources.  Also  on  the  panel  was 
Fran’s  husband.  Dr.  Krone,  who  discussed  nutri- 
tion problems  as  seen  in  a family  phy'sician’s  office. 

'File  afternoon  sessions  (the  whole  program 
took  place  at  the  University  of  Cincinnati  Faculty 
Club)  featured  small  grouj)  cpiestion-and-answer 
periods  relating  to  pediatric  nutrition,  general  nu- 
trition, budget  problems,  geriatric  nutrition,  teen- 
age nutrition  and  special  diets.  Each  of  these 
discussion  sessions  was  led  by  a registered  dietitian 
wbo  is  a specialist  in  the  field  indicated.  Partici- 
pants moved  from  one  group  to  the  next,  spending 
ten  to  fifteen  minutes  in  each  area.  Leaders  had 
visual  materials  and  “hand-outs.” 

There  was  a general  display  that  recom- 
mended books  on  general  nutrition,  some  that 
were  not  recommended  and  several  pamphlets 
and  posters.  Each  participant  was  given  a list  of 
good  references  and  a copy  of  the  new  Blue  Cross 
booklet  Food  and  Fitness.  Invitations  had  been 
sent  to  Red  Cross  nurses,  instructors,  social  work- 
ers— all  those  who  need  basic  nutrition  informa- 
tion for  working  with  clients,  classes  or  the  public. 
Coordinator  of  the  nutrition  education  workshop 
was  Mrs.  Carl  F.  Schilling,  chairman  of  the  Red 


cross  Nursing  and  Health  Program  and  an  out- 
standing member  of  the  Hamilton  county  aux- 
iliary! 

“Anatomy  of  Fashion” 

-\nd  speaking  of  the  Hamilton  auxiliary,  this 
year’s  recent  style  show  (it’s  an  annual  event)  was 
a bit  more  extra-special  in  that  the  group  had  a 
New  York  designer  showing  her  clothes  for  the 
first  time  in  Cincinnati  (through  the  cooperation 
of  Mabley  and  Carew).  Miss  Evelyn  Dejonge, 
designing  for  Contempra,  displayed  a preview  of 
her  fashions  and  explained  the  development  of  a 
fashion  line.  Pier  fashions  are  for  the  “young  at 
heart”  woman  who  wants  fresh,  simple  and  easy 
to  care  for  clothes.  Miss  Dejonge’s  fabrics  are 
predominantly  small  prints  and  designs  in  easy 
care  combinations. 

A social  hour  and  luncheon  preceded  the 
“Anatomy  of  Fashion”  which  was  held  at  the 
Riveniew-Quality  Inn  in  Covington,  Kentucky. 
Proceeds  from  this  annual  e\ent  are  earmarked 
for  the  auxiliary’s  Philanthropy  Fund  which  sup- 
ports a wide  range  of  service  activities — from 
nurse  scholarships.  Project  Flope  and  local  service 
agencies  to  the  “Apple  Tree,”  the  auxiliary’s  non- 
profit day  care  center  for  the  children  of  key  hos- 
pital personnel. 

Mrs.  Thomas  Werner  was  chairman  and  Mrs. 
Robert  Gregory,  cochairman,  of  this  year’s  show. 
Mrs.  Denis  Cash  served  in  an  advisory  capacity. 
Other  committee  chairmen  included:  Mrs.  John 
Popken,  Mrs.  John  Maier,  Mrs.  Stephen  Lewis, 
Mrs.  Earl  \'an  Horn,  Mrs.  Joseph  Sirkin,  Mrs. 
Ernest  Meese,  Mrs.  Theodore  Stone  and  Mrs. 
Robert  Slagle. 

Around  the  State 

I'he  Jefferson  County  auxiliary  is  busy,  busy, 
busy!  In  looking  over  the  group’s  April  newsletter, 
I couldn’t  help  but  be  impressed  at  the  wide  range 
of  its  activities.  There  was  the  luncheon  in  Febru- 
ary at  the  home  of  Mrs.  J.  W.  Metcalf  at  which 
Mrs.  J.  Yobbagy  served  as  chairman  and  was  as- 
sisted by  Mrs.  J.  Mantica,  Mrs.  A.  Sunseri,  Mrs. 
K.  Rea,  Mrs.  J.  Trupovnieks,  Mrs.  D.  Myers,  Mrs. 
E.  Gamble  and  Mrs.  H.  Vaughn. 

Then  there  was  the  Doctors’  Day  dinner  on 
March  31  at  the  Steubenville  Country  Club  whose 
chainnan  was  Evelyn  \'aluska.  She  was  assisted 
by  Mrs.  P.  Mastros,  Mrs.  J.  Smarrella,  Mrs.  E. 
Rosenblum,  Mrs.  C.  Metzger  and  Mrs.  N.  Terezis. 
Following  the  dinner,  the  group  moved  on  to  the 
home  of  Dr.  and  Mrs.  Metzger  for  the  special 
dessert  baked  by  the  auxiliary  members.  Entertain- 
ment for  the  evening  took  the  form  of  a group 
sing-a-long  with  music  provided  by  a guitarist. 

The  farm  of  Dr.  and  Mrs.  J.  Current  in  Kil- 
gore set  the  scene  for  an  evening  of  “stomping 
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feet” — a rollicking  Square  Dance.  There  were  de- 
lectable refreshments.  What  was  much  in  evidence 
on  the  part  of  the  women  was  the  flat  heel  shoe 
(which  had  been  strongly  suggested!)  All  in  all, 
it  was  a wonderful  evening  for  relaxation. 

The  Jefferson  members  held  a Medical  Emer- 
gency Elealth  Service  night  on  May  9 in  St. 
.-\gatha  Hall.  Dr.  Metzger  conducted  a demonstra- 
tion of  emergency  first-aid  technicjues.  A Garage 
Sale  was  held  on  May  19  at  the  home  of  Mrs. 
Barry  Greenhouse  to  which  items  were  donated 
by  the  membership.  Reggi  Sunseri  (state  board 
member)  was  chairman  of  the  day’s  money  mak- 
ing activity.  There  was  a luncheon  in  April  at  the 
Steubenville  Country  Club,  with  Mrs.  Greenhouse 
serving  as  chairman.  Jackie  Strovilas  has  been  busy 
collecting  children’s  clothing  from  auxiliary  mem- 
bers for  the  County  Children’s  Home.  May  23  was 
a very  special  day — Jefferson’s  twenty-fifth  anni- 
versary celebration. 

And  that  celebration  included  the  installation 
of  new  officers  for  the  1973-74  year:  Dorrie  Cur- 
rent, president;  Mildred  Mikita,  president-elect; 
Evelyn  Valuska,  vice-president;  Mary  Thoma, 
treasurer;  Sara  Agresta,  corresponding  secretary; 
and  Dani  Manalac,  recording  secretar)'.  And  even 
into  June,  the  “social  whirl”  continues.  There’s  to 
be  a family  picnic  at  the  home  of  Dr.  Macedonia’s 
mother. 

What  impresses  me  so  much  about  the  Jeffer- 
son county  auxiliary  is  the  number  of  social  activi- 
ties shared  by  the  doctors  and  their  wives  that  are 
auxiliary-sponsored ! 


Here  and  There 

Noteworthy  “tidbits”  from  Summit  County: 
More  than  $23,730.00  has  been  made  available 
to  deserving  applicants  by  the  Betty  Dobkin  Nurs- 
ing Scholarship  Committee  in  its  twenty-one  years 
of  existence.  . . . the  group’s  Mobile  Meals  pro- 
gram is  now  two  years  old,  close  to  26,000  meals 
have  been  served  to  approximately  350  clients  and 
a secretary  has  been  hired  to  handle  the  daily 
office  responsibility  and  there  is  a new,  larger 
office  thanks  to  the  doctors  at  656  W.  Market 
Street  in  Akron.  Not  too  long  ago,  Summit  had 
a “Las  \'egas  Gala”  which  drew  over  310  society 
and  auxiliary  members  and  guests  and  netted  a 
profit  of  $2,488.21  for  Mobile  Meals.  The  group’s 
March  meeting  was  a provocative  affair  with 
guest  speaker  Doug  Adair,  anchorman  for  WKYC- 
TV  3’s  NEWSDAY  who  offered  the  challenge 
“TV  And  You  Ladies.”  The  occasion  also  honored 
Summit’s  past  presidents.  Scene  of  the  happy  ac- 
tivity was  the  Hilton  Inn  \Vest  where  cocktails 
and  luncheon  were  served  and  election  of  officers 
for  the  1973-74  year  was  held.  (Unfortunately, 
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I do  not  liave  those  names  as  of  now,  but  hope- 
fully they’ll  be  coming  my  way  shortly.  . . .) 

“Butler  Billboard”,  Butler  County’s  pithy 
newsletter,  reveals  an  interesting  March  luncheon 
meeting  at  which  John  Chasteen  was  the  guest 
speaker.  The  meeting  was  held  at  the  “Steak  and 
Kettle  East”,  as  intriguing  a name  for  a restaurant 
as  I’ve  ever  heard!  Members  of  the  Keely  Dental 
Society  auxilian'  were  the  guests  of  the  medical 
auxiliary.  The  Butler  group  has  gi\  en  subscriptions 
to  Today’s  Health  to  all  area  schools  and  hospitals. 
Nice  going! 

Elsewhere  Too 

Lucas  County’s  “A  Salute  to  Spring”  was 
heralded  at  the  New  Sheraton  \Vestgate  in  Toledo 
on  A])ril  10.  It  was  a delightful  afternoon  of  de- 
licious food,  exciting  fashions  and  the  ever  chal- 
lenging game  of  bridge.  The  gourmet  luncheon 
was  by  the  Master  Chefs  and  the  fashions  were 
from  Rochelle’s.  There  were  door  prizes,  a raffle 
and  a social  hour — in  short,  everything  for  a fun- 
filled  day.  Best  of  all,  the  “Salute  to  Spring”  was 
for  the  benefit  of  AMA-ERF. 

Scioto  County’s  April  meeting  was  a tea  at 
the  home  of  Dr.  and  Mrs.  Jack  MacDonald. 
Guest  speaker  was  James  Donaldson,  administra- 
tor of  Mercy  Hospital,  who  described  the  hospital’s 
new  cardiac  care  unit  just  recently  opened  up. 

Tuscarawas  County  has  a new  project  in 
cooperation  with  the  Dover-New  Philadelphia 
Church  Women  United — Mobile  Meals.  The  first 
day  of  operation  was  in  January  when  hot  lunches 
were  packaged,  transported  and  serx’ed  to  13  per- 
.sons.  Since  then,  the  figure  has  been  “upped”  and 
the  number  of  volunteers  has  grown.  Mrs.  Joseph 
Hamilton,  president  of  the  Tuscarawas  group,  is 


also  })iesident  of  Mobile  Meals.  Another  officer 
of  the  Meals  Program  is  Mrs.  Robert  Hastedt  who 
is  serving  as  vice-president  of  public  relations  and 
is  an  auxiliary  member  and  a past  president  of 
the  Tuscarawas  auxiliary.  Mrs.  Herbert  Van  Epps, 
past  local  and  state  auxiliary  president,  is  another 
actively  working  in  the  Mobile  Meals  program. 

The  Washington  County  auxiliary  was  hostess 
at  a luncheon  meeting  in  April  for  the  eighth  dis- 
trict at  the  Lafayette  Motor  Hotel  in  Marietta. 
Mrs.  Arch  Jones,  Jr.,  president  of  the  local  group, 
introduced  the  honored  guests:  Mrs.  Louis  Loria, 
state  president;  Mrs.  Karly  Ulicny,  state  president- 
elect; Mrs.  Carl  Frye,  8th  district  director;  Mrs. 
S.  L.  Meltzer,  state  publicity  chairman  and  state 
past  president;  Mrs.  B.  U.  Howland,  9th  district 
director;  Mrs.  Joseph  Barker,  president-elect,  and 
Mrs.  Fred  Karaffa,  first  vice-president.  Licking 
county;  Mrs.  Robert  Janes,  president  of  the  West 
\hrginia  auxiliary;  and  Mrs.  J.  Dennis  Kugal, 
West  \’irginia  president-elect. 

Mrs.  Loria  addressed  the  group  on  the 
“Quality  of  Life”  program  which  has  served  as 
the  theme  of  her  year.  She  stressed  improving  the 
quality  of  health  education,  strengthening  the  fam- 
ily unit,  prolonging  life,  and  definite  concern  for 
each  other.  She  recommended  the  book  by  Dr. 
Lee  Salk  entitled  “What  Every  Child  Would  Like 
His  Parents  To  Know.” 

Mrs.  Martha  Hammer  and  Robert  Evans  en- 
tertained with  a program  of  musical  comedy 
favorites  and  contemporary  music,  accompanied 
by  Mrs.  Giner  Pickering. 

Today’s  Thought 

“Is  a miracle  any  less  a miracle  because  it 
happens  every  day?” 
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ADDENDUM  TO  OBITUARIES 


Fifth  District  OSMA  Councilor  Dies 


David  Fishman,  M.D.,  Cleveland,  member  of 
The  OSMA  Council  as  Councilor  of  the  Fifth 
District,  died  suddenly  on  May  22  after  being 
stricken  with  a heart  attack  while  attending  a 
professional  meeting  in  Cleveland. 

Dr.  Fishman  was  a practicing  physician  in 
Cleveland,  specializing  in  internal  medicine  with 
emphasis  on  gastroenterology  and  was  assistant 
clinical  professor  of  medicine,  Case  Western  Re- 
serve University  School  of  Medicine.  He  was  a 
past  president  of  the  Academy  of  Medicine  of 
Cleveland,  had  served  on  its  Board  of  Directors, 
and  had  served  a number  of  terms  as  delegate  of 
the  Academy  to  the  OSMA  House  of  Delegates, 
before  being  named  to  The  Council. 

He  received  his  early  education  in  the  public 
schools  of  Cleveland,  graduated  from  Adelbert  Col- 
lege, Western  Reserve  University,  earned  a mas- 
ter’s degree  in  physiology  from  Ohio  State,  and 
was  awarded  his  M.D.  degree  by  the  OSU  College 
of  Medicine  in  1937. 

His  internship  was  at  St.  Luke’s  Hospital, 
Cleveland,  and  was  followed  by  residency  training 
at  Lakewood  City  Hospital.  After  a tour  of  active 
military  service  during  World  War  II,  he  took 
additional  residency  training  in  gastroenterology  at 
the  Massachusetts  General  Hospital,  Boston. 

Among  hospital  appointments.  Dr.  Fishman 
had  served  as  senior  associate  physician,  St.  Luke’s 
Flospital,  Division  of  Medicine;  as  head  of  the 
Department  of  Gastroenterology,  St.  I.uke’s,  and 
as  assistant  physician  in  the  Division  of  Medicine, 
University  Hospitals,  Cleveland. 

Since  becoming  a member  of  The  Council, 
Dr.  Fishman  servvd  on  a number  of  task  forces 
and  Association  committees.  He  was  chairman  of 
the  Advisory  Committee  to  the  Woman’s  Auxiliary, 
one  of  the  OSMA  members  of  the  Committee  for 
\'oluntary  Health  Planning,  and  a member  of 
The  Council  Fee  Review  Committee.  In  1972  he 
was  named  by  the  OSMA  House  of  Delegates  as 
an  Alternate  Delegate  to  the  AMA. 

In  other  professional  activities,  he  was  a mem- 
ber of  the  American  Medical  Association,  a found- 
ing member  of  the  U.  S.  Committee  of  the  World 
Health  Organization,  Fellow  of  the  American 
College  of  Gastroenterology  and  Ohio  governor  for 
that  college.  Life  Member  of  the  .American  Col- 
lege of  Physicians,  member  of  the  American 
Society  of  Internal  Medicine,  the  Ohio  and  Cleve- 
land Societies  of  Internal  Medicine,  the  Western 
Reserve  Medical  Directors  Association. 


Among  community  activities  and  honors,  he 
was  director  of  medical  relations  for  the  Blue 
Cross  of  Northeast  Ohio;  president  of  the  Cleve- 
land Neighborhood  Health  Centers,  Office  of 
Economic  Opportunity  (Hough-Norwood)  ; for- 
mer president  of  Shaker  Heights  Association  for 
Retarded  Children;  former  trustee  of  the  Cleve- 


Dr.  David  Fishman,  shown  as  he  addressed 
the  OSMA  House  of  Delegates  at  the  recent 
Annual  Meeting  in  Columbus. 


land  Health  Museum;  member  of  the  Executive 
Board  and  officer  of  the  Comprehensive  Health 
Planning  Corporation;  member  of  the  Board  and 
vice-president  of  the  Northeast  Ohio  Regional 
Medical  Program;  member  of  the  Board  of  Trust- 
ees, Cleveland  Medical  Library;  chairman.  Fi- 
nance Committee  of  Metropolitan  Health  Plan- 
ning Corporation;  and  member  of  the  Research 
Committee  of  Physicians  of  Research  and  Planning 
De])artment,  Blue  Cross  of  Northeast  Ohio. 

Dr.  Fishman  has  made  a number  of  contri- 
butions to  the  medical  literature  and  has  collabo- 
rated on  articles  in  his  specialty  field  for  the 
American  Journal  of  Physiology,  the  Journal  of  the 
American  Medical  Association,  Annals  of  Internal 
Medicine,  and  the  American  Journal  of  Gastro- 
enterology. 

He  is  sur\  ived  by  his  wife,  the  former  Florence 
Rice,  and  by  two  sons. 
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Physicians  seeking  locations  in  Ohio  are  in- 
vited to  contact  the  Physicians'  Placement  Service 
in  the  executive  offices  of  the  Ohio  State  Medical 
.Association,  17  South  Pligh  Street,  Suite  500, 
Columbus,  Ohio  43215.  Through  this  medium 
efforts  are  made  to  establish  communications  be- 
tween physicians  seeking  locations  and  com- 
munities where  physicians  are  needed,  or  other 
physicians  who  are  in  need  of  associates. 


OHIO,  FAIRFIELD,  Space  available  in  modern 
Medical  Building,  15  miles  from  Cincinnati.  General 
Practitioner  and  Specialist  needed.  Reply  to  Box  616, 
c/o  The  Ohio  State  Medical  Journal. 


GROUP  FAMILY  PRACTICE— Excellent  oppor- 
tunity for  family  practice  in  pleasant,  progressive  town 
near  Columbus,  Ohio.  No  OB;  well-equipped  medical 
center,  5200  sq.  ft.,  including  twelve  examining  rooms, 
small  surgery,  own  laboratory  and  x-ray;  three  GP's 
already  in  practice;  part-time  coverage  of  college  health 
service;  modern  well-equipped  350-bed  community  hos- 
pital with  active  consulting  service  and  ER  group  4 
miles  from  office;  excellent  local  schools.  Salary  plus 
percentage  first  year.  Write  to  Granville  Medical  Cen- 
ter, Inc.,  Granville,  Ohio  43023. 


PHYSICIAN’S  OFFICE  FOR  RENT  in  Marie- 
mont,  a Village  adjacent  to  Cincinnati,  near  a good 
hospital.  Contact  L.  Hermanies,  3900  Oak  St..  Marie- 
mont,  Ohio,  Phone  271-0291. 


FOR  RENT:  Two-family  cottage  with  tennis  court 
on  lake.  Northern  Michigan.  Available  May  through 
October  by  the  week.  Reply  Box  675,  c/o  Ohio  State 
Medical  Jo\irnal. 


WANTED:  LOCUM  TENENS  for  E.R.  for  1-2-3 
months  in  July,  August  or  September.  $3,000  plus  my 
own  house  per  month.  Opportunity  to  join  group  as  fifth 
man  is  open!  Contact:  B.  Sarihan,  M.D.,  2501  Marinette 
Dr.,  Springfield,  Ohio.  45503,  Tel:  513-399-7828. 


IMMEDIATE  OPENING  for  Ob-Gyn,  Internal 
Medicine  and  Orthopedic  specialties  to  establish  success- 
ful practice  with  14-man  multi-specialty  group.  Excellent 
group  benefits;  pension  plan;  modern  clinic  facilities; 
progressive  community  with  excellent  educational  system 
including  two  colleges;  city  population  35,000;  good 
recreational  facilities;  each  specialty  must  be  board  eli- 
gible or  certified.  Contact:  Business  Manager,  The  Mani- 
towoc Clinic,  601  Reed  Avenue,  Manitowoc,  Wisconsin 
54220. 


VACATION  CONDOMINIUM  — New  Smyrna 
Beach,  Fla.  — just  south  of  Daytona  and  away  from  the 
crowds,  but  enjoying  the  same  beautiful  beach.  Two 
bedrooms,  2 baths,  wall-to-wall  carpeting,  completely  and 
tastefully  furnished  including  linens,  color  TV  and  dish- 
washer, HEATED  POOL,  and  sauna.  $400  per  month. 
For  reservations  or  further  information,  contact  Wm.  W. 
Conner,  M.D.,  517  Lakeshore  Dr.,  Eustis,  Florida 
32726.  Phone  904-357-5715. 


DIRECTOR  OF  FAMILY  PR.ACTICE  PRO- 
GR.^M:  The  search  committee  of  the  Family  Practice 
Residency  Committee  of  the  Toledo  Hospital,  Toledo, 
Ohio  43606,  is  prepared  to  interview  interested  physi- 
cians for  a full-time  position  in  a new  Family  Practice 
Residency  Program  to  begin  about  September  1,  1973. 
For  information  or  an  appointment  for  interview  please 
contact:  Henry  R.  Silverman,  M.D.  4352  Sylvania 
.■\venue,  Toledo,  Ohio  43623.  Telephone:  419/882-7165. 

FOR  RENT  OR  LEASE — General  Practitioner’s 
Office  for  10  years.  Suite  of  4 rooms — central  air- 
conditioned — carpeted- — paneled.  Parking  in  rear.  Phone: 
614/224-6972  or  614/231-1987.  Columbus,  Ohio. 

UNIVERSITY  HE.ALTH  SERVICE— Ohio— Ex- 
cellent opportunity  to  join  compatible  staff  in  well 
equipped  modern  facility;  liberal  vacation  and  time  off 
with  many  other  fringe  benefits;  salary  negotiable. 
Contact:  Henry  Vogtsberger.  M.D.,  Student  Medical 
Center,  Bowling  Green  State  University,  Bowling  Green, 
Ohio  43043.  An  Equal  Opportunity  Employer. 

HOUSE  PHYSICIANS  MEDICAL  AND  SURGI- 
CAL ECFMG  CERTIFICATE  REQUIRED.  Board 
eligibility  desirable.  Salary  commensurate  with  training 
and  experience.  Fringe  benefits  include  paid  hospitaliza- 
tion, uniforms,  meals,  and  malpractice  insurance.  Con- 
tact: Dept,  of  Medical  Education,  Lakewood  Hospital, 
14519  De*:roit  Road,  Lakewood,  Ohio  44107. 
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FINANCIALLY  SUCCESSFUL  PRACTICE.  High 
income,  acute  general  practice.  No  OB  unless  desired. 
Located  in  central  Ohio  close  to  boating,  fishing,  skiing. 
Established  practice  in  new  office  with  6 exam  rooms, 
lab.,  x-ray,  etc.  Available  July  1st.  Call  614-891-5311, 
or  reply  Box  654,  c/o  Ohio  State  Medical  Journal. 

OFFICE  FOR  SALE:  Physician  is  leaving  Family 
Practice  and  would  like  to  sell  the  building  the  office 
is  in,  and  hopefully  transfer  the  practice  to  the  pur- 
chaser. Located  in  suburban  Cincinnati,  middle  class 
patients.  Will  consider  rental  arrangement.  Reply  to  Box 
678  c/o  Ohio  State  Medical  Journal  or  Tel.  513/522- 
2789. 


OHIO  UNIVERSITY  HEALTH  SERVICE  seeks 
experienced  physician  to  join  staff  of  six  full-time  doctors 
in  a comprehensive  student  health  service.  Located  in  a 
small  college  town  in  the  wooded  hills  of  Southeastern 
Ohio.  Applications  from  family  practitioners  and/or  all 
areas  of  medical  specialty  are  encouraged.  Ohio  licensing 
required.  Salary  $26,000  plus  liberal  benefits.  An  equal 
opportunity  employer.  Applications  from  women  and 
minority  physicians  are  encouraged.  E.  D.  Mattmiller, 
M.D.,  Director,  Hudson  Health  Center,  Athens,  Ohio 
45701. 


WANTED:  Staff  Physician  (General  Practitioner) 
for  Admitting  and  Outpatient  Service.  Modern  expand- 
ing department  in  teaching  hospital:  nondiscrimination 
in  employment;  salary  $24,628  to  $31,383,  depending 
upon  qualifications.  Write  R.  A.  Allen,  M.D.,  Chief  of 
Staff,  Veterans  Administration  Center,  4100  West  Third 
Street,  Dayton,  Ohio  45428. 

HEALTH  SERVICES  PHYSICIANS  (2)— Inter- 
nist, pediatrician,  and/or  family  practitioner  sought  by 
progressive  city  health  department  that  sponsors  pre- 
ventive, diagnostic,  and  therapeutic  family  care  services 
in  1 1 neighborhood  centers  staffed  by  health  care  teams 
• — -physicians,  public  health  nurses,  pediatric  nurse  asso- 
ciates, medical  assistants,  and  family  planning  nurse- 
specialists.  Prefer  someone  interested  in  active  decision- 
making role,  in  policy  planning,  as  well  as  providing 
direct  services  to  patients.  Good  community  support. 
Liaison  with  university  medical  school.  Salary  $27,500 
plus,  depending  on  qualifications.  Contact  Mary  A.  Agna, 
M.D.,  Cincinnati  Health  Department,  3101  Burnet 
Avenue,  Cincinnati,  Ohio  45229. 

FOR  SALE:  Physicians  Examining  Table;  Burdick 
EKG  Machine,  (late  model)  and  a new  Sterilizer.  Con- 
tact W.  H.  Miller,  M.D.,  328  E.  State  St.,  Columbus 
43215.  Telephone  614/221-3743. 


POSITIONS  AVAILABLE,  JULY,  1973  — for 
Medical,  Surgical,  and  Ob-Gyn  House  Officers:  foreign 
graduates  must  have  ECFMG  and  permanent  visa  — 
salary  $18,500.  225  bed  suburban  institution.  Hillcrest 
Hospital,  6780  Mayfield  Road,  Cleveland,  Ohio  44124. 
Please  call  216/449-4500.  Ext.  342. 


OHIO,  COLUMBUS.  Grandview-Arlington  area, 
building  2000  sq.  ft.,  corner  lot,  completely  equipped  in- 
cluding X-Ray  for  sale  or  lease.  Large  family  practice 
for  27  years.  Leaving  city  because  of  Health.  Reply  Box 
680,  c/o  Ohio  State  Medical  Journal. 


50-50  PARTNERSHIP  in  family  practice,  N.W. 
Ohio.  Very  prolific  practice  in  a beautiful  rural  area. 
No  investment.  You  don’t  spend  a year  building  a 
practice  . . . it’s  ready  made.  Four  weeks  vacation  every 
year.  Good  hospital  facilities.  Medical  Building  has 
dentist,  optometrist,  offices  two  private  doctor’s  offices, 
four  examination  rooms,  emergency  room,  pharmacy  and 
professional  library.  For  further  information  contact: 
D.  L.  Savoca,  Box  747,  Edgerton,  Ohio  43517,  or  phone 
419/298-2116  or  419/298-2953. 


WANTED  — Competent  family  practitioner  in 
rural  vacation  area.  Eastern  Ohio.  Fully  staffed  general 
hospitals  nearby.  Professional  building  to  be  constructed. 
Call  216/627-2016  or  216/863-0030. 


PSYCHIATRIST,  Board  Certified  or  eligible. 
PHYSICIAN,  INTERNAL  MEDICINE,  Board  Certi- 
fied or  eligible  with  subspecialty  in  cardiology.  GEN- 
ER.-\L  PRACTITIONER.  Salary  open.  Normal  40-hr. 
week.  Liberal  fringe  benefits.  Housing  available.  License 
any  state  required.  Midwest  city,  40,000  population, 
with  excellent  community  schools,  colleges  and  universi- 
ties. Located  near  Interstate  1-69,  65  miles  north  of 
Indianapolis,  50  miles  south  of  Fort  Wayne.  Equal  op- 
portunity employer.  Contact  Chief  of  Staff,  V.A.  Hos- 
pital, Marion,  Indiana  46952,  or  call  Collect  Area  317, 
674-3321. 


GYNECOLOGICAL  CONSULTANT  needed  for 
part  time  work  in  the  Student  Health  Service  at  Miami 
University,  Oxford,  Ohio,  starting  in  September  1973. 
Contact  Director  of  Health  Service,  MacMillan  Hospital, 
Oxford,  Ohio  45056. 
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PROFESSIONAL  LIABILITY  INSURANCE 

i6  a Li^k  mark  distinction 


Professional  Protecfion  Exclusively  since  1899 


OHIO  OFFICES: 

CINCINNATI:  Room  700,  3333  Vine  Street,  (513)  751-0657,  1.  A.  Flaherty 
CLEVELAND:  Suite  106,  23360  Chagrin  Baulevard,  Beachwood  44122,  (216)  464-9950 
A.  C.  Spath,  Jr.,  R.  A.  Zimmermann 


COLUMBUS:  1989  West  5th  Ave.,  (614)  486-3939,  J.  E.  Hansel 
TOLEDO:  Suite  212,  4334  W.  Central  Ave.,  (419)  531-4981,  R.  E.  Stallter 


impotence 


T.  Jakobovits 


physician's  psychological  support  is  confirmed 


as  effective  therapy. 


Android 

(thyroid-androgen)  tablets 


Fertility  and  Sterility,  January  1970 


Official  Journal  of  the 


American  Fertility  Society 


Double-Blind  Study  and  Type  of  Patient: 

100  patients  suffering  from  impotence.  Of 
the  patients  receiving  the  active  medication 
(Android)  a favourable  response  was  seen 
in  78%.  This  compares  with  40%  on 
placebo.  Although  psychotherapy  is  indi- 
cated in  patients  suffering  from  functional 
impotence  the  concomitant  role  of  chemo- 
therapy (Android)  cannot  be  disputed. 


The  treatment  of 


\ due  to  androgenic  deficiency  in  the  American  male. 
^ The  concept  of  chemotherapy  plus  the 


The  Treatment  of  Impotence 
with  Methyltestosterone  Thyroid 
(100  patients  — Doubie  Blind  Study) 


Choice  of  4 strengths: 

Android  Android-HP 


£ac/i  yellow  tablet  contains: 
Methyl  Testosterone  ..2.5  mg. 
Thyroid  Cit.  (1/6  gr.)  . .10  mg. 

Glutamic  Acid  50  mg. 

Thiamine  HCL  10  mg. 

Dose:  1 tablet  3 times  daily. 
Available: 

Bottles  of  100,  500.  1000 


r'A^i 

BtFER  10 

iPDRI 


Androld-X  Android-Plus 


HIGH  POTENCY 
Each  red  tablet  contains: 
Methyl  Testosterone  ..5.0  mg. 
Thyroid  tit.  (Vi  gf.)  ...  30  mg. 

Glutamic  Acid 50  mg. 

Thiamine  HCL  10  mg. 

Dose:  1 tablet  3 times  daily. 
Available: 

Bottles  of  100,  500.  1000. 


EXTRA  HIGH  POTENCY 

Each  orange  tablet  contains: 

Methyl  Testosterone  .12.5  mg. 

Thyroid  Ell.  (1  gr.)  ..  . 64  mg. 

Glutamic  Ac*d  50  mg. 

Thiamine  HCL  10  mg. 

Dose:  1 or  2 tablets  daily. 
Available: 

Bottles  of  60,  500. 


WITH  HIGH  POTENCY 
B COMPLEX  AND  VITAMIN  C 
Each  whife  tablet  contains: 
Methyl  Testosterone  . .2.5  mg. 
Thyroid  Eit.  (V4  gr.)  ...15  mg. 
Ascorbic  Acid  (Vit.  C)  .250  mg. 

Thiamine  HCL  25  mg. 

Glutamic  Acid  100  mg. 

Pyndoiine  HCL 5 mg. 

Niacinamide  75  mg. 

Calcium  Pantothenate  .10  mg. 

Vitamin  B-12  2.5  meg. 

Riboflavin  5 mg. 

Dose:  2 tablets  daily. 
Available:  Bottles  of  60.  500. 


frite  lor  literature  and  samples:  THE  BROWN  PHARMACEUTICAL  CO., 


Contraindications:  Android  is  contraindicated  in  patients  with  prostatic  carcinoma,  severe  cardiorenal 
disease  and  severe  persistent  hypercalcemia,  coronary  heart  disease  and  hyperthyroidism.  Occasional 
cases  of  jaundice  with  plugging  biliary  canaliculi  have  occurred  with  average  doses  of  Methyl  Testos- 
terone. Thyroid  is  not  to  be  used  in  heart  disease  and  hypertension 

Warnings:  Large  dosages  may  cause  anorena,  nausea,  vomiting  abdominal  pain,  diarrhea,  headache, 
dimness,  lethargy,  paresthesia,  skin  eruptions,  loss  of  libido  m males,  dysuria,  edema,  congestive  heart 
failure  and  mammary  carcinoma  in  males. 

Precautions:  If  hypothyroidism  is  accompanied  by  adrenal  insufficiency  the  latter  must  be  corrected  prior 
to  and  during  thyroid  administration. 

Adverse  Reactions:  Since  Androgens,  in  general,  tend  to  promote  retention  of  sodium  and  water,  patients 
receiving  Methyl  Testosterone,  in  particular  elderly  patients,  should  be  observed  for  edema 
Hypercalcemia  may  occur,  particularly  in  immobilized  patients:  use  of  Testosterone  should  be  discontinued 
as  soon  as  hypercalcemia  is  delected. 

Reference*:  1.  Monieseno.  P.,  and  Evengellsto,  I.  Methyltestosterone-thyroid  treatment  of  selual 
impotence.  Clin  Med  12  69,  1966  2.  Dublin,  M.  F.  Treatment  of  impotence  with  methyltestosterone- 
thyroid  compound.  West  Med  5 67,  1964  3,  Titetf,  A.  S.  Methyltestosterone-thyroid  in  treating  impotence. 
Gen  Prac  25  6,  1962  4.  Heilman.  L.  Bradlow.  H.  L.,  Zumoff,  B.,  Fukushima,  D.  K.,  and  CalTagher,  T.  F. 
Thyroid-androgen  interrelations  and  the  hypocholesteremic  effect  of  androsterone.  J Clin  Endocr  19  936, 
1959  $.  Farris.  E.  J..  and  Colton,  $.  W.  Effects  of  L-thyronne  and  liothyronine  on  spermatogenesis. 
J Urol  79  863,  1958  6.  Osol.  A . and  Farrar.  C.  E.  United  States  Dispensatory  (ed.  25).  Lippincott,  Phila- 
delphia. 1955,  p 1432  7.  Wershub,  L.  P.  Sexual  Impotence  in  the  Male.  Thomas,  Springfield, 

III.,  1959,  pp  79-99. 


INC.  2500  West  6th  Street,  Los  Angeles,  California  90057 


How  strong 
must  a tranquilizer  be 
for  severe  anxiety? 


As  strong  as  Librium  25  mg 

(chlordiazepoxide  HCI) 


The  achievement  of  desired  therapeutic 
results  is  often  a function  of  the  dosage 
strength  as  well  as  the  drug’s  intrinsic  action.  Thus,  when 
anxiety  \s  severe,  the  25-mg  strength  of  Librium  fre- 
quently provides  the  necessar}-  anrianxiety  action  with  a 
minimum  of  unwanted  adverse  reactions.  Librium  25  mg 
is  a convenient  dosage  form  for  the  relief  of  severe, 
incapacitating  anxiety,  specifically  formulated  to  supple- 
ment your  counsel  and  reassurance. 

Benefits -to-risks  ratio 
permits  higher  dosage 

For  over  1 3 years, 

Librium  has  been  recog- 
nized for  its  excellent 
benefits-to-risks  ratio,  an 
asset  in  the  highei'  dosage  ranges  as  in  more  common  clini- 
cal applications.  Thus,  the  frequency  of  dosage  with 
Librium  25  mg  can  be  fiexibly  adjusted  to  the  needs  and 
response  of  the  individual  patient,  up  to  100  mg  daily  if 
required.  Total  daily  dosage  for  the  elderly  and 
debilitated  should  not  exceed  20  mg.  When  severe 
anxiety  has  been  reduced.  Librium  dosage  should  be 
correspondingly  reduced  or  discontinued  entirely. 

basic  support 
in  severe  anxiety 

Librium  25  mg 

(chlordiazepoxide  HCI) 

1 capsule  t.i.d./q.i.d. 


ROCHE 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc 

Nutley,  N J 07110 


Before  prescribing,  please  consult  com- 1 
plete  product  information,  a summary  of  j 
which  follows:  | 

Indications:  Relief  of  anxiety  and  tensioa 
occurring  alorte  or  accompanying  various  diseasi 
states. 

Contraindications:  Patients  with  known 
hypersensitivity  to  the  drug. 

Warnings:  Caution  patients  about  possible 
combined  effects  with  alcohol  and  other  CNS 
depressants.  As  with  all  CNS-acting  drugs,  cautio 
patients  against  hazardous  occupations  requiringi 
complete  mental  alertness  (e.g.,  operating  machir 
ery,  driving).  Though  physical  and  psychological 
dependence  have  rarely  been  reported  on  recom- 
mended doses,  use  caution  in  administering  to 
addiction-prone  individuals  or  those  who  might 
increase  dosage;  withdrawal  symptoms  (includin 
convulsions),  following  discontinuation  of  the 
drug  and  similar  to  those  seen  with  barbiturates, 
have  been  reported.  Use  of  any  drug  in  pregnane 
lactation,  or  in  women  of  childbearing  age  requirt 
that  its  potential  benefits  be  weighed  against  its 
possible  hazards. 

Precautions:  In  the  elderly  and  debilitated 
and  in  children  over  six,  limit  to  smallest  effec- 
tive dosage  (initially  10  mg  or  less  per  day)  to 
preclude  ataxia  or  oversedation,  increasing  gradu 
ally  as  needed  and  tolerated.  Not  recommended 
in  children  under  six.  Though  generally  not  rec- 
ommended, if  combination  therapy  with  other 
psychotropics  seems  indicated,  carefully  consider 
individual  pharmacologic  effects,  particularly  in 
use  of  potentiating  drugs  such  as  MAO  inhibitor 
and  phenothiazines.  Observe  usual  precautions  it 
presence  of  impaired  renal  or  hepatic  function. 
Paradoxical  reactions  ( e.g.,  excitement,  stimulatio 
and  acute  rage)  have  been  reported  in  psychiatric 
patients  and  hyperactive  aggressive  children. 
Employ  usual  precautions  in  treatment  of  anxiet; 
states  with  evidence  of  impending  depression; 
suicidal  tendencies  may  be  present  and  protective 
measures  necessary.  Variable  effects  on  blood 
coagulation  have  been  reported  very  rarely  in 
patients  receiving  the  drug  and  oral  anticoagu- 
lants; causal  relationship  has  not  been  established 
clinically.  j 

Adverse  Reactions;  Drowsiness,  ataxia  anj: 
confusion  may  occur,  especially  in  the  elderly  anJ 
debilitated.  These  are  reversible  in  most  instances 
by  proper  dosage  adjustment,  but  are  also  occa- 
sionally observed  at  the  lower  dosage  ranges.  In  i 
few  instances  syncope  has  been  reported.  Also  en- 
countered are  isolated  instances  of  skin  eruptior^ 
edema,  minor  menstrual  irregularities,  nausea  aoi 
constipation,  extrapyramidal  symptoms,  increas^ 
and  decreased  libido— all  infrequent  and  generall; 
controlled  with  dosage  reduction;  changes  in  EEC 
patterns  (low-voltage  fast  activity)  may  appear 
during  and  after  treatment;  blood  dyscrasias  (in; 
eluding  agranulocytosis),  jaundice  and  hepatic 
dysfunction  have  been  reported  occasionally,  mak 
ing  periodic  blood  counts  and  liver  function  tests 
advisable  during  protracted  therapy. 

Supplied:  Librium®  Capsules  containing 
5 mg,  10  mg  or  25  mg  chlordiazepoxide  HCI. 
Libritabs®  Tablets  containing  5 mg,  10  mg  or 
25  mg  chlordiazepoxide. 
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EvcrylxKly  experiences  psychic  tension. 


Most  people  can  handle  this  tension. 


Some  people  develop  excessive  psychic  tension  and  need  your  counseling, 


and  a few  may  need  counseling 
and  the  psychotropic  action  of  Valium®  (diazepam). 


Before  deciding  to  make  \^alium 

Iiazepam)  part  of  your  treatment 
an,  check  on  w hether  or  not  the 
atient  is  presently  taking  drugs 
id,  if  so,  \\  hat  his  response  has 
een.  Along  w ith  the  medical  and 
)cial  history,  this  information  can 
elp  you  determine  initial  dosage, 
le  possibility  of  side  effects  and  . ^ 
le  ultimate  prospects  of  success 
r failure. 

While  Valium  can  be  a most 
elpful  adjunct  to  your  counseling, 
should  be  prescribed  only  as  long 
s excessive  psychic  tension  per- 
ists  and  should  be  discontinued 
/hen  you  decide  it  has  accom- 
lished  its  therapeutic  task.  In 
eneral,  w hen  dosage  guidelines 
re  follow  ed.  Valium  is  w ell 
ilerated  (sec  Dosage).  For  con- 
enience  it  is  available  in  2-mg,  5-mg 
nd  lo-mg  tablets. 

Drow  siness,  hitiguc  and  ataxia 
ave  been  the  most  commonly  re- 
orted  side  effects. 

Until  response  is  determined, 
atients  receiving  Valium  should 
e cautioned  against  engaging  in 
azardous  occupations  requiring 
umplete  mental  alertness,  such 
s driving  or  operating  machinery. 

Roche  Laboratories 
Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  N J.  07110 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  I'ension  and  anxiety  states;  somatic  com- 
plaints which  are  concomitants  of  emotional  factors;  psycho- 
neurotic states  manifested  by  tension,  anxiety,  apprehension, 
fatigue,  depressive  symptoms  or  agitation;  symptomatic  relief 
of  acute  agitation,  tremor,  delirium  tremens  anu  hallucinosis 
due  to  acute  alcohol  u ithdrawal;  adjunctively  in  skeletal 
muscle  spasm  due  to  reflex  spasm  to  local  pathology,  spasticity 
caused  bv  upper  motor  neuron  disorders,  athetosis,  stiff-man 
syndrome,  convulsive  disorders  (not  for  sole  therapy). 

Contraindicated:  Known  hypersensitivity  to  the  drug. 
Children  under  6 months  of  age.  Acute  narrow  angle  glau- 
coma; may  be  used  in  patients  w ith  open  angle  glaucoma  who 
are  receiving  appropriate  therapy. 

Warnings:  Not  of  value  in  psychotic  patients.  Caution 
against  hazardous  occupations  requiring  complete  mental 
alertness.  When  used  adjunctively  in  convulsive  disorders, 
possibility  of  increase  in  frequency  and/or  severity  of  grand 
mal  seizures  may  require  increased  dosage  of  standard  anti- 
convulsant medication;  abrupt  withdrawal  may  be  associated 
with  temporary  increase  in  frequency  and/or  severity  of 
seizures.  Advise  against  simultaneous  ingestion  of  alcohol  and 
other  CNS  depressants.  Withdrawal  symptoms  (similar  to 
those  with  baroiturates  and  alcohol)  have  occurred  following 
abrupt  discontinuance  (convulsions,  tremor,  abdominal  and 
muscle  cramps,  vomiting  and  sweating).  Keep  addiction-prone 
individuals  under  careful  surveillance  because  of  their  pre- 
disposition to  habituation  and  dependence.  In  pregnancy, 
lactation  or  women  of  childbearing  age,  weigh  potential 
benefit  against  possible  hazard. 

Precautions:  If  combined  with  other  psychotropics  or 
anticonvulsants,  consider  carefully  pharmacology  of  agents 
employed;  drugs  such  as  phenothiazines,  narcotics,  barbi- 
turates, .MAO  inhibitors  and  other  antidepressants  may  poten- 
tiate its  action.  Usual  precautions  indicated  in  patients 
severeU'  depressed,  or  with  latent  depression,  or  with  suicidal 
tendencies.  Observe  usual  precautions  in  impaired  renal  or 
hepatic  function.  Limit  dosage  to  smallest  effective  amount  in 
eluerlv  and  debilitated  to  preclude  ataxia  or  oversedation. 

Side  Effects:  Drowsiness,  confusion,  diplopia,  hypoten- 
sion, changes  in  libido,  nausea,  fatigue,  depression,  dysarthria, 
jaundice,  ^in  rash,  ataxia,  constipation,  headache,  incon- 
tinence, changes  in  salivation,  slurred  speech,  tremor,  vertigo, 
urinary  retention,  lilurred  vision.  Paraooxical  reactions  suen 
as  acute  h\  perexcited  states,  anxiety,  hallucinations,  increased 
muscle  spasticity,  insomnia,  rage,  sleep  disturbances,  stimula- 
tion have  been  reported;  should  these  occur,  discontinue  drug. 
Isolated  reports  of  neutropenia,  jaundice;  periodic  blood 
counts  and  liver  function  tests  advisable  during  long-term 
therapy. 

Dosage:  Individualize  for  maximum  beneficial  effect. 
Adults:  I'ension,  anxiety  and  psychoneurotic  states,  2 to  10  mg 
b.i.d.  to  q.i.d.;  alcoholism,  10  mg  t.i.d.  or  q.i.d.  in  first  24  hours, 
then  5 mg  t.i.d.  or  q.i.d.  as  neeefed;  adjunctively  in  skeletal 
muscle  spasm,  2 to  10  mg  t.i.d.  or  q.i.d.;  adjunctively  in 
convulsive  disorders,  2 to  10  mg  b.i.d.  to  q.i.d.  Geriatric  or 
debilitated  patients:  2 to  2V2  mg,  i or  2 times  daily  initially, 
increasing  as  needed  and  tolerated.  (See  Precautions.)  Children: 

I to  2V2  mg  t.i.d.  or  q.i.d.  initially,  increasing  as  needed  and 
tolerated  (not  for  use  under  6 months). 

Supplied:  V'alium®  (diazepam)  Lablets,  2 mg,  5 mg  and 
10  mg;  bottles  of  100  and  500.  All  strengths  also  available  in 
lel-L-Dose®  packages  of  1000. 
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on  0%  2-year  CD  accounts. 
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The  market  remains  uncertain.  Most  investment  funds  charge  you  a load-on-fee  that 
takes  years  to  recoup.  Checking  accounts  don’t  pay  interest. 

So,  invest  your  money  where  it's  certain  to  give  you  a generous  return — with  Dollar 
Savings'  6%  two-to-ten  year  CD  passbook  plan  that  yields  6.27%  annually.  Minimum 
deposit  is  $5000  but  you  can  add  any  amount  at  any  time  for  the  same  yield.  And  you  may 
receive  your  earnings  in  advance  by  monthly  check,  if  you  wish. 

Other  plans  of  interest  to  doctors;  Our  5%%  one-year  CD  passbook  savings  with  a $1000 
minimum  and  a 6.002%  annual  yield.  Also,  our  5V4  % 90-day  CD  passbook  plan  with 
no  minimum  and  an  annual  yield  of  5.46%.  (Both  plans  also  allow  adding  on  any  amount 
at  any  time.) 

All  accounts  are  insured  safe  to  $20,000  by  a Federal  agency.  For  further  information, 
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Ground-Breaking  for  OSMA  Headquarters 


I'aking  part  in  the  Ground-breaking  Ceremonies,  from  left,  are:  Dr.  Ben  Arnoff,  Columbus  Academy  President, 
and  the  following  members  of  the  OSMA  Building  Commitee:  Dr.  P.  John  Robechek,  Immediate  Past  Presi- 
dent; Dr.  Maurice  F.  Lieber,  Sixth  District  Councilor;  Dr.  David  Fishman,  Fifth  District  Councilor  (since  de- 
ceased); Dr.  William  R.  Schultz,  1972-1973  President;  Dr.  Oscar  W.  Clarke,  1973-1974  President;  Dr.  James 
L.  Henry,  President-Elect  and  chairman  of  the  committee;  and  Mr.  Hart  F.  Page,  OSMA  Executive  Director. 
To  add  the  distaff  touch,  Mrs.  Schultz  mounted  the  power  shovel,  the  machine  that  undoubtedly  will  finish  what 
the  hand  shovels  started. 


Construction  on  the  Ohio  State  Medical  As- 
sociation’s Headcjuarters  Building  at  600  South 
High  Street  in  Columbus  is  now  underway  follow- 
ing ground-breaking  ceremonies  there  on  May  9. 

The  construction  site  is  on  the  corner  of 
South  High  Street  and  Willow  Street,  on  the 
southern  fringe  of  the  Columbus  downtown  area. 
More  than  17,000  square  feet  of  space  will  be  pro- 
\ ided  on  two  floors  and  a basement.  The  exterior 
of  the  building  is  in  keeping  with  the  traditional 
architecture  of  the  German  Village,  a large  area 
south  of  the  Columbus  downtown  area  that  has 
undergone  considerable  restoration  in  recent  years. 


Architect  for  the  project  is  Kevin  Flaherty  and 
the  contractor  is  the  Tristar  Construction  Com- 
pany, both  of  Columbus. 

The  decision  to  acquire  the  Association’s  own 
building  was  prompted  by  inflationary  rental  costs, 
especially  in  the  downtown  area,  and  the  growing 
parking  problem. 

Parking  space  for  40  cars  will  be  provided  on 
the  new  property  and  arrangements  have  been 
made  for  additional  parking  space  near  the  build- 
ing to  accommodate  persons  attending  evening 
meetings.  Occupancy  of  the  new  facilities  is  ex- 
pected by  the  early  months  of  1974. 
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Harding  Hospital 

WORTHINGTON,  OHIO 

A fully  accredited  private  psychiatric  hospital  situated  on  45  acres  of  beautiful, 
wooded  grounds  just  ten  miles  north  of  the  state  capitol. 

THE  HARDING  HOSPITAL  PROVIDES: 

125  In-patient  beds  — 

* Day  Hospital  program  — 

* Full  time  attending  staff  of  psychiatrists  — 

* Professionally  trained  Adjunctive  Therapy  staff  with  programs  in  occupa- 
tional, recreational  and  vocational  therapy.  (Crafts,  Fine  Arts,  Greenhouse, 
etc.) 

* Qualified  staff  of  psychologists  — 

* Social  Service  department  — 

* Consultation  and  evaluation  for  out-patients. 

For  particulars  on  rates  and  terms  or  on  specific  patients  write  or  call  — 

Harding  Hospital  - Worthington,  Ohio 
Area  Code  614  - 885-5381 

George  T.  Harding,  M.D.  Donald  L.  Hanson 

Medical  Director  Administrator 


AVAILABLE  FOR  THE  TREATMENT  OF 

impotence 

due  to  androgenic  deficiency  in  the  American  male. 


BUCCAL  Tabs 


Android  i 5 

Methyltestosterone  N.F.-5  mg. 

Androicfl  10 

Methyltestosterone  N.F.-10  mg. 

Androicfl  25 

/lethyltestosterone  N.F.  -25  mg. 


DESCRIPTION;  Methyltestosterone  is  17/;-Hydroxy-17-Methylandrost-4-et 
3-one. 

ACTIONS:  Methyltestosterone  is  an  oil  soluble  androgenic  hormone. 

INDICATIONS:  In  the  male:  1.  Eunuchoidism  and  eunuchism.  2.  Male 
chmacteric  symptoms  when  these  are  seconlary  to  androgen  deficiency. 
3.  Impotence  due  to  androgenic  deficiency.  4.  Postpuberal  cryptor- 
chidism with  evidence  of  hypogonadism. 

Cholestatic  hepatitis  with  jaundice  and  altered  liver  function  tests,  such 
as  increased  BSP  retention  and  rises  m SCOT  levels,  have  been  reported 
after  Methyltestosterone.  These  changes  appear  to  be  related  to 
dosage  of  the  drug.  Therefore,  in  the  presence  of  any  changes  in  liver 
function  tests,  drug  should  be  discontinued. 

PRECAUTIONS:  Prolonged  dosage  of  androgen  may  result  in  sodium  and 
fluid  retention.  This  may  present  a problem,  especially  in  patients 
with  compromised  cardiac  reserve  or  renal  disease.  In  treating  males 
for  symptoms  of  climacteric,  avoid  stimulation  to  the  point  of  increas- 
ing the  nervous,  mental,  and  physical  activities  beyond  the  patient's 
cardiovascular  capacity. 

CONTRAINDICATIONS:  Contraindicated  in  persons  with  known  or  sus- 
pected carcinoma  of  the  prostate  and  in  carcinoma  of  the  male  breast. 
Contraindicated  in  the  presence  of  severe  liver  damage. 

WARNINGS:  If  priapism  or  other  signs  of  excessive  sexual  stimulation 
develop,  discontinue  therapy.  In  the  male,  prolonged  administration  or 
excessive  dosage  may  cause  inhibition  of  testicular  function,  with 
resultant  oligospermia  and  decrease  in  ejaculatory  volume.  Use  caut- 
iously in  young  boys  to  avoid  premature  epiphyseal  closure  or  pre- 
cocious sexual  development.  Hypersensitivity  and  gynecomastia  may 
occur  rarely.  FBI  may  be  decreased  in  patients  taking  androgens. 
Hypercalcemia  may  occur,  particularly  during  therapy  for  metastrc 
breast  carcinoma.  If  this  occurs,  the  drug  should  be  discontinued. 

ADVERSE  REACTIONS:  Cholestatic  Jaundice  • Oligospermia  and  de- 
creased ejaculatory  volume.  • Hypercalcemia  particularly  in  patients 
with  metastic  breast  carcinoma.  This  usually  indicates  progression  of 
bone  metastases.  • Sodium  and  water  retention.  • Priapism  • Virili- 
zation in  female  patients  • Hypersensitivity  and  gynecomastia. 

DOSAGE  AND  ADMINISTRATION:  Dosage  must  be  stricly  individualized, 
as  patients  vary  widely  in  requirements.  Daily  requirements  are  best 
administered  in  divided  doses.  The  following  chart  is  suggested  as  an 
average  daily  dosage  guide. 

INDICATION  Tablet's 

In  the  male: 

Eunuchoidism  and  eunuchism  10  to  40  mg. 

Male  climacteric  symptoms  and  impotence 
due  to  androgen  deficiency  10  to  40  mg. 

Postpuberal  cryptorchism  30  mg. 

HOW  SUPPLIED:  5,  10,  25  mg.  In  bottles  of  60,  250. 
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2500  West  6th  Street,  Los  Angeles,  California  90057 
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OSU  Graduates  Record 
Medical  College  Class 

(Tlie  following  information  was  released  to 
The  Journal  early  in  June,  jjrior  to  the  eomnience- 
nient  exercises.) 

A total  of  344  students  received  medical  de- 
grees from  Ohio  State  Unixersity’s  College  of 
Medicine  at  spring  cjuarter  commencement  Friday, 
June  8. 

More  doctors  are  graduating  from  Ohio  State 
during  1973 — a record  375 — than  from  the  other 
three  Ohio  medical  schools  combined,  says  Dr. 
Richard  L.  Meiling,  \4ce-President  for  Medical 
Affairs.  Case  Western  Reserve  University,  the 
University  of  Cincinnati,  and  the  Medical  College 
of  Ohio  at  Toledo  have  an  estimated  214  gradu- 
ates for  the  year,  he  said. 

The  largest  June  graduating  class  to  receive 
medical  degrees  from  the  unixersity  is  actually  txvo 
classes:  one,  numbering  174,  is  the  first  class  to 
complete  a revised  three-year  curriculum,  and  the 
second,  xvith  170  students,  is  the  last  class  enrolled 
in  the  jn’ex  ious  four-year  curriculum. 

Medical  graduates  will  also  receixe  degrees  at 
summer  and  winter  cjuarter  commencements.  Stu- 
dents may  complete  their  course  of  study  in  36 
months  or  choose  to  take  longer,  possibly  studxing 
more  elective  subjects,  he  said.  Consequently, 
students  may  decide  to  receive  their  degrees  any 
quarter  after  they  fulfill  the  reejuirements. 

Hospitals  are  noxv  xvilling  to  accept  interns 
any  time  of  the  year,  not  just  in  July,  xvhich  has 
been  the  traditional  policy,  so  students  are  not 
limited  to  a June  commencement. 

A rexised  curriculum  inxolxang  improxements 
and  elimination  of  much  xacation  time  means  an 
extra  year  of  professional  life  for  the  physicians, 
he  said. 

This  is  part  of  an  effort  to  increase  the  num- 
ber of  physicians.  The  college  has  been  increasing 
enrollment  of  its  entering  classes  and  noxv  expects 
it  to  remain  at  227  for  sexeral  years  with  current 
facilities  and  the  number  of  faculty  members. 

The  larger  classes  in  medicine,  as  xvell  as 
larger  clas.ses  in  the  School  of  Nursing  and  the 


establi.shment  of  the  School  of  .\llied  Professions, 
are  the  result  of  unixersity  commitments  to  the 
state  in  I960  to  increase  the  number  of  medical 
professionals.  State  and  federal  funding  has  pro- 
vided for  nexv  and  expanded  facilities  and  addi- 
tional faculty  members  needed  for  teaching  the 
increased  number  of  students. 


‘Family  Physician’  Scholarship 
Established  in  Toledo  Area 

The  Toledo  Chapter  of  the  American  Acad- 
emy of  Family  Physicians  (AAFP)  has  selected 
Donald  Baker,  a first  year  student  at  the  Medical 
College  of  Ohio  at  Toledo  to  be  recipient  of  the 
chapter’s  first  scholarship  axvard. 

Baker,  a graduate  of  Scott  High  School,  holds 
degrees  from  the  Unixersity  of  Toledo  and  Bowling 
Green  State  University.  He  served  as  assistant 
football  coach  at  T.U.  in  1969  and  as  youth  co- 
ordinator for  the  Toledo  Office  of  Economic  Op- 
portunity before  applying  for  entrance  to  the 
Medical  College. 

Dr.  John  L.  Culberson,  vice-president  of  the 
chapter  and  chairman  of  the  scholarship  commit- 
tee, said  the  $400  axvard  to  Baker  marks  the  first 
effort  by  Academy  members  in  this  area  to  provide 
financial  aid  to  a student  whose  medical  interests 
are  directed  toxvard  family  practice. 

The  local  AAFP  chapter  proposes  to  furni.sh 
additional  $400  awards  for  each  of  Baker’s  three 
years  at  MCO.  Also  in  each  successive  x’ear,  an- 
other student  will  be  selected  for  the  three-year 
scholarship.  Dr.  Culberson  said,  with  the  provi- 
sion that  the  recipients  maintain  good  grades  and 
standing  in  their  respectixe  class. 

The  first  award  was  j^resented  at  a dinner 
meeting  in  the  Ramada  Inn,  Perrysburg. 
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— an  everyday 

ALLERGY 


Following  are  names  of  new  members  of  the 
Ohio  State  Medical  Association  certified  to  the 
headquarters  office  during  May.  List  shows  name 
of  physician,  county,  and  city  in  which  he  is 
practicing,  or  in  which  he  is  taking  postgraduate 
work. 


CUYAHOGA  (Cleveland) 
Richard  B.  Altemus 
Lynn  W.  Banowsky 
Allan  B.  Kunkel 
Andrew  P.  Saunders 
Kenneth  M.  Schreck 
Marta  C.  Steinberg 
Frits  Van  der  Kuyp 

FRANKLIN  (Columbus, 
except  as  noted) 
Narciso  S.  Albarracin 
Joseph  D.  Bullock 
Worthington 
John  E.  Hohmann 
Pataskala 

Charles  E.  Jordan 
Marvin  Kaplan 
Chul  Woo  Lee 
Alan  L.  Longert 
William  D.  Padamadan 
Hilliard 

Padet  Wattanasarn 
Henry  A.  Wise  II 

GUERNSEY 

Kenneth  L.  Brooks 
Gambridge 

HAMILTON 
William  R.  Elsea 
Cincinnati 

Ghahreman  Khodadad 
Cincinnati 


LORAIN 

Wilfredo  Cruz 
Lorain 

LUCAS  (Toledo) 

Sidney  O.  Fernandes 
Lily  N.  Sim 
Jon  E.  Starr 
Belkis  Yuce 

MAHONING 
Vinod  K.  Sethi 
Youngstown 

MIAMI 

Bruce  Mark  Hess 
Troy 

MONTGOMERY  (Dayton) 
Jeffrey  D.  Cao 
Donna  L.  Mitchell 
Raj  K.  Sharma 

SCIOTO 

Hector  V.  Soto 
Portsmouth 

SPARK 

Louisa  G.  Fabella 
Canton 

Sudheer  R.  Shirali 
Canton 


LAKE  TRUMBULL 

Sayed  Mahmoud  Hussny  Lamberto  T.  Lee 
Mentor  Warren 


FOR 

FAMILY 
PRACTICES 

BY  THE  ORIGINATORS  OF  THE 

SENSI  -SYSTEM 

DEPENDABLE 

□ Diagnostics 

□ RxTreatment 

□Service 

□ Results 


Since  patients  with  atopic  diseases  have  in  common 
an  inherited  predisposition  to  develop  sensitivity, 
the  Family  Practice  Physician  usually  sees  these 
patients  first. 

To  assist  in  identifying  the  causative  factors  and 
treat  them  specifically,  Barry  has  designed  a 
Proven  Service  for  the  Family  Physician. 


OVER  44  YEARS  OF  SUPERIOR  SERVICE 

Call  or  Write  for  Full  Details 
Toll  Free  - (800)  327-1  141 
Florida  Call  Collect  (305)  943-7722 

BARRY 

LABORATORIES, INC. 

POMPANO  BEACH,  FLORIDA  33064 


SERUR 


Thirty  Receive  M.D.  Degrees 
at  Toledo  College 
Honorary  Degrees  Conferred 

The  Medical  College  of  Ohio  at  Toledo  con- 
ducted its  second  graduation  ceremony  on  June  14 
when  30  graduates  receixed  degrees  as  Doctors  of 
Medicine.  An  additional  graduate  received  his  de- 
gree on  last  December  27. 

In  addition  to  the  new  graduates,  the  Medical 
College  awarded  honorary  degrees  to  Dr.  Robert 
Good  and  Dr.  Irvine  II.  Page. 

Dr.  Good  is  the  new  president  of  the  Sloan- 
Kettering  Institute  for  Cancer  Research,  and  di- 
rector of  research  at  the  Memorial  Sloan-Kettering 
Cancer  Center. 

A native  of  Minnesota,  Dr.  Good  received  his 
M.D.  and  Ph.D.  degrees  from  the  University  of 
Minnesota  in  1947.  Pie  is  a pediatrician  and 
anatomist  and  has  also  held  academic  posts  in 
microbiology  and  pathology.  In  1970,  he  received 
the  coveted  Albert  Lasker  Award. 

Dr.  Irvine  II.  Page  received  his  M.D.  degree 
from  Cornell  LTniversity  in  1926  and  subsecjuently 
played  a distinguished  role  as  an  investigator  and 
clinician  in  advancing  medical  understanding  of 
hypertension,  cardiovascular  disease  and  stroke. 

Among  his  many  honors,  Dr.  Page  has  re- 
ceived the  Lasker  Award,  the  Distinguished  Service 


.'Kward  from  tlie  American  Medical  Association, 
and  the  Gold  Heart  (1962)  and  Heart  of  the 
\'ear  (1969)  Awards  from  the  American  Heart 
As.sociation.  In  1971  the  American  College  of 
Ckirdiology  presented  him  their  Gifted  Teacher 
.\ward. 

Since  1945  he  has  served  with  the  Cleveland 
Clinic  Foundation  and  became  consultant  emeritus 
of  the  Foundation’s  research  division  in  1968.  His 
books  include  major  works  on  renal  hypertension 
and  artherosclerosis. 

Dr.  Page  is  ])ast  president  of  the  American 
Heart  Association,  a Fellow’  of  the  American 
Academy  of  Arts  and  Sciences  and  a Life  Member 
of  the  American  College  of  Physicians. 


Environmental  health  experts  from  through- 
out the  world  will  attend  an  International  Con- 
ference on  Environmental  Health  next  fall  in 
Yugoslavia,  the  American  Medical  Association, 
one  of  the  cooperating  groups,  announced.  The 
conference  will  be  held  October  23-26,  1973,  in 
Primosten,  a resort  area  near  the  city  of  Split  on 
the  Adriatic  Coast. 


THE  O.S.M.A.  SPONSORED  GROUP  TERM  LIFE  INSURANCE 

PAYS  ITS  14th  CONSECUTIVE  DIVIDEND 

and  offers  maximum  benefits  at  low  group  rates,  conversion  to 
permanent  insurance,  and  provides  a Corporate  Employer  Plan. 

Talk  with  the  professional's  professional  insurance  men  which 
have  group  ordinary  life  insurance,  disability,  business  overhead 
expense,  and  excess  major  medical  plans. 


Phone  614/228-6115.  It  pays  to  work  with  professionals. 


TURNER  a SHEPARD,  INC. 

TWELFTH  FLOOR  1 7 SOUTH  HIGH  STREET 

COLUMBUS.  OHIO  43215  PHONE  (614)  228-6116 
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University  of  Cincinnati 
Junior  Heads  Student  AMA 

A junior  at  the  University  of  Cincinnati  Col- 
lege of  Medicine,  Russell  W.  H.  Kridel,  has  been 
elected  president  of  the  Student  American  Medical 
Association  for  a year  ending  May,  1974. 

Kridel,  24,  of  Englewood,  N.J.,  is  taking  a 
year’s  leave  of  absence  from  the  medical  college 
to  sene  as  official  representative  and  spokesman 
for  the  national  organization.  His  duties  include 
extensive  travel,  during  which  Mr.  Kridel  hopes  to 
visit  all  of  the  nation’s  103  medical  colleges.  S.^MA 
has  18,000  members  from  91  of  the  colleges. 

SAMA  is  independent  of  the  American  Med- 
ical Association,  but  maintains  relations  with  it. 
Mr.  Kridel  is  alternate  delegate  from  the  student 
section  to  the  AMA,  the  primary  delegate  being 
the  immediate  past  president  of  SAMA,  George 
Blatti. 

In  1971-72  Mr.  Kridel  was  president  of  the 
UC  chapter  of  SAMA.  He  has  been  active  in 
state  and  national  SAMA  projects  such  as  MECO 
(Medical  Education  and  Community  Orientation) . 
As  Ohio  MECO  state  project  director  and  a 
member  of  the  National  MECO  Planning  Com- 
mittee he  helped  organize  and  administer  the 
program  which  enables  medical  students  to  rotate 
through  hospitals  and  clinics  during  their  pre- 
clinical  years. 

Mr.  Kridel  was  student  initiator  of  and  mem- 
ber of  the  Faculty  Planning  Committee  for  the 


UC’s  College  of  Medicine  “Interdisciplinary  Pro- 
gram in  Human  Sexuality,”  a 40-hour  program 
held  in  January,  1973.  He  has  participated  in  the 
college’s  Family  Care  Program  and  two  summers 
ago  held  a UC  fellowship  in  otolaryngology  and 
maxillofacial  surgery. 

A 1970  graduate  of  Stanford  University, 
where  he  received  a bachelor’s  degree  in  political 
science,  Mr.  Kridel  served  as  president  of  the 
Stanford  Pre-Medical  Society  in  1969-70.  In  1968 
for  two  quarters,  Mr.  Kridel  participated  in  the 
Stanford-In-Italy  campus  in  Florence. 

Mr.  Kridel  is  the  son  of  Dr.  and  Mrs.  Leonard 
Brown  of  Englewood,  N. J.  Dr.  Brown  is  a specialist 
iir  obstetrics  and  gynecology. 


The  Maternal  and  Child  Plealth  Program  of 
the  University  of  California  School  of  Public 
Health,  Berkeley,  Calif.  94720  has  announced  its 
postgraduate  programs  for  physicians.  These  pro- 
grams lead  to  the  degree  of  Master  of  Public 
Health.  The  announcement  stated  that  applica- 
tions are  being  accepted  for  September  1974. 


"W“ertat-Br±stbl'  oo.  ' " ^ 

HANY  iOCATtONS  TO  S6RVE  YO^J 

OfFICg  AND  SHOW  ROOM 

11 5»  DUBLIN  ROAD 

COLUMBUS,  OHIO  45B12 

1 fHAIMACtUtlCAL  A.H0  SICCHOOM  SUfftlHS 

fHYSIClAK  AND  hospital  E0yi^M€NT 
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Olympic  Tragedy  Sparks  Sports  Medicine  Fund 


Thomas  M.  Hughes,  M.D.,  left,  chairman  of  the  “Class  of  1942  David  Berger  Memorial  Fund”  project,  presents 
initial  check  for  the  fund  to  Robert  Atwell,  M.D.,  third  from  left,  representing  the  Ohio  State  University  College 
of  Medicine.  Others  from  left  to  right  are  Benjamin  Berger,  M.D.,  of  Cleveland,  father  of  the  late  David  Berger 
for  whom  the  fund  is  named;  Morris  W.  Keller,  M.D.,  Cleveland,  second  from  right,  and  William  R.  Beery, 
M.D.,  Canal  Winchester,  right. 


A promising  stimulus  to  sports  medicine  at 
Ohio  State  University  College  of  Medicine  has 
been  launched  with  the  establishment  of  the 
“Class  of  1942  David  Berger  Memorial  Fund,”  a 
program  that  will  be  used  to  sponsor  visiting 
lecturers  in  sports  medicine  as  well  as  other  edu- 
cational projects  involving  sports  medicine. 

David  Berger,  of  Cleveland,  was  among  the 
Israeli  Olympic  athletes  killed  by  Arab  terrorists 
during  the  Munich  games  in  1972. 

I'he  project  was  conceived  during  the  30th 
reunion  of  the  OSU  College  of  Medicine  Class  of 
1942,  was  spearheaded  by  Thomas  M.  Flughes, 
M.D.,  of  Columbus,  and  enthusiastically  endorsed 
by  Benjamin  Berger,  M.D.,  of  Cleveland,  father  of 
David  and  a member  of  the  class.  Also  active  in 
planning  were  Morris  \\ . Keller,  M.D.,  of  Cleve- 
land, William  R.  Beery,  M.D.,  of  Canal  Win- 
chester, and  Sol  Maggied,  M.D.,  West  Jefferson, 


all  members  of  the  class. 

Dr.  Hughes  reported  that  class  members  ini- 
tially contributed  approximately  $1,300  to  the 
project.  Dr.  Berger  supplemented  this  amount  with 
a donation  of  $1,000.  Members  of  the  class  have 
decided  to  contribute  on  an  annual  basis. 

It  is  anticipated  that  the  project  will  stimu- 
late physicians-to-be  to  consider  the  practice  of 
sports  medicine  in  their  career  plans. 

Dr.  Maggied,  chairman  of  the  Joint  Advisory 
Committee  on  Sports  Medicine  of  OSMA  and  the 
Ohio  High  School  Athletic  Association,  said  that 
the  Committee  would  be  honored  to  assist,  if  re- 
quested, in  the  selection  of  speakers  and  projects 
to  be  sponsored  by  the  fund. 

Persons  interested  in  making  contributions  to 
the  fund,  or  in  obtaining  additional  information, 
are  invited  to  contact  Thomas  M.  Hughes,  M.D., 
481  E.  Town  Street,  Columbus  43215. 
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Must  vasodilators 
and  therapy  for 
other  diseases 
come  into 
conflict? 


not  if  the  vasodilator  is 

VASODILAN^ 

(ISOXSUPRINE  HCI) 

the  compatible  vasodilator... 
no  treatment  conflicts  reported 

The  cerebral  or  peripheral  vascular  disease  patient  often  has 
coexisting  disease^  which  calls  for  another  drug  along  with  his 
vasodilator.  It  may  be  a hypoglycemic,  miotic,  antihypertensive, 
diuretic,  anticoagulant,  corticosteroid,  or  coronary  vasodilator. 
Vasodilan  is  not  incompatible  with  any  of  these  drugs-no  treatment 
conflict  has  been  reported.  And,  unlike  other  vasodilators,  Vasodilan 
has  not  been  reported  to  affect  carbohydrate  metabolism,  liver 
function,  or  intraocular  pressure-or  to  complicate  treatment  of 
diabetes,  hypertension,  peptic  ulcer,  glaucoma,  or  liver  disease. 

In  fact,  there  are  no  known  contraindications  to  the  use  of  Vasodilan 
in  recommended  oral  doses,  other  than  that  it  should  not  be  given 
in  the  presence  of  frank  arterial  bleeding  or  immediately  postpartum. 

1.  Gertler,  M.  M.,  et  al.:  Geriatrics  i5.134-148  (May)  1970. 


Indications:  Based  on  a review  of  this  drug  by  the  National  Academy 
of  Sciences-National  Research  Council  and/or  other  information,  the 
FDA  has  classified  the  indications  as  follows; 

Possibly  Effective: 

1.  For  the  relief  of  symptoms  associated  with  cerebral  vascular 
insufficiency. 

2.  In  peripheral  vascular  disease  of  arteriosclerosis  obliterans, 
thromboangiitis  obliterans  (Buerger's  Disease)  and  Raynaud’s  disease. 

3.  Threatened  abortion. 

Final  classification  of  the  less-than-effective  indications  requires 
further  investigation. 

Composition;  Vasodilan  tablets,  isoxsuprine  HCI,  10  mg.  and  20  mg. 
Dosage  and  Administration:  10  to  20  mg.  three  or  four  times  daily. 
Contraindications  and  Cautions:  There  are  no  known  contraindications  to 
oral  use  when  administered  in  recommended  doses.  Should  not  be  given 
immediately  postpartum  or  in  the  presence  of  arterial  bleeding. 

Adverse  Reactions:  On  rare  occasions,  oral  administration  of  the  drug  has 
been  associated  in  time  with  the  occurrence  of  severe  rash.  When  rash 
appears,  the  drug  should  be  discontinued.  Occasional  overdosage  effects 
such  as  transient  palpitation  or  dizziness  are  usually  controlled 
by  reducing  the  dose. 

Supplied:  Tablets,  10  mg. -bottles  of  100,  1000,  5000  and  Unit  Dose; 

20  mg.-bottles  of  100,  500  and  Unit  Dose. 

© 1973  MEAD  JOHNSON  & COMPANY  • EVANSVILLE,  INDIANA  47721  U.S.A.  734017 


The  treatment  of 


impotence 


\ due  to  androgenic  deficiency  in  the  American  male. 


The  rreatmentot  Impotence 
with  Melhyltestosterone  Thyroid 


The  concept  of  chemotherapy  plus  the 
physician’s  psychological  support  is  confirmed 
as  effective  therapy. 


(too  patients  — Double  Blind  Study) 
T.  Jaliobovils 

Fertility  and  Sterility,  January  1970 
Official  Journal  of  the 
American  Fertility  Society 


(thyroid-androgen)  tablets 


Double-Blind  Study  and  Type  of  Patient: 

100  patients  suffering  from  impotence.  Of 
the  patients  receiving  the  active  medication 
(Android)  a favourable  response  was  seen 
in  78%.  This  compares  with  40%  on 
placebo.  Although  psychotherapy  is  indi-  j 
cated  in  patients  suffering  from  functional  ; 
impotence  the  concomitant  role  of  chemo-  , 
therapy  (Android)  cannot  be  disputed. 


Choice  of  4 strengths: 

Android  Android-HP 


Android-X 


EXTRA  HIGH  POTENCY 


Each  yellow  tablet  contains: 
Methyl  TestoUerone  ..2.5  me. 
Thyroid  Eit.(1/6sr.)  ..10  m{. 

Glutamic  Acid  50  mg. 

Thiamine  HCL  10  mg. 

Dose:  1 tablet  3 times  daily. 
Available: 

Bottles  of  100,  500,  1000. 


Each  red  tablet  contains: 
Methyl  Testosterone  ..5.0  mg. 
Thyroid  Ext. (Va  gr.)  ...30  mg. 

Glutamic  Acid 50  mg. 

Thiamine  HCL 10  mg. 

Dose:  1 tablet  3 times  daily. 
Available: 

Bottles  of  100.  500.  1000. 


Each  orange  tablet  contains: 
Methyl  Testosterone  .12.5  mg. 

Thyroid  Ext.  (1  gr.|  64  mg. 

Glutamic  Acid  50  mg. 

Thiamine  HCL 10  mg. 

Dose:  1 or  2 tablets  daily. 
Available: 

Bottles  of  60.  500. 


Android-Plus 

WITH  HIGH  POTENCY 
B-COMPLEX  ANO  VITAMIN  C 
Each  white  tablet  contains: 
Methyl  Testosterone  ..2.5  mg. 
Thyroid  Ext.  (V4  gr.)  ...15  mg. 
Ascorbic  Acid  (Vit.C)  .250  mg. 

Thiamine  HCL  25  mg. 

Glutamic  Acid  100  mg. 

Pyridoxine  HCL 5 mg. 

Niacinamide  75  mg. 

Calcium  Pantothenate  . 10  mg. 

Vitamin  B-12  2.5  meg. 

Riboflavin 5 mg. 

Dose:  2 tablets  daily. 
Available:  Bottles  Of  60.  500. 


Contraindications:  Android  is  contraindicated  in  patients  with  prostatic  carcinoma,  severe  cardiorenal 
disease  and  severe  persistent  hypercalcemia,  coronary  heart  disease  and  hyperthyroidism.  Occasional 
cases  of  jaundice  with  plugging  biliary  canaiiculi  have  occurred  with  average  doses  of  Methyl  Testos* 
terone.  Thyroid  is  not  to  be  used  in  heart  disease  and  hypertension. 


di22mes$,  lethargy,  paresthesia,  skin  eruptions, 
failure  and  mammary  carcinoma  in  males. 

Precautions;  If  hypothyroidism  is  accompanied  by  adrenal  insufficiency  the  latter  must  be  corrected  prior 
to  and  during  thyroid  administration. 

Adverse  Reactions:  Since  Androgens,  in  general,  tend  to  promote  retention  of  sodium  and  water,  patients 
receiving  Methyl  Testosterone,  in  particular  elderly  patients,  should  be  observed  for  edema. 
Hypercalcemia  may  occur,  particularly  In  immobilired  patients:  use  of  Testosterone  should  be  discontinued 
as  soon  as  hypercalcemia  is  detected. 


Referenceo:  1.  Montetano,  P.,  and  Evangollola,  I.  Methyltestosterone-thyroid  treatment  of  sekuil 
impotence.  Ciin  Med  12:69,  1966.  2.  Dublin,  M.  F.  Treatment  of  impotence  with  methyltestasterono* 


Thyroid-androgen  interreiations  and  the  hypocholesteremic  effect  of  androsterone.  J Clin  Endocr  19:936|  I 
1959.  5.  Farris.  E.  J.,  and  Colton,  $.  W.  Effects  of  L-thyroxine  and  llothyronine  on  spermatogenoris.  ' 
J Urol  79:863,  1958.  6.  Osol,  A.,  and  Farrar,  C.  E.  United  States  Dispensatory  (ed.  25).  Lippincott,  Philo*  I 


Write  for  literature  and  samples:  ( BRoW THE  BROWN  PHARMACEUTICAL  CO.,  INC.  2500  West  6th  Street,  Los  Angeles,  California  90057 1 
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Change  the  AMA! 

Maybe  you're  one  of  those  doctors  at  odds  with  some  AMA 
policies.  Your  question  is:  how  do  you  change  them? 

First,  consider  who  sets  those  policies.  In  a real  sense,  it  is 
you.  You  elect  the  delegates  to  your  state  association.  They  in 
turn  elect  the  delegates  who  will  represent  your  views  in  the 
AMA  House. 

As  an  active,  involved  member,  you  can  influence  policy 
by  making  your  views  known  to  your  delegates,  both  national 
and  state.  It  is  your  democratic  right  — and  responsibility. 

Write  your  delegates,  call  them,  see  them.  If  they  aren’t 
responsive,  tell  them  they’ll  be  hearing  from  you 
at  election  time. 

You  can  also  go  directly  to  the  top  and  express  your  views 
before  the  AMA  House’s  Reference  Committees  at  either  of 
the  two  annual  conventions. 

But  it’s  up  to  you.  If  you  have  strong  convictions  about 
something  that  should  be  changed,  you  can  be  heard. 

Join  us.  We  are  only  what  the  doctors  of  this  country  want 
us  to  be.  Find  out  more  about  the  AMA.  Send  for  the  pamphlet, 
“The  AMA  and  the  American  Doctor:  Sharing  a Common 
Goal.’’  Write:  Dept.  DW,  at  the  address  below. 

JOIN  US. 

WE  CAN  DO  MUCH  MORE  TOGETHER. 

American  Medical  Association 
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OAFP  23rd  Annual  Scientific  Assembly 


Ohio  Academy  of  Family  Physicians  Will  Present  Program 
in  Columbus  Aug.  3-5,  With  Delegates  First  Meeting  Aug.  2 


' I 'HE  23rd  Annual  Scientific  Assembly  of  the 
Ohio  .Academy  of  Family  Physicians  will  be 
held  in  Columbus,  August  3-5.  Headquarters  will 
be  the  Sheraton-Columbus  Motor  Hotel  in  the 
downtown  area. 

d'he  meeting  will  be  open  to  all  physicians, 
including  interns  and  residents,  and  may  be  at- 
tended by  medical  students.  For  additional  in- 
formation, contact  the  OAFP  at  4075  North 
High  Street,  Columbus  43214. 

On  Thursday,  August  2,  the  Academy  Golf 
Tournament  will  be  held  on  the  University  Golf 
Course.  A $20  fee  includes  greens  fee,  lunch,  and 
cost  of  prizes. 

On  Thursday  afternoon  the  House  of  Dele- 
gates will  meet.  Final  session  will  be  on  Friday 
morning. 

Following  are  program  features: 

Friday  Afternoon,  August  3 

Suicide,  Murder  or  Natural  Cau-ses  — Lester 
Adelson,  M.D.,  Cleveland,  and  Frank  P.  Cleve- 
land, M.D.,  Cincinnati. 

Legal  Liability  in  Treatment  of  Minors  — 
Stanley  Laughlin,  LLI5,  Columbus. 

Battered  Child  Syndrome  — Bertram  G. 
Girdany,  M.D.^  Columbus. 

Friday  evening:  Annual  banquet. 

Saturday  Morning,  August  4 

Each  of  the  following  clinical  sessions  will  be 
held  twice  so  that  a physician  may  attend  two 
full  sessions,  one  beginning  at  7:30  a.m.,  and  the 
other  at  8:15  a.m. 

1.  Laparoscopy,  Routine  and  Emergency  Use 
— Keith  DeVoe,  Jr.,  M.D.,  Columbus. 

2.  Cardiology  in  the  Elderly  — Robert  C. 
Kirk,  IM.D.,  Columbus. 

3.  Upper  GI  Endoscopy  — Donald  E.  Hoff- 
man, M.D.,  Columbus. 

4.  Gynecology  in  the  Elderly  — L.  David 
Hall,  M.D.,  Columbus. 

5.  Management  of  Status  Asthmaticus  — 
James  I.  Tennenbaum,  M.D.,  Columbus. 


6.  Aggressive  Management  of  Cardiac  Ar- 
rythmias  — Alan  E.  Sheline,  M.  D.,  Columbus. 

7.  PsychiatiA’  in  Family  Practice  — Frank  J. 
Ayd,  Jr.,  M.D.,  Baltimore. 

8.  Orthopedic  Injection  Techniques  and 
Management  of  Simple  Fractures  — Walter  H. 
Hauser,  AI.D.,  Columbus. 

9.  Obesity  — Rational  Treatment  — 1 homas 
G.  Skillman,  M.D.,  Columbus. 

10.  Breast  Cancer  — John  Minton,  M.D., 
Columbus. 

11.  (7:30-9:00)  Expanding  Your  Time 
Through  the  Proper  Lise  of  Medical  Assistants  — 
Robert  R.  Johnson,  M.D.,  Columbus. 

(General  Session)  Acid  Base  Balance  and 
Blood  Gases  as  Related  to  Chronic  Obstructive 
Lung  Disease  — Roy  L.  Donnerbcrg,  M.D.,  Co- 
lumbus. 

Chronic  Obstructive  Lung  Disease  Treat- 
ment — Robert  G.  Loudon,  M.B.,  Ch.B.,  Cin- 
cinnati. 

Saturday  Afternoon 

Dermatologic  Manifestations  of  Systemic 
Disease  — Edmund  D.  Lowney,  M.D.,  Columbus. 

Problems  with  Problem  Oriented  Records  — 
William  A.  Stowe,  M.D.,  Dayton,  and  Paul  Y. 
Ertel,  M.D.,  Columbus. 

Cryosurgery  and  Hyfrecation  (Dermatology) 
— J.  Adichael  Hazel,  M.D.,  Springfield. 

Cryosurgery’  (Ob-Gyn)  — Charles  J.  Burns, 
M.D.,  Lima. 

Scopes  (Internal  Medicine)  • — Richard  D. 
Ruppert,  M.D.,  Columbus. 

Ladies  tour  of  the  Ohio  Historical  Museum 
Complex  begins  at  1:30  p.m. 

Evening:  Marion  Laboratories  Party  and 
Officers’  Reception. 

Sunday  Morning,  August  5 

7:30  and  8:15  a.m.,  repeat  of  the  first  ten  of 
Saturday’s  Clinical  Sessions. 
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( Family  Physicians — Contd.) 

General  Session:  Headaches  and  Chronic 
Fatigue  — Frank  J.  Ayd,  Jr.,  M.D. 

Osteomalasia  and  Osteoporosis  — Manuel 
Tzagournis,  M.D.,  Columbus. 

Present  Status  of  Acupuncture  (P.S.S.)  — 
L.  Y.  Soo,  M.D.,  Lima. 

OAFP  Educational  Programs 
for  Year  Announced 

The  Ohio  Academy  of  Family  Physicians, 
4075  North  High  Street,  Columbus,  has  an- 
nounced the  following  educational  jjrograms 
which  it  is  sjmnsoring  or  cosjjonsoring. 

August  3-5  — Annual  Scientific  Assembly, 
Sheraton-Columbus  Motor  Hotel,  Columbus. 


November  8 — Conference  on  Alcoholism/ 
Drug  Abuse  — Imperial  House  North,  900  Morse 
Road,  Columbus. 

November  10-11  — Economics  Workshop  — 
Scot’s  Inn  Motel,  4900  Sinclair  Road,  Columbus 
(near  1-71  and  Morse  Road). 

November  11  — Medical  Assistants  Refresh- 
er — Scot’s  Inn  A4otel,  Columbus. 

January  5-6;  and  19-20  — Family  Medicine 
Review  — Sheraton  Motor  Inn  North,  888  E. 
Granville  Road,  Columbus. 

February  8-10  — Pediatric  Workshop  — 
Hueston  Woods  Lodge,  College  Corner. 

March  24  — Lederle  Symposium  — Shera- 
ton-Columbus Motor  Hotel. 

March  23-24  — Paramedical  Workshop  — 
Ramada  Inn  North,  Route  161  at  1-71,  Columbus. 

April  19-21  — Family  Relations  Workshop 
— Sawmill  Creek  Lodge,  Huron. 

May  7-20,  1974  — International  Conference 
on  Diagnostic  Medicine  — Nice,  France,  and 
Rome,  Italy. 


Wolman  Insurance  Agency,  Inc. 

Specialists  in  Professional  Liability 

Providing  Personal  Service  to  Physicians  and 
Surgeons  with  Qualified  Personnel  Available 
to  Discuss  Your  Insurance  Needs  in  Your 
Office. 


WOLMAN  INSURANCE  AGENCY,  INC. 
PHONE  614/221-5471 

38  JEFFERSON  AVENUE,  COLUMBUS,  OHIO  43215 


July,  1973  / 497 


Obituaries 


Charles  Robert  Baker,  M.D.,  Sturgis,  Mich.; 
Oliio  State  University  College  of  Medicine,  1936; 
aged  62;  died  about  April  25;  former  member  of 
OSMA;  Fellow,  American  College  of  Surgeons; 
practitioner  in  Columbus  for  about  20  years  before 
he  moved  to  Michigan. 

Glenn  E.  Chamberlain,  M.D.,  Twinsburg; 
Western  Reserv’e  University  School  of  Medicine, 
1932;  aged  66;  died  May  7;  member  of  OSMA, 
AM  A,  and  American  Academy  of  Family  Physi- 
cians; general  practitioner  in  Twinsburg  for  38 
years,  formerly  in  association  with  his  father,  the 
late  Dr.  Robert  B.  Chamberlain. 

Giles  Anthony  DeCourcy,  M.D.,  Cincinnati; 
University  of  Cincinnati  College  of  Medicine, 
1911;  aged  86;  died  May  12;  member  of  OSMA 
and  AM  A;  practitioner  of  long  standing  in  Cin- 
cinnati, specializing  in  obstetrics  and  gynecology; 
Cincinnati  fire  surgeon  for  some  40  years.  He  was 
a member  of  a family  of  physicians,  his  grand- 
father, father,  and  four  brothers  were  doctors. 
Dr.  Cornelius  DeCourcy,  of  Cincinnati,  is  a 
nephew. 

George  Wendell  Dunlap,  M.D.,  Toledo;  Rush 
Medical  College,  1913;  aged  88;  died  December 
9;  member  of  OSMA  and  AMA;  practitioner  of 
long  standing  in  Toledo,  specializing  in  obstetrics 
and  g)’necology. 

Leon  Simpson  Evans,  M.D.,  Cleveland;  West- 
ern Reserve  University  School  of  Medicine,  1921; 
aged  84;  died  May  25;  former  member  of  OSMA; 
member  of  the  National  Medical  Association; 
practitioner  of  long  standing  in  Cleveland. 

Joseph  Albert  Freiberg,  M.D.,  Cincinnati; 
University  of  Cincinnati  College  of  Medicine, 
1923;  aged  74;  died  May  1;  member  of  OSMA 
and  AMA;  Fellow,  American  College  of  Surgeons; 
diplomate,  American  Board  of  Orthopaedic  Sur- 


gery, and  member  of  several  other  professional 
organizations;  professor  emeritus,  UC  College  of 
Medicine;  practitioner  of  long  standing  in  Cin- 
cinnati; past  president,  American  Academy  of 
Orthopaedic  Surgeons;  past  vice-president.  Clinical 
Orthopaedic  Society;  former  associate  editor  of 
the  Journal  of  Bone  and  joint  Surgery;  Among 
survivors  is  his  son.  Dr.  Richard  Freiberg,  of 
Cincinnati. 

Jack  Rene  Henry,  M.D.,  Cleveland;  Ohio 
State  University  College  of  Medicine,  1943;  aged 
54;  died  April  4;  member  of  OSMA  and  AMA; 
practitioner  for  many  years  in  Cleveland,  spe- 
cializing in  orthopaedics  and  general  surgery;  vet- 
teran  of  World  War  II. 

Benjamin  Harrison  Hildreth,  M.D.,  Akron; 
University  of  Louisville  School  of  Medicine,  1916; 
aged  84;  died  May  17;  member  of  OSMA  and 
AMA;  general  practitioner  and  general  surgeon 
for  more  than  50  years  in  Akron;  veteran  of  World 
War  I. 

Oliver  John  Kechclc,  M.D.,  Berea;  Western 
Reserve  University  School  of  Medicine,  1927;  aged 
72;  died  May  3;  member  of  OSMA,  AMA,  and 
American  Academy  of  Family  Physicians;  practi- 
tioner of  long  standing  in  Berea;  veteran  of 
World  War  II. 

John  K.  Larkin,  M.D.,  Dayton;  State  Uni- 
versity of  N.Y.  Downstate  Medical  Center,  1908; 
aged  91;  died  April  25;  member  of  OSMA  and 
AMA;  practitioner  for  some  65  years  in  Dayton; 
veteran  of  World  War  I. 

Elmer  Carl  Unckrich,  M.D.,  Toledo;  Univer- 
sity of  Michigan  Medical  School,  1904;  aged  92; 
died  May  21;  member  of  OSMA  and  AMA;  Fel- 
low, American  College  of  Surgeons;  practitioner 
of  long  standing  in  Toledo  before  his  retirement. 
His  specialty  was  the  EENT  field. 
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ThHLORVYNOL) 

Iriif  Summary 

idkllons— Placidyl  (ethchlorvynol)  is  Indicated 
3 slrt-term  hypnotic  therapy  in  the  management 
[ inimnia. 

ontindicatlons— Drug  hypersensitivity  and  por- 
lyri 

iitigs— Not  recommended  during  the  first  and 
!cd!  trimester  of  pregnancy.  Caution  patients 
pisible  combined  exaggerated  effects  with 
cofi,  barbiturates,  tranquilizers  or  other  CNS 
pj^ants.  Exaggerated  effects  might  result  in 
uirg  of  vision,  paralysis  of  accommodation  and 
oftid  hypnosis.  Caution  patients  concerning 
vlii  a motor  vehicle,  operating  machinery,  -or 
laijiazardous  operations  requiring  alertness  af- 
rtjing  the  drug.  ADMINISTER  WITH  CAUTION 
3 FiriENTS  WITH  SUICIDAL  TENDENCIES  AND 
0 li)T  PRESCRIBE  LARGE  QUANTITIES  OF  THE 
Rti,  Adjustment  of  the  dosage  of  oral  anticoag- 
arrimight  be  necessary  when  beginning  ethchlor- 
moftherapy,  during  therapy,  or  after  stopping 
leiy.  This  drug  is  not  recommended  for  use  in 
litCin.  PLACIDYL  HAS  THE  POTENTIAL  FOR 
HEDEVELOPMENT  OF  PSYCHOLOGICAL  AND 
H'lpAL  DEPENDENCE.  INSTANCES  OF  SE- 
EFU  WITHDRAWAL  SYMPTOMS,  INCLUDING 
JLSIONS  AND  DELIRIUM  CLINICALLY  SIM- 
TO  THOSE  SEEN  WITH  BARBITURATES, 
BEEN  REPORTED  IN  PATIENTS  TAKING 
AR  DOSES  AS  LOW  AS  1000  MG.  PER  DAY 
A PERIOD  OF  TIME  WHEN  THE  DRUG  WAS 
NLY  DISCONTINUED,  PROLONGED  AD- 
TRATION  OF  THE  DRUG  IS  NOT  RECOM- 
ED.  Addiction-prone  patients  or  those  who 
efljely  to  increase  dosages  of  the  drug  on  their 
vrjpiitiative  should  be  observed  for  evidence  of 
gnior  symptoms  which  may  indicate  possible 
uljWithdrawal  or  abstinence  symptoms.  Signs 
ic^fmptoms  associated  with  withdrawal  and  ab- 
m«be  include  unusual  anxiety,  tremor,  ataxia, 
uiig  of  speech,  memory  loss,  perceptual  dis- 
rtlis,  irritability,  agitation  and  delirium.  Other 
ell  defined  signs  and  symptoms,  not  neces- 
due  to  withdrawal  and  abstinence,  may  in- 
anorexia, nausea  or  vomiting,  weakness, 
3SS,  sweating,  muscle  twitching  and  weight 
s*\brupt  discontinuance  of  Placidyl  following 
olged  overdosage  may  result  in  convulsions 
id„j|irium. 


ud 


Jlloiu— Toxic  amblyopia  has  been  reported 
itij  ong-term  continuous  use  of  ethchlorvynol. 
nent  visual  defects  have  been  observed,  al- 
amblyopia  has  improved  after  discontinua- 
f the  drug.  Drug  dosage  should  be  limited 
lerly  and  debilitated  patients  to  the  smallest 
fel  ve  amount.  If  pain  is  present,  this  drug 
10  I only  be  given  if  insomnia  persists  after 
ii|s  controlled  with  analgesics.  Caution  Is  ad- 
in  prescribing  the  drug  for  patients  who  are 
treated  with  either  MAO  inhibitors  or  anti- 
p isants.  Transient  delirium  has  been  reported 
it^ie  combination  of  Placidyl  and  amitryptyline. 
dosage  should  be  reduced  if  prescribed  for 
ts  receiving  MAO  inhibitors  or  antidepres- 
Caution  should  be  exercised  in  patients 
ihlmpaired  hepatic  or  renal  function.  Patients 
5spond  unpredictably  to  barbiturates  or  alco- 
^r  who  exhibit  excitement  and  release  of  inhi- 
:it  in  association  with  such  agents,  may  also 
a|in  this  way  to  Placidyl.  Rarely,  patients  may 
;tllt  symptoms  suggestive  of  an  unusual  sus- 
i|t  ility  to  the  drug:  such  as  prolonged  hypnosis, 
nd  muscular  weakness,  excitement,  hysteria, 
cope  without  marked  hypotension.  Transient 
ess  or  ataxia  may  occur. 

d|ie  Reactions— Hypotension,  nausea  or  vom- 
nt  gastric  upset,  aftertaste,  blurring  of  vision, 
z|ess,  facial  numbness,  and  allergic  reaction 
pj  d by  urticaria  have  been  reported  following 
atyl  administration.  Mild  "hangover”  and  symp- 

)of  mild  excitation  have  occurred  in  some 
ts.  There  have  been  rare  reports  of  cholestatic 
ce  occurring  in  patients  taking  ethchlorvynol. 

' cases  of  thrombocytopenia  have  been  re- 
I In  patients  receiving  ethchlorvynol.  307454 


Give  us  her  nights. 

Prescribe  Placidyl.  Chances  are,  we’ll  give  her  a 
good  night’s  sleep. 

There  are  nights  . . . particularly  as  that  certain  day 
draws  near . . . when  discomfort  or  apprehension 
make  sleep  difficult.  And  she  needs  sleep. 

When  sleep  is  synonymous  with  therapy, 
remember . . . Placidyl  is  synonymous  with  sleep. 

It  has  been  for  over  17  years. 

If  time  is  the  criterion  to  inspire  your  confidence  . . . 
you  can  rest  assured  with  Placidyl. 

Not  recommended  during  the  first  and  second 
trimesters  of  pregnancy. 

Prescribed  by  physicians  for  over  1 7 years. 

Placidyl®  ® 

(ETHCHLORVYNOL  CAPSULES,  500  or  750  mg.) 


Additional  information  ayailable  to  the  profession  on  request. 
Eli  Lilly  and  Company,  Indianapolis,  Indiana  46206 
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Blood  as  a Medicine 

Melanie  Kennedy,  M.D. 


TN  ANTIQUITY,  blood  was  considered  to  be  one 
of  the  four  humors  of  the  body.  Since  disease 
was  felt  to  originate  from  an  excess  of  one  of  these 
humors,  doctors  could  rid  the  body  of  sweat,  urine, 
or  feces  through  the  use  of  plasters,  potions,  ca- 
thartics, and  purges.  They  invented  bloodletting  as 
the  exit  for  the  fourth  humor.  This  was  practiced 
until  the  middle  of  the  19th  century,  when  it  be- 
came obvious  patients  died  more  quickly  and  in 
greater  numbers  from  bloodletting  than  from  other 
treatments.* 

Now,  we  treat  many  diseases  not  by  blood- 
letting, but  by  blood  transfusion.  Transfusion  ther- 
apy is  a rather  recent  science,  with  rapid  develop- 
ment during  the  past  30  years.  We  have  found 
that  blood  is  not  a tonic  or  a magical  potion,  but 
it  does  contain  many  valuable  components  which 
can  be  used  to  treat  anemia,  coagulation  disorders, 
shock,  hypoproteinemia,  and  even  to  prevent  cer- 
tain infectious  diseases.  The  advent  of  plastic  blood 
collection  equipment  has  made  possible  the  safe 
and  efficient  separation  of  blood  into  its  various 
components  (Fig.  1).  Component  therapy  puts 
blood  transfusion  on  a scientific,  rational  basis,  by 


The  opinions  and  assertions  expressed  herein  are 
those  of  the  author  and  do  not  necessarily  bear 
relationship  to  the  policies  or  views  of  the  Amer- 
ican Red  Cross. 

Submitted  February  2,  1973. 


The  Author 

• Dr.  Kennedy,  Clolumbus,  is  Medical  Director, 
Central  Ohio  Red  Cross  Blood  Program. 


using  specific  components  for  specific  problems, 
just  as  we  use  drugs. 

Whole  Blood 

The  average  amount  of  blood  in  one  unit  is 
450  ml.  This  is  diluted  with  67.5  ml  of  acid- 
citrate-dextrose  (ACD)  solution  or  63  ml  of 
citrate-phosphate-dextrose  (CPD)  solution  to  give 
a resulting  hematocrit  of  35  to  40  percent  and 
a total  volume  of  515  ml.  As  blood  ages,  the  metab- 
olism of  the  red  cells  results  in  increasing  amounts 
of  lactic  acid  and  also  higher  levels  of  plasma  po- 
tassium, ammonia,  and  hemoglobin.  The  plasma 
also  contains  various  antigens  and  antibodies, 
many  of  them  capable  of  causing  febrile  or  allergic 
transfusion  reactions.2-3  It  may  also  carry  the  vec- 
tors of  hepatitis,  and  other  infections,  such  as 
cytomegalovirus. 

\Iany  of  the  benefits  of  blood  are  lost  with 
storage,  such  as  short-li\ed  platelets,  and  labile 
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Fig.  1.  Flow  sheet  of  blood  components. 


factors  V and  \’III.  Whole  blood  must  be  less 
than  24  hours  old  in  order  to  deliver  significant 
amounts  of  these  to  the  recipient.  It  is  much  better 
to  transfuse  these  factors  as  components  (see  be- 
low), since  larger  amounts  of  the  needed  factor(s) 
may  be  delivered  in  a small  volume. 

The  primary  function  of  red  blood  cells  is  to 
deliver  oxygen  to  the  tissues.  Therefore,  the  indi- 
cation for  red  cell  transfusion  is  deficiency  of  cir- 
culating red  cell  mass.  This  cannot  be  determined 
by  a specific  number  of  grams  of  hemoglobin  or 
level  of  hematocrit.  For  example,  recent  experience 
in  major  renal  dialysis  centers,  including  The  Ohio 
State  University,  has  shown  that  patients  are  able 
to  function  well  with  a hemoglobin  level  of  7 to 
8 gm  per  100  ml  (personal  communication,  T.  F. 
Ferris).  Renal  transplant  teams  are  aware  of  the 
dangers  of  hepatitis  and  sensitization  to  foreign 
antigens,  which  may  endanger  the  survival  of  the 
homograft,  and  thus  they  are  reluctant  to  trans- 
fuse patients  without  compelling  reasons. 

.Additionally,  major  surgery  involving  Jeho- 
vah’s Witnesses  has  shown  that  low  hemoglobin 
levels  can  be  tolerated  remarkably  well.'^  These 
hemodilution  technics  have  been  extended  to  other 
patients,  including  those  having  cardiac  by-pass 
procedures.^  The  hemodilution  appears  to  protect 
the  blood  from  pump  damage  to  a degree  and  it 
improves  the  perfusion  of  the  microcirculation. 

W'ith  h\-poxia  from  whatever  cause,  a product 
of  anaerobic  glycolysis,  2,3-diphosphoglycerate  (2,- 
3-DPG),  is  formed  and  binds  to  the  hemoglobin 
molecule,  increasing  the  oxygen  release  to  the  tis- 
sues.® The  body  has  other  mechanisms  of  com- 
pensating for  anemia  (Table  1).  The  effectiveness 


of  these  is  evident  in  that  moderate  anemia  has 
few  associated  symptoms.^  Many  blood  transfusions 
are  used  now  to  treat  hypovolemia  and  shock, 
which  are  more  appropriately  treated  with  plasma 
expanders  and  balanced  salt  solutions.  “Red  stuff” 
just  carries  oxygen;  it  does  not  plug  up  leaky  cap- 
illaries or  aid  in  coagulation  to  stop  bleeding. 

Components  and  Derivatives 

Many  of  the  constituents  of  blood  are  more 
valuable  as  therapeutic  agents  when  separated 
from  the  rest  of  the  unit.  The  main  advantage  of 
separation  is  that  the  needed  component  can  be 
given  in  much  greater  quantity  since  the  suspend- 
ing volume  is  reduced.  Also,  one  unit  of  blood  can 
be  used  by  several  patients,  instead  of  one,  as  in 
the  case  of  whole  blood  (Fig.  1) . 

Plasma  that  has  not  been  fractioned  probably 
never  should  be  administered  except  for  its  coagu- 
lation factors.  Stored  plasma  has  too  many  injuri- 
ous metabolic  products  and  has  lost  many  of  its 
valuable  components  as  well  as  factors  V and  VIII. 

Red  Cells.  The  potassium  and  ammonia  in  a 
unit  of  whole  blood  are  especially  detrimental  to 
patients  with  liver  or  kidney  disease.  Also,  the 
plasma  proteins  can  sensitize  any  patient,^-^  not 


Table  1.  Compensatory  Mechanisms  in  Anemia 

Increased  2,3-diphosphoglycerate  (decreased  O2  affinity) 
Increased  plasma  volume 
Increased  cardiac  output  with  exercise 
Decreased  hemoglobin  COj  buffering  with  decreased  Oj 
unloading 
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just  those  awaiting  organ  transplant.  The  volume 
of  plasma  in  whole  blood  can  cause  the  cardiac 
patient  to  decompensate  and  develop  pulmonary 
edema.  All  these  things  can  be  avoided  by  making 
a product  called  packed  red  cells,  or  more  recently 
called,  simply  “red  blood  cells.”  By  using  a plastic 
bag  with  one  or  more  integral  satellite  bags  (Fig. 
2 ) , enough  plasma  and  citrate  can  be  removed  to 
leave  an  approximate  70  percent  suspension  of 
red  blood  cells.  The  shelf  life  remains  at  21  days, 
with  the  same  in  vivo  viability  as  whole  blood. 

Who  should  receive  red  blood  cells  (packed) 
instead  of  whole  blood?  Anyone  who  is  not  bleed- 
ing rapidly.^’^  This  would  include  more  than  half  of 
the  patients  who  receive  blood;  some  experts  esti- 
mate 80  percent. 

The  best  red  cell  preparation  is  frozen, 
thawed,  washed  red  cells.  Glycerol  is  added  to 
the  fresh  red  cells  and  the  mixture  is  frozen  at 
low  temperature.  The  red  cells  can  remain  frozen 
for  longer  than  ten  years.®^^  After  thawing,  the  red 
cells  are  washed  and  resuspended  in  dextrose-saline 
solution.  The  washing  procedure  removes  all  plas- 
ma constituents,  almost  all  of  the  white  cells,  and 
apparently  the  hepatitis  virus. The  red  cells  have 
the  same  oxygen-carrydng  capacity  as  before  freez- 
ing, and  have  the  same  posttransfusion  sur- 
vival.®>*hi2  disadvantages  of  this  procedure  are 
the  cost  of  equipment  and  labor  — about  three 
to  four  times  that  of  a unit  of  whole  blood  — and 


the  24-hour  outdate  after  thawing.  However,  the 
advantages  probably  outweigh  the  disadvantages: 
a hepatitis  and  leukocyte-poor  red  cell  preparation 
for  patients  awaiting  organ  transplant;  those  hav- 
ing leukocyte  antibodies;  those  having  multiple 
antibodies  (thus  requiring  rare  blood)  ; or  for 
autologous  transfusions. 

Leukocyte-Poor  Cells.  With  centrifugation, 
leukocytes  form  the  buffy  layer  between  the  red 
cells  and  plasma.  By  separating  the  plasma  and 
buffy  coat  from  the  red  cells,  the  red  cells  are 
made  “leukocyte-poor”  and  the  plasma  is  made 
“leukocyte-rich.”  Leukocyte-poor  red  cells  also  can 
be  made  by  several  other  methods,  including  fil- 
tration and  washing.2-^  Leukocyte-poor  red  cells 
are  useful  for  those  patients  who  have  developed 
leukocyte  antibodies,  often  as  the  result  of  many 
transfusions  or  multiple  pregnancies. 

Much  work  has  been  done  in  recent  years  on 
leukocyte  as  well  as  lymphocyte  antibodies.  The 
HL-A  system  of  tissue  typing  has  shown  that 
lymphocytes  and  other  body  tissues  share  certain 
antigens  which  allow'  our  bodies  to  differentiate 
between  self  and  foreign  tissue.  The  HL-A  system 
is  a very  complicated  one,  and  only  one  person 
in  1,000  matches  another.*^  For  this  reason,  whole 
blood  transfusion  (which  includes  lymphocytes) 
from  random  donors  has  a high  risk  of  sensitizing 
a patient  to  one  or  more  foreign  HL-A  antigens, 
thus  causing  an  accelerated  rejection  of  homo- 
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Whole  Blood  to  Plate lef  Cryoprecipitate  Factor  YUL 

Packed  Red  Cel  Is  Concentrate  Poor  Plasma 


Fig.  2.  Quadruple  blood  collection  set.  Primary  bag  is  on  left  and  is  integrally 
attached  to  three  satellite  bags.  Labels  indicate  possible  blood  products  (see 
Fig.  1). 
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graft  tissue,  such  as  a kidney.  I’liis  antigen-antibody 
reaction  is  called  a “graft  rejection.” 

Platelets.  Platelets  can  be  gi\en  in  four  ways: 
fresh  whole  blood,  fresh  packed  red  cells,  platelet 
rich  plasma,  and  platelet  concentrates.  Platelet- 
rich  plasma  and  platelet  concentrates  are  effecti\e 
even  when  stored  for  24  to  72  hours;  whereas, 
platelets  retain  their  viability  in  whole  blood  or 
red  cells  less  than  24  hours. Of  course,  if  your 
patient  needs  only  platelets,  platelet  concentrate  is 
the  component  of  choice. 

Platelet  transfusion  is  indicated  when  the 
platelet  count  drops  below  20,000  per  cu  mm 
(some  sources  say  10,000  per  cu  mm),^  or  when 
platelet  dysfunction  is  suspected  and  the  patient 
is  bleeding.  These  usually  are  patients  undergoing 
immunosuppressive  therapy,  chemotherapy  for 
neoplasia,  or  those  receiving  massive,  rapid  blood 
replacement. 

Each  unit  of  platelet  concentrate  will  raise 
the  adult  patient’s  platelet  count  5,000  to  10,000 
per  cu  mm.  The  average  platelet  transfusion  would 
thus  be  8 to  10  units.  The  patient  should  be  mon- 
itored by  platelet  counts  after  transfusion  to  check 
response.  Generally,  platelet  transfusions  can  be 
spaced  about  two  to  four  days  apart,  except  in 
patients  who  have  received  several  months  of 
platelet  therapy  and  have  dev'eloped  antibodies. 

Fresh  Frozen  Plasma  (FFP).  If  the  plasma  is 
separated  from  the  red  cells  within  four  hours 
of  collection,  the  plasma  can  be  frozen  and  all  the 
clotting  factors  (except  platelets)  preserved. ^ Fresh 
frozen  plasma  (FFP)  is  indicated  in  multiple  clot- 
ting deficiencies  such  as  those  associated  with  liver 
disease  and  massive  transfusions.  The  volume  of 
FFP,  225  ml  per  unit,  limits  the  amount  that  may 
be  transfused. 

Cryoprecipitate  (Factor  VIII  and  Fibrino- 
gen). Frozen  plasma,  when  slowly  thawed  at  refrig- 
erator temperature,  forms  a precipitate,  which  con- 
tains about  55  percent  of  the  original  amount  of 
factor  \TII,  and  about  25  percent  of  the  fibrino- 
gen.2  The  precipitate  must  then  be  refrozen  at 
— 30  C in  order  to  preserv'e  its  potency.  With  a 
volume  of  less  than  10  ml,  many  units  of  cryo- 
jjrecipitate  can  be  administered  to  a patient  with 
classical  hemophilia.  Cryoprecipitate  is  of  no  value 
in  other  forms  of  hemophilia  such  as  Christmas 
disease. 

Plasma  Protein  Fraction  (PPF)  (Plasma- 
nate,®  Protenate,®  and  others).  This  is  a 5 per- 
cent solution  of  purified  plasma  protein,  principal- 
ly serum  albumin,  which  has  been  heat  treated 
to  kill  the  hepatitis  virus  (Table  2).  It  is  packaged 
in  250  ml  vials.  This  product  is  the  first  choice  in 
burns  and  as  a volume  expander  during  shock  or 
surgery.^ 

Serum  Albumin.  This  is  available  in  25  per- 
cent salt-poor  solution  in  50-  or  100-ml  vials.  The 


Table  2.  Plasma  Derivatives  (Produced  from 
Pooled  Plasma) 


* Serum  albumin 

■*  Plasma  protein  fraction 

* Immune  serum  globulin 
Fibrinogen 

Factors  II,  VII,  IX,  and  X complex  concentrate 
AHF  (factor  \’II1 ) concentrate 

* No  hepatitis  transmission 

solution  is  heat  treated  which  inactivates  the  hepa- 
titis virus  (Table  2).  Albumin  is  useful  in  treating 
patients  with  hypoproteinemia  associated  with  fluid 
retention  and  high  body  sodium.  Albumin  should 
be  used  cautiously  because  of  its  hyperosmolality 
and  ability  to  draw  water  into  the  circulation,^  and 
should  not  be  given  alone  to  patients  with  dehy- 
dration. 

Immune  Serum  Globulin  (ISG).  This  prep- 
aration is  mostly  gamma  globulin  (IgC),  but  also 
contains  traces  of  IgM,  IgA,  albumin  and  other 
proteins.  This  product  has  never  been  reported  to 
transmit  hepatitis.^  ISG  is  used  in  prophylactic 
treatment  of  a-,  hypo-,  and  dys-gammaglobulin- 
emia.  It  also  can  be  used  in  modification  of  in- 
fectious hepatitis,  poliomyelitis,  and  possibly  herpes 
simplex.  The  following  hyperimmune  serum  globu- 
lins also  are  available  (see  Table  3 for  source  of 
supply)  : pertussis,  tetanus,  vaccinia,  mumps, 

measles  (rubeola) , and  anti-Rh(D)  (RhoGAM®). 
Research  is  now  being  conducted  on  herpes  zoster, 
rabies,  and  serum  hepatitis  immune  globulins.  Im- 
mune globulins  should  be  used  only  when  indi- 
cated, since  the  injection  of  any  protein  carries 
some  risk. 

Fibrinogen.  This  is  a dried,  purified  product 
which  must  be  reconstituted  just  before  adminis- 
tration. One  vial  contains  at  least  two  grams.^  Fi- 
brinogen has  a very  high  rate  (30  to  40  percent)  of 
hepatitis  transmission,  as  it  is  made  from  pooled 
plasma  and  cannot  be  pasteurized.  For  this  reason, 
cryoprecipitate  is  usually  preferred.  Personnel 
handling  fibrinogen  should  be  cautioned  that  the 
vial  may  contain  infectious  material. 

Fibrinogen  can  be  used  in  the  treatment  of 
congential  hypo-  or  a-fibrinogenemia  (very  rare 
conditions) . Although  fibrinogen  also  has  been  used 
for  acquired  hypofibrinogenemia,  as  in  obstetrical 
cases,  it  appears  heparin  is  the  preferred  therapy.^^ 
Acquired  hypofibrinogenemia  is  almost  always  due 
to  intravascular  coagulation  using  up  plasma  fib- 
rinogen (“consumption  coagulopathy”).  Adding 
fibrinogen  by  transfusion  just  propagates  the  clots, 
and  embolism  can  complicate  the  patient’s  state. 
Heparin,  by  helping  dissolve  the  clots  and  revers- 
ing clot  propagation,  thus  becomes  the  drug  of 
choice.’ 

AHF  Concentrate  (Factor  VIII).  Lyophilized 
(dried)  concentrates  can  be  manufactured  from 
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fresh  frozen  plasma.  Tlie  liigh  potency  product 
contains  more  than  600  units  of  antihemophilic 
globulin  (AHF)  or  the  ecjuivalent  of  five  to  six 
cryoprecipitates.2  AIIF  concentrate  has  simplified 
the  home  treatment  programs  of  many  hemophili- 
acs, since  it  is  easy  to  store.  Like  fibrinogen,  AHF 
concentrate  has  a high  rate  of  hepatitis,  for  the 
same  reasons.  It  should  be  used  only  for  classical 
hemophilia. 

Factors  II,  VII,  IX,  X Concentrate  (Ko- 
nyne®).  This  is  another  dry  product  which  must 
be  reconstituted.  Hemophilia  B (factor  IX  defici- 
ency) can  be  treated  effectively  with  this  product.’® 
This  concentrate,  like  all  those  made  from  pooled 
jdasma  and  not  heat  treated,  has  a high  rate  of 
hepatitis.  For  this  reason,  fresh  frozen  plasma  is 
preferred  in  diseases  other  than  clinical  hemophilia, 
if  volume  is  not  a problem. 

A Word  About  Hepatitis.  All  Red  Cross  Blood 
Centers  and  most  other  blood  centers  are  now  test- 
ing for  hepatitis  B antigen  (HA.\).  Blood  that  is 
positive  for  HB  Ag  is  not  used  for  transfusion  in  any 
form.  However,  the  tests  presently  in  use  are  in- 
adequate and  miss  some  hepatitis  carriers.  In  sys- 
tems using  entirely  volunteer  donors,  only  a few 
donors  are  missed.  This  is  a reasonable  risk  when 
transfusing  single  units  of  whole  blood  or  com- 
ponents. However,  the  risk  becomes  very  great 
when  plasma  is  pooled  and  processed  into  products 
which  cannot  be  pasteurized,  such  as  fibrinogen, 
AHF  concentrate,  and  prothrombin  complex  con- 


centrate. The  risk  of  the  latter  two  was  not  fully 
realized  until  after  considerable  clinical  trial.  Many 
hemophiliacs  did  not  develop  hepatitis,  probably 
because  of  acquired  immunity  from  previous  ex- 
posure to  hepatitis-infected  plasma.  Unpasteurized 
products,  which  have  a high  rate  of  infectivity, 
pose  unaccepted  risks  for  patients  in  liver  failure, 
undergoing  heart  surgery,  or  suffering  from 
trauma.  It  is  better  to  use  “single  donor”  products, 
such  as  fresh  frozen  plasma  and  cryoprecipitate. 

The  cost  of  these  products  varies  greatly  from 
area  to  area  with  the  percentage  of  paid  vs  volun- 
teer personnel  as  well  as  donors.  As  a rule,  com- 
mercial products  are  much  higher  in  cost  than 
those  produced  by  the  Red  Cross  and  Community 
Blood  Banks. 

If  you  would  like  more  detailed  information, 
the  publications.  General  Principles  of  Blood  T rans- 
fusion^  and  Blood  Component  Therapy^  are  par- 
ticularly recommended.  Both  are  quite  inexpensive. 
And  if  you  have  a particular  problem  with  which 
you  would  like  some  help,  see  your  local,  friendly 
Blood  Banker! 

.\cknowlede;nient:  My  appreciation  to  Dr.  Robert  West- 
phal.  University  of  Vermont,  and  Dr.  Tibor  J. 
Greenwalt,  American  National  Red  Cross,  who 
kindly  reviewed  this  manuscript. 

Generic  and  Trade  Names  of  Drugs 

Plasma  protein  fraction  — Plasmanate  (Cutter  Lab- 
oratories) ; Protenate  (Hyland  Laboratories) 
Factors  II,  VII,  IX,  and  X — Konyne  (Cutter  Lab- 


Table  3.  Sources  of  Supply  for  Blood  Products 


Product 

Source  of  Supply 

Storage 

Temperature 

Outdate 

Whole  blood 

American  Red  Cross  (ARC), 
Community  Blood  Banks  (CBB) 

4C 

2 1 days 

Packed  red  cells 

ARC,  CBB 

4C 

2 1 days 

Leukocyte-poor  red  cells 

ARC,  CBB 

4C 

2 1 days 

Frozen,  washed  red  cells 

ARC*  CBBt 

4C 

24  hours 

Platelet  rich  plasma 

ARC,  CBB 

4C  to  -25  C 

24-72  hours 

Platelet  concentrate 

ARC,  CBB 

4C  to  -25  C 

24-72  hours 

Fresh  frozen  plasma 

ARC,  CBB 

-30C 

1 yearj 

Cryoprecipitate 

ARC,  CBB 

-30C 

1 yearj 

Serum  albumin 

.•\RC,  commercial  firms 

4C 

3 years 

Plasma  protein  fraction 

.\RC,  commercial  firms 

4C 

5 years 

Fibrinogen 

Commercial  firms 

4C 

5 years 

Prothombin  complex  concentrate 

Commercial  firms 

4C 

1 year 

AHF  concentrate 

.^RC,  commercial  firms 

4C 

1 year 

Immune  serum  globulin 

.^RC,  commercial  firms 

4C 

3 years 

Hyperimmune  globulins:  pertussis, 
tetanus,  mumps,  measles,  RhoGam® 

Commercial  firms  only 

4C 

3 years 

Hyperimmune  globulins:  vaccinia, 
rabies,  herpes  zoster 

Communicable  Disease  Center  only§  4 C 

unknown 

Columbus  and  Cleveland  only 
t Cincinnati  only 
I six  months  — 20  C 
§ Red  Cross  can  give  information 
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oratories) 

Rho(D)  immune  globulin  — RboGAM  (Ortho  Di- 
agnostics) 
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E.N.T.  Case  of 

Andrew  VV.  Miglets, 


the  Month 

Jr.,  M.D.* 


This  65-year-old  white  man  enters  your  office 
w'ondering  if  anything  can  be  done  regarding  his 
gradually  enlarging  nose  (Fig.  1).  This  problem 
began  30  years  ago  when  he  first  noted  red  blem- 
ishes and  pustules  occurring  on  his  nose. 

What  is  the  diagnosis  and  method  of  treat- 
ment? 

(See  p.  523  of  this  issue  for  further  informa- 
tion and  discussion.) 


*Dr.  Miglets,  Columbus,  is  Assistant  Professor  of 
Otolaryngology,  The  Ohio  State  University  Col- 
lege of  Medicine. 
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Fig.  1.  This  man  has  noted  a gradual  enlargement 
of  his  nasal  tip. 
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The  Role  of  Microsurgery  in  Treatment  of 
Occlusive  Cerebrovascular  Disease 
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UNTIL  ABOUT  A DECADE  AGO,  it  was  not 
possible  to  repair  small  vessels  and  keep  them 
constantly  patent.  Gross  suture  technics,  adhesives, 
and  various  prostheses  were  used  without  much 
success.’  In  1960,  Jacobson  and  Suarez^  pioneered 
the  technic  of  microsuture  and  produced  a patency 
rate  of  100  percent.  This  was  a breakthrough  in 
the  surgery  of  small  vessels.  Similar  results  of  re- 
pair and  replacement  of  1-  to  2-mm  arteries  were 
reported  by  Khodadad  and  Lougheed^  at  the 
American  Academy  of  Neurological  Surgery  in 
1964.  Following  the  dev'elopment  of  basic  prin- 
ciples of  microvascular  repair,  some  surgeons'*'® 
began  to  use  this  method  in  embolectomies  and 
endarterectomies  of  cerebral  arteries  and,  at  the 
same  time,  search  was  continued  for  the  develop- 
ment of  new  surgical  approaches  to  occlusive  cere- 
brovascular disease. 

Although  a majority  of  stroke  patients  with 
transient  ischemic  attacks  (TIAs)  or  small  strokes 
suffer  from  the  atherosclerotic  occlusive  disease, 
the  site  of  their  lesions  varies  significantly.  The 
purpose  of  this  paper  is  to  categorize  these  patients 
from  the  surgical  point  of  view  and  to  discuss  the 
role  of  microsurgery  in  their  treatment. 

1.  Occlusive  disease  of  the  common  carotid 
and  vertebral  arteries  at  their  origin.  Only  a small 
proportion  of  the  patients  fall  in  this  category.  Sur- 
gical treatment  for  this  group  of  patients  consists  of 
endarterectomy  or  by-pass  procedures  in  the  in- 
nominate or  subclavian  arteries  through  a trans- 
thoracic approach  or  endarterectomy  in  the  verte- 
bral arteries  by  a transcervical  route. 

2.  Unilateral  or  bilateral  cervical  internal 
carotid  artery  stenosis.  Most  of  the  patients  with 
TIAs  or  small  strokes  fall  in  this  group  and  are 
treated  by  carotid  endarterectomy.  In  bilateral 
carotid  stenosis,  however,  it  is  important  to  know 
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which  artery  should  be  operated  upon  first.  The 
factors  that  should  be  seriously  considered  in  this 
selection  are:  the  type  of  circle  of  Willis,  the 
severity  of  stenosis,  and  the  relationship  of  the 
lesion  to  the  dominant  hemisphere.  The  first  oper- 
ation is  usually  done  on  the  artery  which  con- 
tributes less  blood  to  the  brain,  and  if  both  arteries 
have  similar  anatomic  distribution  and  the  same 
degree  of  stenosis,  the  artery  on  the  nondominant 
hemisphere  is  operated  upon  first. 

3.  Unilateral  cervical  internal  carotid  artery 
stenosis  and  contralateral  carotid  artery  occlusions. 
This  is  the  second  largest  group  of  patients  with 
TIAs  and  small  strokes.  Endarterectomy  of  the 
stenotic  carotid  in  this  group  of  patients  is  some- 
times complicated  by  stroke,  and  for  this  reason, 
surgery  is  not  recommended  in  these  patients  in 
some  institutions.*®  The  risk  is  related  to  the 
anatomy  of  circle  of  Willis,  the  degree  of  intra- 
cranial vascular  disease,  and  whether  or  not  asso- 
ciated disease  of  the  vertebrobasilar  system  is 
present. 

When  there  is  bilateral  hypoplasia  of  the 
posterior  communicating  arteries  (the  incidence 
is  6 percent),**  temporary  occlusion  of  the  stenotic 
carotid  practically  stops  the  blood  flow  to  the 
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anterior  two  thirds  of  both  liemisjdieres  (Fig.  lA). 
If  the  posterior  cerebral  artery  on  the  side  of  tlie 
stenotic  carotid  arises  from  the  internal  carotid 
(15  percent')'*  as  shown  in  Figure  IB,  temporary 
occlusion  of  this  \ essel  would  result  in  even  greater 
jeojjardy  to  the  cerebral  circulation.  The  presence 
of  ipsilateral  or  bilateral  middle  or  anterior  cere- 
bral artery  disease  (Fig.  1C)  may  also  contribute 
to  the  neurologic  complication.  Another  possible 
cause  of  complication  is  severe  disease  of  the  verte- 
brobasilar system  (Fig.  ID).  Under  these  circum- 
stances, especially  when  signs  of  cerebral  ischemia 
are  noted  in  the  electroencephalogram  following 
the  temporary  comjjression  of  the  stenotic  carotid 
artery,  a different  surgical  approach  may  be  cho- 
sen. This  consists  of  a by-pass  \ein  graft  from  the 
common  carotid  to  the  supraclinoid  carotid  artery 
on  the  side  of  completely  occluded  carotid,'2’'3  ^s 
shown  in  Figure  IE.  When  the  cerebral  circulation 
is  strengthened  by  such  procedure,  endarterectomy 
on  the  stenotic  carotid  may  be  performed  more 
safely. 

4.  Unilateral  or  bilateral  cavernous  carotid 
disease.  It  is  not  uncommon  to  see  patients  with 
TIAs  or  mild  strokes  who  suffer  from  severe 
stenosis  of  the  cavernous  portion  of  the  carotid 
artery.  Sometimes  such  stenosis  is  associated  with 
complete  occlusion  of  the  contralateral  internal 
carotid  with  or  without  occlusive  disease  of  the 
vertebrobasilar  system.  Since  the  cavernous  carotid 
is  not  accessible,  a by-pass  vein  graft  from  the 
common  carotid  to  the  supraclinoid  carotid  or  an 
anastomosis  between  the  superficial  temporal  ar- 


tery aiul  a temporal  l)ranch  of  the  middle  cerebral 
artery  may  be  of  value. 

.■\s  in  other  surgical  procedures  for  stroke,  the 
management  is  based  on  two  objectives:  the  relief 
of  existing  symptoms  and  prevention  of  future  dis- 
ability or  death  from  stroke.  In  general,  the  same 
surgical  indications  and  contraindications  that  are 
used  in  occlusive  disease  of  the  cervical  internal 
carotid  are  applied  to  the  cavernous  carotid.  I low- 
ex  er,  since  we  are  dealing  with  more  distal  arteries, 
particular  attention  should  be  paid  to  the  anatomy 
of  circle  of  Willis,  multiplicity  of  occlusive  arterial 
disease,  newly  formed  collateral  channels,  and  the 
dominant  cerebral  hemisphere. 

When  unilateral  cavernous  carotid  stenosis  is 
j)iesent  and  the  supraclinoid  carotid  artery  appears 
normal,  the  procedure  of  choice  is  cervical  internal 
carotid-supraclinoid  carotid  by-pass  graft  followed 
by  ligation  of  the  internal  carotid  artery  in  the 
neck  distal  to  the  graft  (Fig.  2A).  If  the  supra- 
clinoid carotid  or  the  middle  cerebral  artery  is 
inx'olved  with  atherosclerosis,  anastomosis  of  the 
superficial  temjioral  artery  to  the  anterior  tem- 
poral branch  of  the  middle  cerebral  artery  fol- 
lowed by  long-term  anticoagulant  therapy  is  a 
safer  procedure  (Fig.  2B). 

In  bilateral  cavernous  carotid  stenosis,  a by- 
pass graft  may  be  established  on  the  side  which 
contributes  less  blood  to  the  cerebral  circulation. 
If  the  patient  has  suffered  from  TIAs  due  to  plate- 
let embolization  and  the  operated  side  is  responsi- 
ble for  the  attacks,  the  internal  carotid  is  ligated 
on  that  side.  If  the  operation  is  done  on  the 


Anterior  Cerebral  A. 

Middle  Cerebral  A. 

Posterior  Communicating  A. 

Posterior  Cerebral  A. 
Internal  Carotid  A. 

Basilar  A . 


Vertebral  A. 


Fig.  1A.  Complete  occlusion  of  one  carotid  and  stenosis  of  other  carotid  artery 
with  bilateral  hypoplasia  of  posterior  communicating  artery. 
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Fig.  IB.  With  large  posterior  communicating  artery 
ipsilateral  to  stenotic  carotid. 


Fig.  1C.  With  occlusive  disease  of  ipsilateral  middle 
and  anterior  cerebral  arteries. 


Fig.  id.  With  significant  occlusive  disease  of  the  Fig.  IE.  A common  carotid-supraclinoid  carotid  by- 

vertebrobasilar  system.  pass  graft. 


asymptomatic  side,  anticoagulant  therapy  is  initi- 
ated to  prevent  further  embolization. 

When  unilateral  cavernous  carotid  stenosis  is 
associated  with  complete  occlusion  of  the  contra- 
lateral internal  carotid,  a by-pass  graft  on  the  side 
of  the  completely  occluded  carotid  with  or  with- 
out anticoagulant  therapy  may  be  indicated  (Fig. 
2C). 

5.  Occlusive  disease  of  the  proximal  intra- 
cranial arteries.  The  cause  of  occlusion  in  the 


majority  of  patients  is  atherosclerosis.  Occasionally 
a large  embolus  blocks  a major  intracranial  ar- 
tery,^*'* and  in  rare  occasions,  the  stenosis  or  occlu- 
sion is  due  to  intimal  hyperplasia  or  fibromuscular 
hypertrophy. Embolectomy  in  an  alert  patient 
with  an  embolus  of  only  a few  hours  duration 
seems  to  be  warranted.  The  arterial  wall  in  these 
cases  is  usually  free  of  atherosclerosis  and  surgical 
repair  is  relatively  easy  under  magnification.  When 
the  cause  of  occlusion  is  atherosclerosis  or  a non- 
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specific  vascular  disease,  the  results  of  arterial  re- 
pair may  not  be  encouraging  because  of  the  pri- 
mary arterial  disease  in  a small  caliber  \'essel.  In 
such  circumstances,  a superficial  tempoi'al-anterior 
temjK)ral  artery  anastomosis  or  an  occipital- 
anterior  tem])oral  artery  communication  seems  to 
be  the  procedure  of  choice. 

6.  Occlusive  disease  of  the  distal  intracranial 
arteries.  .\t  the  jmesent  time,  there  is  no  surgical 


Fig.  2A.  Unilateral  or  bilateral  cavernous  carotid 
disease  with  internal  carotid-supraclinoid  carotid 
by-pass  graft  shown. 


Fig.  2B.  Atherosclerotic  disease  of  supraclinoid 
carotid  and  middle  cerebral  artery  showing  super- 
ficial temporal-anterior  temporal  anastomosis. 


procedure  that  could  be  considered  in  this  group 
of  patients.  Preliminary  results  of  the  experimental 
im])lantation  of  the  superficial  temporal  artery  into 
the  brain*^  have  shown  that  communications  be- 
tween the  implanted  artery  and  the  brain  arteries 
may  develop  within  months  or  possibly  earlier. 
W hether  or  not  such  a procedure  can  be  used 
e\entuall\'  in  patients  with  small  cerebral  artery 
disease  dejiends  on  the  results  of  further  laboratory 
studies  in  this  field. 

Discussion 

It  should  be  pointed  out  that  although  the 
technics  of  extracranial-intracranial  by-pass  grafts 
and  anastomoses  are  developed,  there  is  very  little 
known  about  the  selection  of  the  patients  and  the 
results  of  these  operations.  At  the  present  time, 
microvascular  procedures  for  stroke  are  at  the 
stage  that  cervical  carotid  endarterectomy  was 
about  15  years  ago.  They  may  readily  fall  into 
a similar  developmental  path  as  that  of  the  cervical 
carotid  arter\'  surgery,  and  within  10  to  15  years, 
they  may  be  considered  well  settled  and  almost 
routine  surgical  procedures  in  the  management 
of  a selected  group  of  stroke  patients.  Until  then, 
however,  extreme  caution  must  be  exercised  in 
selecting  patients  and  the  surgical  approach. 

Summary 

From  the  surgical  point  of  view,  patients  with 
transient  ischemic  attacks  or  small  strokes  are 
divided  into  six  groups  on  the  basis  of  anatomical 


Fig.  2C.  With  complete  occlusion  of  contralateral 
internal  carotid  artery  showing  common  carotid- 
supraclinoid  carotid  by-pass  graft. 
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features  of  the  occlusi\e  processes.  The  role  of 
microsurgery  in  treatment  of  these  patients  is  dis- 
cussed. Careful  selection  of  the  patients  and  the 
surgical  approach  are  emphasized. 
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T EFT  ATRIAL  MYXOMAS  may  present  with  signs  of  mitral  valve  obstruc- 
tion,  embolic  phenomena,  or  systemic  disease.  The  diagnosis  is  suspected 
on  clinical  grounds  and  confirmed  by  angiocardiography.  However,  the  tumor 
may  be  unexpectedly  discot  ered  on  surgical  exploration. 

Systemic  manifestations  include  fever,  weight  loss,  anemia,  increased 
sedimentation  rate,  and  elevated  serum  globulins  with  a left  atrial  m)’xoma. 
These  findings  are  completely  reversible  after  removal  of  the  tumor.  Hemody- 
namic manifestations  mimic  mitral  \ alve  disease  although  the  history  may  be 
of  short  duration.  Symptoms  may  change  dramatically  over  brief  periods  but 
may  be  present  for  periods  of  more  than  12  years.  Once  congestive  failure 
occurs,  it  tends  to  be  progressive  and  does  not  respond  satisfactorily  to  medical 
treatment.  \'ariation  in  murmurs  or  symptoms  with  position  or  time  is  almost 
diagnostic.  When  postural  syncope  occurs  with  other  symptoms  of  mitral 
obstruction,  a tumor  should  be  suspected,  for  this  symptom  is  rare  in  mitral 
stenosis. 

Once  the  diagnosis  is  established,  operation,  using  cardiopulmonary  by- 
pass, should  be  done  promptly.  A coexisting  valvular  lesion  should  be  looked 
for.  Complete  cure  may  be  expected,  especially  if  the  involved  atrial  septum 
is  excised  and  repaired  by  patch  replacemnt.  — Thomas  P.  Comer,  M.D.; 
Neil  R.  Arbegast,  M.D.;  and  William  R.  Schmalhorst,  M.D.,  Bakersfield: 
California  Medicine,  118:18-20,  April  1973. 
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Syphilitic  Interstitial  Nephritis 


C.  Lawui.nce  Decker,  M.D.;  Edwin  J.  Smith,  M.D.;  and  On  Ja  Kim,  AI.D. 


TWITH  THE  INSTITUTION  of  pencillin 
^ therapy,  the  incidence  of  syphilis  and  its 
comj)lications  had  markedly  decreased.  However, 
the  present  resurgence  of  syphilis  justifies  a re- 
newed interest  in  all  phases  of  the  disease.  Syphilis 
as  a cause  of  renal  disease  and  more  specifically 
the  nephrotic  syndrome  has  been  recognized  since 
the  19th  century.  1 It  is  now  commonly  included  in 
the  etiologic  differential  diagnosis  of  the  nephrotic 
syndrome.  Diffuse  interstitial  nephritis,  first  de- 
scribed by  Dr.  Arnold  Rich,^  is  a less  common 
renal  manifestation  than  the  glomerular  lesion.  A 
case  is  reported  here  of  diffuse  interstitial  nephritis. 

Case  Report 

.\  47-year-old  Negro  man  was  admitted  to 
the  Cincinnati  General  Hospital  on  January  17, 
1969.  The  patient  gave  a 20-year  history  of  hyper- 
tension and  a five-year  history  of  an  enlarged  heart. 
His  admission  complaints  were  shortness  of  breath, 
paroxysmal  nocturnal  dyspnea,  ankle  edema,  weak- 
ness, fatigue,  and  a cough  productive  of  yellow 
sputum.  He  admitted  to  an  unknown  type  of 
\ enereal  disease  as  a teenager,  which  was  treated 
with  numerous  injections  of  an  unknown  drug 
prior  to  the  penicillin  era. 

Physical  examination  on  admission  revealed  a 
somewhat  lethargic  male  with  blood  pressure  190/ 
140  mm  Pig  and  pulse  rate  88  beats  per  minute. 
.Arteriolar  narrowing  ^vas  detected  on  ophthalmo- 
scopic examination.  There  were  bilateral  basilar 
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rales.  No  heart  murmur,  rub,  or  gallop  was  heard. 
The  extremities  were  without  edema. 

Pertinent  laboratory  data  included  hematocrit 
reading  29  percent;  hemoglobin  9.6  gm  per  100 
ml;  white  blood  cell  count  (WTC)  8,400  per  cu 
mm  with  76  percent  neutrophils,  16  percent  lymph- 
ocytes, and  8 percent  monocytes.  The  blood  urea 
nitrogen  (BUN)  was  260  and  serum  creatinine 
19.2  mg  per  100  ml.  The  carbon  dioxide  content 
was  14  percent;  chloride  100  mEq/liter;  sodium 
140  mEq/liter,  and  potassium  5.1  mEq/liter.  The 
serum  sugar  was  130  mg  per  100  ml.  The  urine 
was  clear,  pH  5,  and  contained  3+  protein  with 
no  sugar  or  acetone.  The  sediment  contained  no 
white  blood  cells,  an  occasional  red  blood  cell,  and 
an  occasional  granular  cast.  A sickle  cell  prepara- 
tion was  negative.  Electrocardiogram  showed  left 
ventricular  hypertrophy.  Calcium  was  noted  in  the 
ascending  aorta  on  the  chest  x-ray  film.  Soft  tissue 
x-rays  revealed  no  heavy  metal  deposition.  The  24- 
hour  urinary  protein  was  1.8  gm  per  100  ml,  and 
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the  creatinine  clearance  2 cc  per  inin.  The  \'DRL 
test  for  syphilis  was  weakly  reacti\e.  Results  of  re- 
j)eat  \’1)RL  test  and  of  the  Kahn  test  were  nega- 
tive. 

The  patient  developed  a pericardial  friction 
rub,  and  jjeritoneal  dialysis  was  instituted.  He  was 
subsequently  placed  in  the  chronic  hemodialysis 
program  in  preparation  for  transplantation.  On 
March  18,  1969,  he  was  readmitted  and  an  elective 
bilateral  nephrectomy  was  performed  on  March  19. 
Coincidentally,  a suitably  matched  cadaver  kidney 
became  available  eight  hours  later.  The  patient 
was  returned  to  the  operating  room  and  a cadaver- 
kidney  transplantation  was  performed  prior  to 
microscopic  examination  of  the  patient’s  kidneys. 

On  pathologic  examination,  the  left  kidney 
weighed  115  gm  and  the  right  80  gm.  Both  kidneys 
were  contracted  and  exhibited  a similar  appear- 
ance. The  external  surface  was  pale  gray  and 
finely  granular  with  scattered  1-mm  retention 
cysts.  On  section,  the  cortex  was  narrowed,  mea- 
suring 4 mm  in  width;  corticomedullary  demarca- 
tion was  undisturbed.  The  medulla  was  slightly 
atrophic,  and  peripelvic  fat  appeared  normal  in 
amount.  Thickening  of  the  walls  of  the  small 
arteries  was  manifest  but  focal  lesions  were  in- 
apparent  grossly.  On  microscopic  examination,  a 
severe  degree  of  arteriolo-  and  arterionej^hroscler- 
osis  was  seen,  characterized  by  thick-walled  hyalin- 
ized  afferent  arterioles  and  interlobular  and  arcu- 
ate arteries,  in  all  of  which  the  lumens  were 
markedly  narrowed.  In  consequence,  there  was 
widespread  ischemic  atrophy  of  all  nephron  struc- 
tures. In  addition,  howe\’er,  there  was  evidence  of 
severe,  paratubular,  interstitial,  nodular  aggrega- 
tion of  lymphocytes  with  a curious  intratubular 
herniation.  There  were  distributed  throughout  the 
cortex  in  the  main  affecting  convoluted  tubular 
segments  (Fig.  1).  The  epithelial  component  ex- 
hibited atrophy  and  degeneration  accompanied  by 
intratubular  collections  of  cholesterol  and  foam 
cells  (Fig.  2). 

The  patient  tolerated  surgery  with  no  diffi- 
culty and  the  transplanted  kidney  has  subsequently 
functioned  well.  Result  of  post-transplant  VDRL 
test  was  weakly  reactive,  the  Kahn  test  was  nega- 
tive, however,  the  fluorescent  treponema  antibody 
test  was  positive. 

Discussion 

Chronic  interstitial  nephritis  is  a nonspecific 
term  used  to  describe  an  increased  number  of  inter- 
stitial inflammatory  cells,  fibrosis,  and  tubular 
atrophy  with  only  secondary  glomerular  changes. 
Yet  unresolved  is  its  relation  to  past  infection  in 
the  absence  of  a history  of  acute  pyelonephritis 
and  negative  urine  cultures.  More  recently  specific 
etiologies  have  been  demonstrated,  especially  drug- 
induced  varieties  including  analgesic  abuse.  Chron- 


Fig.  1.  Renal  cortex  contains  focal  paratubular  inter- 
stitial nodular  aggregates  of  lymphocytes,  which  herniate 
into  lumens  of  convoluted  tubules. 


ic  interstitial  nephritis  can  now'  be  subdivided  into 
chronic  pyelonephritis,  drug  induced,  gout,  calcium 
or  lead  poisoning,  potassium  depletion,  irradiation, 
and  others.^ 

Another  unusual  \ariety  was  first  described 
by  .Arnold  Rich^  in  1932.  lie  attributed  19  cases 
of  diffuse  interstitial  nephritis,  having  a typical 
histologic  pattern,  to  syphilis.  .All  of  Rich’s  19 
cases  were  in  the  tertiary  stage  — nine  had  had 
treatment,  and  13  of  the  19  had  associated  aortitis. 
4'hree  of  the  cases  had  negati\e  screening  serol- 
ogies. Rich  described  as  characteristic,  microscopic 
renal  findings  of  spherical  nodules  of  lymphocytes 
herniating  into  the  tubular  lumen,  w'ith  some  of 
the  tubules  containing  cholesterol  crystals. 

The  case  jjresented  here  had  these  character- 
istic microscopic  findings.  Syphilis  had  not  been 
considered  because  of  the  negative  VDRL  and 
Kahn  tests.  .After  the  pathologist’s  examination  of 
the  kidneys,  a fluorescent  treponema  antibody- 
absorjjtion  test  (Fl’.A-.ABS)  w'as  performed  and 
found  to  be  positive.  Careful  re-evaluation  of  the 
patient’s  chest  x-ray  films  revealed  calcification 
limited  to  the  ascending  aorta,  quite  characteristic 
of  luetic  aortitis."^  Thus  the  case  reported  herein 


Fig.  2.  Nodular  lymphoid  aggregates  are  accompanied  by 
tuliular  epithelial  degeneration  and  intratubular  choles- 
terol collections  of  detritus  and  cholesterol. 
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had  other  than  renal  evidence  of  tertiar)'  lues  as 
did  70  percent  of  Rich’s  cases. 

Syphilis  rarely  invok  es  the  kidneys.  Less  than 
1 percent  of  all  patients  with  syphilis  have  pro- 
teinuria.^ There  has  been  reported  recently,  how- 
ever, an  increased  number  of  cases  of  syphilis 
causing  the  nephrotic  syndrome.®’*^  Immunofluor- 
escent  antibody  studies  of  this  patient’s  kidney 
were  negatke  using  fluorescent  anti-treponema 
antibody  and  fluorescent  anti-gamma  globulin. 
Direct  fluorescent  treponema  antibody  stains  were 
also  negati\  e,  thereby  failing  to  re\  eal  the  presence 
of  organisms  or  to  detect  anti-treponema  and  anti- 
bodies. It  should  be  emphasized  that  in  our  case 
and  in  three  of  Rich’s  cases,  despite  negative 
screening  serology  tests,  there  was  good  evidence 
of  luetic  renal  disease. 

Summar)' 

case  of  syphilitic  interstitial  nephritis  is 
reported.  The  characteristic  findings  are  nodules 
of  lymphocytes  herniating  into  the  tubular  lumen 
and  many  tubules  containing  cholesterol  crystals. 
With  the  increasing  prevalence  of  syphilis,  this 
entity  should  be  considered  as  a cause  of  renal 
disease  even  in  the  face  of  negative  serologic 
screening  tests. 
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Syphilis  in  newborn.  — in  six  cases  of  congenital  syphilis  in  new- 
born at  Los  Angeles  County-USC  Medical  Center  over  a seven-month 
period,  the  clinical  findings  fell  into  two  categories  related  to  the  time  of  onset 
of  symptoms.  Infants  ill  in  the  nursery  presented  evidence  of  transplacental 
infection;  infants  who  became  ill  later  showed  the  “classic”  findings  of  rash, 
rhinorrhea,  and  pseudoparal)-sis. 

No  single  clinical  symptom  was  present  in  all  cases  but  all  symptomatic 
infants  had  radiographic  evidence  of  bone  disease.  Respiratory  distress  was 
present  at  the  onset  of  symptoms  in  three  of  four  infants  with  neonatal  disease, 
and  all  three  had  evidence  of  interstitial  pneumonia  in  chest  radiographs. 

Serologic  testing  may  be  difficult  to  evaluate  in  the  newborn  period,  but 
more  recent  and  specific  tests  are  helpful  in  diagnosis.  Penicillin  remains  the 
drug  of  choice.  The  only  death  occurred  at  five  hours  of  life  in  a premature 
infant.  Growth  and  development  in  surviving  infants  appeared  normal. 
— Annabel  Teberg,  M.D.,  and  Joan  E.  Hodgman,  M.D.,  Los  Angeles:  Cali- 
fornia Medicine,  118:5-10,  April  1973. 
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Metastasizing  Basal  Cell  Carcinoma 

Case  Report 

James  W.  Funkhouser,  M.D.,  and  Issara  Na  Avuthia,  M.D. 


'^HE  COMMON  BASAL  CELL  carcinoma  of 
the  skin  is  generally  considered  indolent  ex- 
cept in  strategic  locations  where  direct  penetration 
can  lead  to  morbidity  and,  on  rare  occasion,  death. 
In  general,  this  lesion  is  not  considered  one  that 
has  a metastasizing  potential.  That  metastases  do 
occur  is  well  documented  and  this  case  report  will 
illustrate  this  condition. 


Case  Report 

This  77-year-old  white  female  was  admitted  in  Sep- 
tember 1971,  with  a pathologic  fracture  of  the  femur. 
This  occurred  while  she  was  being  assisted  to  the  bath- 
room by  her  daughter.  Roentgenogram  of  the  right  thigh 
showed  a subtrochanteric  fracture  with  radiolucent  frag- 
ments suggestive  of  a pathologic  fracture  (Fig.  1).  The 
surgical  biopsy  specimen  showed  a typical  pattern  of  basal 
cell  carcinoma  in  the  metastatic  site  (Fig.  2).  This  was 
treated  by  intramedullary  nailing  and  external  irradiation 
of  3,000  rads.  The  presence  of  a left  cheek  deformity  was 
noted  also.  The  chest  x-ray  film  was  normal. 

Past  history  revealed  that  the  patient  was  seen  in 
1950  for  a lesion  of  the  left  nasolabial  area,  which  was 
treated  by  irradiation.  In  1963,  she  was  first  seen  locally 
by  a dermatologist,  who  treated  a large  recurrent  basal 
cell  carcinoma  of  the  left  cheek  by  electrosurgery  and 
curettage.  In  1966,  the  patient  was  seen  by  a hometown 
physician  in  Kentucky  and  a recurrent  lesion  of  the  left 
cheek  was  re-excised.  In  1968,  a recurrent  lesion  of  the 
left  cheek  was  re-excised  by  a local  plastic  surgeon.  The 
pathologist’s  diagnosis  at  this  time  was  recurrent  basal 
cell  carcinoma.  In  1969,  a radical  excision  of  a recurrent 
basal  cell  carcinoma  was  accomplished  by  the  same  sur- 
geon. The  tissue  showed  recurrent  basal  cell  carcinoma. 
At  this  time,  x-ray  films  of  the  face  showed  no  bony 
involvement. 

The  patient  died  of  her  disease  at  home  six  months 
after  our  treatment.  Autopsy  was  not  performed. 

Comment 

Strict  criteria  for  acceptance  of  a case  of 
metastasizing  basal  cell  carcinoma  have  been  es- 
tablished by  Lattes  and  Kessler^  in  1951  and 
Cotran^  in  1961.  The  criteria  for  acceptability  are: 

( 1 ) The  primary  tumor  must  arise  from  skin  and 
not  from  mucous  membrane.  (2)  Metastases  must 
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be  in  lymph  nodes  or  viscera.  — Involvement  of 
either  structure  by  direct  extension  is  not  accept- 
able. (3j  The  histopathologic  finding  in  both  the 
primary  tumor  and  the  metastases  must  show  the 
classical  form  of  basal  cell  carcinoma.  The  cells 
must  resemble  the  basal  cells  of  the  skin  or  of  the 
hair  matri.x  and  must  be  uniform  and  arranged  in 
islands  of  anastomosing  cords  showing  a distinct 
peripheral  palisading.  Intercellular  bridges  should 
not  be  seen  and  there  must  be  no  signs  of  epider- 
moid differentiation.  Central  keratinization  is  per- 


Fig.  1.  Roentgenogram  showing  pathologic  fracture 
of  right  femur. 
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missible.  Other  \ariations  of  the  basal  cell  carci- 
noma pattern  (eg,  adenoid  cystic  pattern)  are  ac- 
ceptable. It  is  desirable  to  have  verification  of  the 
primary  and  metastatic  tumor  by  more  than  one 
pathologist.  Our  material  was  kindly  rex  iewed  by 
Frank  \V.  Foote,  M.D.,  Memorial  Hospital,  New 
York,  who  agreed  with  the  authors’  interpretation. 

Cotran,2  after  reviewing  approximately  9,050 
cases  of  cutaneous  basal  cell  carcinoma,  found  nine 
cases  with  metastasis  for  an  incidence  of  0.1  per- 
cent. This  reported  incidence  may  be  high,  as  the 
cases  are  selective  in  that  they  were  from  a large 
cancer  hospital. 

The  acceptable  reported  cases  rexiewed  by 
Hirshoxvitz  and  Alahler^  in  1968  totaled  66  dating 
from  1894  to  1968.  A later  review  by  Wermuth 
and  Fajardo'*  in  1970  brought  the  number  of  re- 
ports to  76,  including  their  case  report.  Since  then, 
six  additional  cases,^'®  have  appeared  in  the  litera- 
ture, and  with  this  case  report,  the  number  of 
reports  xvill  be  83. 

The  majority  of  the  primary  sites  reported 
have  been  located  in  the  head  and  neck  areas 
(85  percent).*^  The  usual  clinical  setting  is  one 
of  long  duration  of  the  primary  with  many  at- 
tempts at  eradication  including  surgery  and/or 
irradiation.  The  primary  lesions  are  generally  large. 


Fig.  2.  Section  of  biopsy  specimen  showing  meta- 
static basal  cell  carcinoma  to  right  femur. 
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ulcerated  with  raised  borders.  In  most  cases,  the 
primary  is  obx  ious,  solitary,  and  present  at  the  time 
the  metastases  are  recognized. 

The  commonest  location  of  the  metastases  has 
been  to  regional  lymph  nodes,  followed  by  lung 
and  pleura,  then  bone.  The  current  case  of  bone 
metastasis  brings  the  total  number  to  18,  or  22.9 
percent.  The  latent  period  between  appearance  of 
the  primary  skin  lesion  and  the  presence  of  metas- 
tasis ranges  from  7 to  43  )'ears^  with  an  average 
time  of  1 1 years. There  is  a male  predominance, 
and  with  but  one  exception,  all  hav'e  occurred  in 
whites.^^ 

The  histology  has  been  reported  as  showing 
no  difference  from  the  usual  classical  pattern  of 
basal  cell  carcinoma  except  the  report  of  Thomas,*^ 
where  Helwig  discusses  the  metatypical  form  of 
basal  cell  carcinoma.  It  is  this  form  that  Helwig 
believes  more  likely  to  metastasize.  The  metatypi- 
cal form  shoxvs  larger  polygonal  cells  with  more 
eosinophilic  cytoplasm  and  a tendency  to  lack 
peripheral  palisading. 

The  prognosis  once  metastases  hax’e  occurred 
is  poor.  The  average  surx  ival  time  after  recognition 
of  metastases  is  ten  months.'®  Myelophthisic  ane- 
mia associated  with  bone  marrow  involvement  has 
been  reported.'^ 

Summary 

We  hax'e  reported  the  case  of  a 77-year-oId 
woman  xvith  a 21 -year  history  of  basal  cell  carci- 
noma of  the  left  nasolabial  fold,  terminating  with 
metastasis  to  the  right  femur  and  pathologic  frac- 
ture. 

Basal  cell  carcinomas  that  metastasize  are 
characteristically  large,  hax’e  been  present  for  many 
years,  and  have  been  refractory  to  nearly  all  forms 
of  treatment,  as  xvas  true  in  our  case.  Although  a 
rare  complication  of  this  type  of  cancer,  it  must  be 
borne  in  mind  in  such  a clinical  setting. 
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Discussion  of  E.N.T. 


Case  of  the  Month 


(continued  from  p.  506) 


This  man  has  a condition  called  rhinophyma, 
which  is  due  to  hypertrophy  and  hyperplasia  of 
the  sebaceous  glands  located  in  the  skin  of  the 
nose,  giving  it  an  enlarged  lobulated  appearance. 
Rhinophyma  usually  occurs  in  adult  males  and 
may  be  preceded  by  long-standing  acne  rosacea  or 
“rum  blossom”  nose  characterized  by  multiple 
acneform  lesions  surrounded  by  telangiectasia. 

Rhinophyma  is  treated  surgically  by  excising 
the  redundant  tissue  (Fig.  2).  Some  authors  advo- 
cate resurfacing  the  nose  with  a split-thickness 
skin  graft.  However,  this  often  results  in  poor 
cosmetic  appearance,  since  split-thickness  skin  will 


Fig.  2.  Excess  tissue  is  trimmed. 


have  a different  color  and  texture  from  the  sur- 
rounding nose,  and  even  in  the  best  cases  remains 
as  an  obvious  graft. 

A more  acceptable  method  is  simply  to  allow 
re-epithelialization  of  the  nose  to  occur.  Spon- 
taneous healing  in  rhinophyma  occurs  quite  rapid- 
ly, since  following  the  excision  of  the  redundant 
tissue,  multiple  small  islets  of  epithelium  remain 
within  the  connective  tissue  and  are  available  as 
sources  of  regeneration.  This  patient’s  nose  was 
allowed  to  heal  spontaneously  by  epithelial  re- 
generation (Fig.  3). 


Fig.  3.  Raw  surface  was  allowed  to  re-epithialize  spon- 
taneously. 
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PRESENTING 


Members  of  the  OSMA  Council  Elected 
at  the  1973  Annual  Meeting 


T THE  1973  ANNUAL  MEETING  of  the 
Ohio  State  Medical  Association,  the  House  of 
Delegates  installed  into  office  the  Incoming  Presi- 
dent, named  a President-Elect,  a new  Secretary- 
Treasurer  and  one  new  Councilor,  and  reelected 
four  Councilors.  Following  are  brief  biographical 
sketches  of  the  President-Elect,  the  Incoming  Presi- 
dent, Secretary-Treasurer,  the  new  Councilor,  to- 
gether with  additional  information  on  other  mem- 
bers of  The  Council. 

Dr.  James  L.  Henry,  of  Grove  City,  was 
named  President-Elect  of  the  Association  and  will 
be  installed  as  President  at  the  1974  Annual  Meet- 
ing in  Cleveland.  He  is  a general  practitioner  in 
Grove  City,  is  on  the  staff  of  Mt.  Carmel  Hospital, 
Columbus,  and  served  for  more  than  12  years  as 
chairman  of  the  Mt.  Carmel  Department  of  Gen- 
eral Practice. 


James  L.  Henry,  M.D. 


His  activities  in  medical  organization  work 
have  been  numerous.  As  a member  of  the  Acad- 
emy of  Medicine  of  Columbus  and  Franklin 
County,  he  has  served  that  organization  as  Secre- 
tary-Treasurer (1954-1958),  as  President-Elect 
(1958)  and  as  President  (1959).  He  has  also 
served  on  a number  of  committees  of  the  Academy. 
He  was  chairman  of  the  Utilization  and  Review 
Committee,  the  Medical  Services  Committee,  and 
the  Family  Practice  Committee,  and  was  a member 


of  the  Professional  Relations  Committee  and  the 
Academy  representative  to  the  Press  Code  Com- 
mittee. 

Dr.  Henry  was  elected  Treasurer  of  the  Ohio 
State  Medical  Association  in  1967,  an  office  which 
has  since  been  changed  to  Secretary-Treasurer,  and 
he  was  reelected  in  1970. 

After  careful  planning  and  analysis.  The 
Council  in  1971  established  the  Medical  Advances 
Institute  (MAI),  and  Dr.  Henry  was  elected  its 
first  President.  This  is  the  Ohio  organization  that 
is  responsible  for  development  of  Professional  Stan- 
dards Review  Organizations  (PSRO)  in  Ohio.  Dr. 
Henry  has  traveled  extensively,  speaking  in  behalf 
of  this  concept,  and  has  appeared  before  hearings 
in  Washington  on  its  behalf.  He  has  also  written  a 
number  of  articles  for  publication  on  peer  review 
and  utilization  review. 

The  new  President-Elect  is  a native  of  Spo- 
kane, Washington,  but  lived  much  of  his  early  life 
in  Grove  City  where  he  graduated  from  high 
school.  He  received  his  Bachelor  of  Arts  degree 
from  Ohio  State  University  and  his  medical  degree 
from  the  OSU  College  of  Medicine  in  1944.  After 
an  internship  at  the  former  St.  Francis  Hospital, 
Columbus,  he  entered  military  service,  and  attained 
the  rank  of  Captain  before  his  release  from  active 
duty  in  1947.  Among  assignments  during  the  war, 
he  was  chief  of  the  Outpatient  Service  at  Camp 
Kilmer,  New  Jersey. 

Since  serving  on  The  Council,  he  has  served 
on  the  OSMA  Peer  Review  Committee,  Building 
Committee,  and  several  other  committees  of  the 
.Association. 

He  is  a member  of  the  American  Medical 
Association,  the  American  Academy  of  Family 
Physicians  and  the  Ohio  Academy  of  Family  Phy- 
sicians. 

Dr.  Henry  is  married  to  the  former  Virginia 
Hysell,  and  the  couple  has  two  children,  a son 
James,  and  a daughter  Diane. 

Incoming  President 

Dr.  Oscar  W.  Clarke  was  installed  as  Presi- 
dent of  the  Association  at  the  final  session  of  the 
House  of  Delegates  and  assumed  office  at  that 
time.  He  was  named  President-Elect  at  the  1972 
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Annual  Meeting  in  Cincinnati  after  servang  on  The 
Council  since  1966  as  Councilor  of  the  Ninth 
District. 

Dr.  Clarke  is  a practicing  physician  in  Galli- 
polis,  specializing  in  internal  medicine  and  is  a 
diplomate  of  the  American  Board  of  Internal 
Medicine.  He  is  chief  of  internal  medicine  on  the 
Holzer  Medical  Center  Hospital  staff,  is  vice- 
president  of  the  staff,  and  a member  of  the  Hos- 
pital’s Board  of  Trustees. 


Oscar  W.  Clarke,  M.D. 


Since  becoming  a member  of  the  Council,  he 
has  served  as  chairman  of  the  OSMA  Auditing 
and  Appropriations  Committee,  the  OSMA  Liaison 
Committee  with  the  Ohio  State  Bar  Association, 
the  OSMA  Scientific  Exhibit  Evaluation  Commit- 
tee, and  the  OSMA  Advisory  Committee  to  the 
Woman’s  Auxiliary. 

Other  statewide  responsibilities  include  those 
as  trustee  of  the  Medical  Advances  Institute,  as 
member  of  the  OSMA  Hospital  Relations  Com- 
mittee, OSMA  Workmen’s  Compensation  Commit- 
tee, OSMA  Membership  and  Planning  Committee, 
OSMA  Joint  Coordinating  Health  Planning  Com- 
mittee, and  OSMA  representative  to  the  Profes- 
sional Relations  Committee  with  the  Ohio  Hospital 
Association.  He  was  named  by  the  House  of  Dele- 
gates as  Alternate  Delegate  to  the  American  Medi- 
cal Association,  effective  in  1970,  and  was  elected 
Delegate  beginning  in  1972. 

He  is  a past  president  of  the  Gallia  County 
Medical  Society,  a former  trustee  of  the  Central 
Ohio  Heart  Association,  a past  president  of  the 
Gallia  County  Heart  Branch,  and  a former  vice- 
president  and  former  trustee  of  the  Ohio  Society 
of  Internal  Medicine.  Dr.  Clarke  is  a Fellow  of 
the  American  College  of  Physicians,  and  a Fellow 
of  the  Royal  Society  of  Medicine.  He  is  a member 
of  the  American  Heart  Association,  the  American 
Federation  for  Clinical  Research  and  the  American 
Association  for  the  Advancement  of  Science. 


In  civic  and  community  affairs  he  has  been 
equally  activ'e.  Among  positions  of  honor,  he  has 
been  president  of  the  Gallipolis  City  Board  of 
Health,  president  of  the  local  Rotary  Club,  presi- 
dent of  the  Tri-County  Community  Concert  As- 
sociation, and  vice-president  of  the  Tri-State  Re- 
gional Council  for  Boy  Scouts.  He  has  been  a 
director  of  the  Community  Improvement  Corpora- 
tion, a member  of  the  local  City  Planning  Com- 
mission, a member  of  several  historical  societies, 
art  groups,  and  nature  and  outdoor  organizations. 

A native  Virginian,  he  attended  Randolph 
Macon  College,  and  received  his  medical  degree 
from  the  Medical  College  of  "Virginia  in  1944. 
After  an  internship  at  Boston  City  Hospital  and 
some  residency  training,  he  entered  military  service 
in  the  U.  S.  Air  Force  and  was  assigned  as  chief 
of  medicine  at  a station  hospital  in  Germany.  Dr. 
Clarke  is  affiliated  with  several  fraternal  organiza- 
tions and  is  an  Uder  in  the  First  United  Presby- 
terian Church  of  Gallipolis.  He  is  married  to  the 
former  Susan  Frances  King,  and  has  three  daugh- 
ters and  a grand.son. 

Secretary-Treasurer 

The  House  of  Delegates  elected  Dr.  William 
M.  W’ells  as  Secretary-Treasurer  for  a three-year 
term  to  succeed  Dr.  Plem*)’  in  that  office.  Dr.  Wells 
is  a general  practitioner  in  Newark  and  has  served 
six  years  on  The  Gouncil  as  Councilor  of  the 
Eighth  District. 


William  M.  Wells,  M.D. 


Dr.  Wells  is  a native  of  Columbus,  took  his 
undergraduate  work  at  Ohio  State  University  and 
received  his  medical  degree  from  the  OSU  College 
of  Medicine  in  1942.  He  continued  his  work  at 
Lmiversity  Hospital  in  Columbus  for  his  internship 
before  entering  military  service. 

.'Vs  a Medical  Officer  in  the  Army  during 
World  War  II  he  was  on  active  duty  for  three 
years  and  attained  the  rank  of  major. 

After  the  war  he  took  a year’s  residency  train- 


July,  1973  / 525 


ing  in  snrgerv  and  opened  his  practice  in  Newark 
in  1949. 

1 le  is  on  the  senior  staff  of  the  Licking  County 
Memorial  Hospital  and  former  chief  of  staff.  Also 
he  formerly  sened  for  six  years  on  the  liospital’s 
Hoard  of  'J'rustees,  and  recently  was  again  elected 
to  the  Board. 

I le  has  worked  in  numerous  capacities  for  the 
Licking  County  Medical  Society  and  is  a Past 
President  of  that  organization.  Lie  formerly  served 
as  a member  of  the  Board  of  Directors  of  the 
Executixe  Committee  of  the  Citizens  Council  for 
I fealth  and  Welfare  in  his  area. 

Dr.  Wells  was  first  appointed  to  The  Council 
in  September  1967  to  fill  part  of  an  unexpired 
term  and  was  subsequently  reelected  to  that  office 
by  the  House  of  Delegates.  Since  being  on  The 
Council,  he  has  served  on  several  committees, 
among  them  the  Committee  on  Care  of  the  Aged, 
Committee  on  Government  Medical  Care,  the 
Committee  on  Industrial  Medicine,  the  Committee 
on  Membership  and  Planning,  as  chairman,  and 
the  Advisory  Committee  to  the  Ohio  State  Society 
of  Medical  Assistants  of  which  he  is  chairman. 

He  is  a member  of  the  Board  of  Directors  of 
Ohio  Medical  Indemnity,  and  a member  of  the 
OMI  Executive  Committee. 

Dr.  and  Mrs.  \Vells  have  three  sons  and  a 
daughter. 

Eighth  District  Councilor 

The  House  of  Delegates  elected  Dr.  Richard 
E.  Hartle,  of  Lancaster,  as  Councilor  of  the  Eighth 
District  to  succeed  Dr.  Wells  in  that  office. 

Dr.  Hartle  has  been  in  private  general  practice 
in  Lancaster  since  1964,  currently  in  partnership 
with  Dr.  James  E.  Key.  He  is  a Diplomate  of  the 
.American  Board  of  Family  Practice. 

.A  natixe  Ohioan,  Dr.  Plartle  took  his  under- 
graduate work  at  Ohio  State  University  and  re- 
ceixed  his  AI.D.  degree  from  the  OSU  College  of 
Medicine  in  1958.  Pie  then  went  into  military 
serx  ice,  took  his  intern  training  at  the  Brooke  Army 
Hospital  in  San  Antonio,  Texas,  and  went  over- 
seas where  he  served  as  a Prex’entix'e  Medicine 
Officer  for  an  Infantry  Division  in  Germany.  Upon 
returning  to  civilian  life,  he  took  residency  training 
in  family  practice  at  the  Rix  erside  Methodist  PIos- 
])ital,  Columbus,  before  going  into  practice. 

An  active  participant  in  the  Fairfield  County 
Medical  Society,  he  was  elected  vice-president  of 
that  organization  for  1968  and  xvas  again  elected 
to  that  same  office  in  1973.  He  was  also  elected 
an  alternate  delegate  to  the  OSMA  House  of  Dele- 
gates and  serx’ed  as  delegate  in  1969.  Later  he  xvas 
elected  as  a delegate  and  serx’ed  from  1971  to  the 
current  year.  He  is  a member  of  the  American 
Academy  of  Family  Physicians,  the  Ohio  Academy 


ol  Family  Physicians,  and  the  P'airfield  County 
•Academy  of  Family  Physicians.  He  is  a j)ast  presi- 
dent of  the  local  organization  and  is  currently 
serx  ing  as  its  secretary-treasurer. 


Richard  E.  Hartle,  M.D. 


Dr.  Hartle  is  a member  of  the  Lancaster  City 
Board  of  Health  and  has  been  its  president  pro 
tern  since  1970.  Also  he  is  a member  of  the  Fair- 
Field  County  Branch  of  the  American  Heart  Asso- 
ciation and  was  its  president  in  1966. 

Other  affiliations  include  membership  in  the 
.Association  of  American  Physicians  and  Surgeons, 
the  Lancaster  Area  Chamber  of  Commerce  Board 
of  Directors,  the  First  Presbyterian  Church  of  Lan- 
caster and  the  Masonic  Lodge.  Dr.  Hartle  is  mar- 
ried to  the  former  Myrna  M.  Knight  and  the 
couple  has  four  children. 


Other  Members  of  The  Council 

Dr.  William  R.  Schultz,  of  Wooster,  as  Im- 
mediate Past  President,  will  serve  an  additional 
year  on  The  Council. 

Reelected  Councilors  for  additional  two-year 
terms  are  Dr.  James  G.  Tye,  Dayton,  Second 
District;  Dr.  George  N.  Bates,  Toledo,  Fourth 
District;  Dr.  Maurice  F.  Lieber,  Canton,  Sixth 
District;  and  Dr.  James  C.  McLarnan,  Mt.  Ver- 
non, Tenth  District. 

Councilors  in  the  midst  of  two-year  terms  are 
Dr.  Stephen  P.  Plogg,  Cincinnati,  First  District; 
Dr.  John  C.  Smithson,  Findlay,  Third  District;  Dr. 
Robert  E.  Rinderknecht,  Doxer,  Seventh  District; 
Dr.  Thomas  W.  Morgan,  Gallipolis,  Ninth  District; 
and  Dr.  Robert  G.  Thomas,  Elyria,  Eleventh  Dis- 
trict. Dr.  David  Fishman,  Cleveland,  who  was 
serx'ing  as  Fifth  District  Councilor,  died  suddenly 
on  May  22  shortly  after  the  .Annual  Meeting. 
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THE  PRESIDENT’S  ADDRESS 


“Up  with  Medicine  — Part  Two” 

By  William  R.  Schultz,  M.D.,  President 
Ohio  State  Medical  Association 


Members  of  the  House  of  Delegates,  Distinguished 
Past  Presidents,  Distinguished  Guests,  Ladies  and 
Gentlemen : 

V\  rilEN  I WAS  INSTALLED  in  this  honor- 
^ ’ able  office  at  the  close  of  the  1972  Annual 
Meeting,  I proposed  an  “Up  with  Medicine”  cam- 
paign. In  that  inaugural  proposal,  I concluded: 

“There  is  so  much  to  be  achieved  and  so 
little  time  to  do  it.  We  can  ill  afford  to  dissipate 
our  energies  in  small  groups  of  regional  philosoph- 
ical self-interests.  To  do  so  subverts  too  much 
energy  from  our  principal  goal  . . . and,  as  always 
and  forever,  that  goal  is  . . . the  best  medical  and 
health  care  for  all  the  people.” 

In  the  past  year,  we  have  seen  a kaleidoscope 
of  changes  and  developments  in  medicine. 

We  have  seen  professional  serv’ices  review 
organizations  become  the  law  of  the  land,  as 
OSMA  predicted  and  anticipated,  and  for  which 
OSMA  prepared. 

We  have  seen  some  definite  soul-searching  by 
many  of  the  more  vocal  advocates  of  nationalized 
medicine. 

We  have  seen  serious  proposals  by  the  na- 
tional administration  to  curtail  or  to  cancel  out 
entirely  certain  health  programs  which  we  found 
to  be  wasteful,  ineffective,  unnecessary — or  all 
three. 

We  have  seen  development  of  a serious  plan 
to  “kick  the  H”  out  of  HEW  and  establish  a 
federal  U.S.  Department  of  Health  at  the  cabinet 
level — a move  medicine  has  been  advocating  for 
more  than  a century. 

We  have  seen  the  public,  the  politicians  and 
the  news  media  turning  more  and  more  to  medi- 
cine for  “the  answers.” 

In  essence,  what  we  have  seen  is  a turning 
away  from  the  nonmedical  health  care  “experts” 
and  a turning  toward  the  medical  profession  for 
guidance  and  for  leadership  in  the  health  care 
field. 


Presented  before  the  House  of  Delegates,  Ohio  State 
Medical  Association,  during  the  1973  OSMA 
Annual  Meeting  in  Columbus  May  6-9. 


As  doctors,  we  are  trained  to  look  at  the  vital 
signs  and  the  symptoms.  In  applying  this  training 
to  the  health  care  field  in  the  past  year,  I think 
the  patient  has  taken  a turn  for  the  better. 

I quickly  want  to  warn  you,  however,  that 
this  is  only  the  beginning.  It  is  not  an  avalanche, 
it  is  not  a groundswell,  it  is  not  a tidal  wave.  But 
it  is  a very  real  and  very  definite  beginning.  Our 
job,  now  is,  to  help  this  movement  to  grow  and  to 
accelerate. 

One  of  the  most  difficult  aspects  of  being 
President  of  the  Ohio  State  Medical  Association 
is  being  caught  up  in  so  many  swiftly  moving 
events  and  so  much  program  development. 

I wish  I could  sit  down  for  two  or  three  hours 
with  every  individual  in  this  House  of  Delegates — 
as  long  as  I am  wishing,  I might  as  well  make  it 
every  member  of  OSMA — and  talk  about  what  is 
happening  in  OSMA  and  what  is  happening  in 
health  care.  However,  I would  like  to  discuss  a 
few  of  the  main  issues. 

National  Health  Insurance 

First  is  the  question  of  a national  health  in- 
surance program. 

On  March  13,  the  Wall  Street  Journal  re- 
ported, “UAW  admits  the  steam  has  gone  out  of 
the  drive,  spearheaded  by  labor,  for  legislation  to 
create  a national  health  insurance  program.  United 
Auto  Workers  President  Leonard  Woodcock  notes 
that  labor-supported  “health  security”  bills  have 
fewer  backers  in  both  the  Senate  and  House  this 
year  than  in  1972.” 

I am  happy  to  say  AMA’s  Medicredit  bill  is 
more  than  holding  its  own. 

We  have  seen  the  Ohio  news  media  editorially 
thrash  the  Ohio  Department  of  Public  Welfare 
for  its  Medicaid  payment  fiasco.  Not  too  long  ago, 
the  doctors  would  have  been  blamed  for  the  Med- 
icaid mess.  Now  the  blame  is  being  placed  where 
it  belongs. 

We  have  seen  the  publication  and  serious  ac- 
ceptance of  a most  significant  book:  “The  Case 
for  American  Medicine;  A Realistic  Look  at 
Our  Health  Care  System.  This  book,  by  Harry 
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Schwartz,  distinguished  Xew  York  Times  edito- 
rialist and  columnist,  should  be  required  reading 
for  e\  ery  member  of  Congress  and  for  e\  ery  medi- 
cal student.  If  you  ha\e  not  read  it,  I urge  you, 
I beg,  I implore  \ou  to  read  it  without  delay.  This 
book  should  help  presene  the  present  system  of 
pri\ate  medical  care. 

Attitude  of  News  Media 

I’here  has  developed  in  the  past  year  a very 
definite  and  very  positive  change  of  attitude  with- 
in the  news  media.  More  editorials  are  asking: 

“Do  we  really  need  to  revolutionize  health 
care?” 

“Perhaps  the  politicians  would  do  well  to 
listen  more  to  the  doctors.” 

“Can  the  United  States  really  afford  ‘free’ 
(and  I emphasize  quotes  around  free)  health 
care  for  all?” 

“What  are  the  motives  of  the  highly  vocal 
advocates  of  a federal  health  care  system?” 

“If  the  doctors  are  doing  such  a bad  job, 
how  come  people  are  living  longer,  healthier 
lives  in  the  United  States?” 

I can  think  of  no  greater  chances  of  success 
in  preserving  what  we  must  preserve  in  our  medi- 
cal care  system  than  in  hav'ing  thinking,  intelligent 
jjersons  asking  questions  such  as  those.  More  and 
more  Americans  are  turning  and  returning  to 
medicine  for  leadership  and  for  answ’ers.  We  ab- 
solutely must  provide  that  leadership.  We  absolute- 
ly must  continue  to  give  them  the  answers. 

^Ve  can  never  be  afraid  of  questions  and 
honest  answers  if  we  are  to  survive. 

PSRO  Developments 

For  example,  a major  question  before  this 
House  of  Delegates  in  1972  was  Medical  Advances 
Institute — MAI.  Resolution  after  resolution  ques- 
tioned MAI.  That  was  good.  The  House  examined 
the  question,  weighed  and  judged  the  answ'ers, 
and  concluded  that  MAI  was  a good  and  necessar)' 
arm  of  OSMA. 

This  House,  after  considerable  discussion  at 
the  1972  meeting,  directed  the  establishment  of  a 
peer  review  organization,  whose  function  would  be 
to  set  up  an  umbrella  of  broad  general  guidelines 
to  coordinate  the  review  activity  of  component 
organizations  and  to  act  as  arbitrator  in  disputes 
arising  from  review  done  at  the  local  level. 

This  has  been  done  during  the  past  year, 
under  MAI,  through  the  enthusiastic  support  of 
nonmedical  health  care  providers  and  insurers  and 
through  the  generous  donation  of  time  and  energy 
by  some  260  members  of  OSMA,  who  gave  over 
twenty  thousand  man-hours  of  time. 


All  of  medicine  owes  a deep  debt  of  gratitude 
to  these  men  and  to  the  Past  President  of  M.\I, 
Jim  Henry,  who  worked  so  diligently  to  carry  out 
the  direction  of  this  House.  These  labors  have  re- 
sulted in  the  formation  of  a computerized  system 
for  peer  re\iew  done  by  physicians  at  the  local 
level  under  a statewide  umbrella  also  controlled 
by  physicians. 

More  advanced  in  scope  and  so  much  less 
expensive  per  unit  than  any  now  contemplated  or 
in  operation,  our  system  is  being  widely  studied  by 
many  states. 

In  order  that  we  a\oid  the  quality  assurance 
program  (QAP)  of  the  American  Hospital  Asso- 
ciation, which  is  hospital,  not  staff,  oriented,  and 
the  FLAP  of  every  other  nonphysician  controlled 
plan  of  peer  review,  PSRO  under  \IAI  must  be- 
come the  statewide  plan  and  be  permitted  to  enter 
into  contracts  with  third  parties. 

Peer  review  of  Medicare  and  Medicaid  ]>a- 
tients  by  an  acceptable  peer  review  organization  is 
now  law.  Peer  review  is  and  always  has  been  an 
established  mechanism  for  the  assurance  of  the 
quality  of  medical  care,  long  before  consumerism 
under  Nader  became  popular.  With  unified  peer 
review  under  MAI,  we  can,  at  last,  have  facts  to 
back  up  our  claims  of  quality  care — 

We  can  refute  the  emotional  charges  hurled 
at  us  by  the  social  planners  who  would  replace  a 
working  system  with  an  untried  nonsystem — 

\Ve  can  uphold,  by  the  submission  of  fact,  the 
action  of  our  fellow  physicians  and  bring  down  the 
frequency  and  cost  of  malpractice  action — 

W’  e can  reinforce  our  continuing  education 
program. 

Being  a physician  in  private  solo  practice,  I 
feel  I share  with  everyone  here  all  the  frustrations 
and  pent-up  feelings  regarding  government  intru- 
sion into  medicine.  I want  my  peer  review  done 
by  fellow  practicing  physicians,  not  by  hospital 
personnel — not  by  state  health  department  per- 
sonnel— not  by  welfare  department  personnel — or 
not  by  HEW  personnel.  I want  it  done  by  PSRO 
under  MAI  where  my  peers  truly  act,  not  in  the 
interest  of  a third  party  or  an  individual  physician, 
but  in  the  interest  of  the  quality  care  given  all 
patients.  There  is  no  way  to  go  except  together. 
Let  us  continue  to  move  together  in  the  best  inter- 
est of  good  medicine  and  our  patients. 

Fair  Fee  Concept 

Another  major  question  put  before  this  House 
through  various  resolutions  last  year  was  Ohio 
Medical  Indemnity’s  “Hold  Harmless”  contracts. 
Again,  the  House  asked,  the  House  listened  to  the 
answers,  the  House  examined  and  the  House  acted. 
The  result  was  that,  with  some  modifications  re- 
quested by  the  profession,  these  contracts  were, 
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with  House  approval,  continued  under  the  “Fair 
Fee”  concept.  A .700  batting  average  is  outstand- 
ing in  any  league. 

Medical  Political  Action 

.\nother  medical  profession  activity  was  sig- 
nificantly successful  in  Ohio  this  year.  That  is 
OMPAC  — the  Ohio  Medical  Political  Action 
Committee.  Eleven  of  the  12  OMPAC-supported 
candidates  for  the  U.S.  House  of  Repre.sentatives 
were  winners,  48  of  the  73  OMPAC-supported 
candidates  for  the  Ohio  House  of  Representatives 
were  winners,  and  12  of  the  16  OMPAC-supported 
candidates  for  the  Ohio  Senate  were  winners. 

I am  proud  to  report  that  a member  of  this 
House  of  Delegates,  Dr.  Jack  Lewis,  is  now  chair- 
man of  the  American  Medical  Political  Action 
Committee. 

Two  projects  directed  by  the  1972  House  of 
Delegates  have  been  carried  out  and  the  results 
are  in  your  delegate  handbooks  for  consideration  at 
this  1973  session. 

One  is  the  preparation  of  a prototNyje  for  a 
statewide  medical  care  foundation.  This  prototype 
was  prepared  by  the  American  Health  Systems, 
Inc.,  under  contract  with  OSMA,  and  will  be  con- 
sidered for  action  by  this  House  of  Delegates. 

Continuing  Medical  Education 

Another  project  directed  by  the  1972  House 
has  been  carried  out  and  the  results  reported  back 
for  consideration  at  this  session.  I am  referring 
to  the  survey  of  continuing  medical  education  ac- 
tivities of  OSMA  members.  Our  Commission  on 
Medical  Education  completed  this  most  detailed 
study  and  report,  and  is  to  be  highly  complemented 
for  the  excellence  of  its  work.  The  survey  report 
has  draw'n  much  attention  throughout  the  United 
States  and  Canada. 

I urge  all  delegates  to  give  full  and  careful 
consideration  to  both  reports,  and  to  act  on  them 
at  this  session. 

Aid  to  Specialty  Societies 

In  June,  1972  two  members  of  the  OSMA 
Staff  visited  the  Texas  Medical  Association  to 
examine  and  learn  about  a system  instituted  in 
Texas  whereby  the  state  association  provided  cer- 
tain membership  and  financial  services  to  Specialty 
Societies. 

In  September  of  1972  the  OSMA  Council 
approved  a system  and  working  agreement  to  be 
used  in  contracting  with  Specialty  Societies  in 
Ohio.  The  services  offered  are  on  a cost  basis  at 
no  profit  or  cost  to  OSMA. 

At  the  present  time  services  are  being  per- 
formed for  the  following  organizations : ( 1 ) Ohio 


Ear,  Nose  and  Throat  Society,  (2)  Ohio  Society 
of  Internal  Medicine,  (3)  Ohio  Neurosurgical 
Society,  (4')  Ohio  Ophthalmological  Society,  (5) 
Ohio  Society  of  Pathologists,  (6)  Ohio  Committee 
on  Trauma,  American  College  of  Surgeons.  Con- 
tact has  been  made  and  interest  exhibited  from 
the  Ohio  Society  of  Allergy  and  Immunology  and 
the  Ohio  Chapter,  American  College  of  Surgeons. 

OSMA  Headquarters  Building 

Another  positive  de\  elopment  in  the  past  year 
was  the  start  of  construction  of  an  OSMA  head- 
quarters building.  Escalating  costs  of  downtown 
office  rentals  plus  space  needs  for  expanded  and 
additional  OSMA  activities  dictated  this  move.  I 
hope  the  next  Annual  Meeting  in  Columbus  will 
feature  a tour  of  the  completed  headcjuarters 
building  being  constructed  just  a few  blocks  south 
of  Interstate  70  on  South  High  Street. 

Now,  before  we  start  jjatting  ourselves  on  the 
backs  and  bragging  about  what  a great  job  we 
have  been  doing,  there  are  some  negatives  to  be 
called  to  your  attention. 

Parable:  The  Three-Legged  Stool 

I think  we  must  become  actively  concerned  in 
Ohio  when  only  7,215  of  the  approximately  15,000 
nonfederal  physicians  in  the  state  are  dues-paying 
AMA  members.  Even  when  we  subtract  some 
2,700  interns  and  residents  from  that  15,000,  we 
still  find  a tremendous  potential  for  increasing 
membership  in  and  support  of  the  AM.\. 

I here  and  now  personally  call  on  and  appoint 
every  member  of  this  House  of  Delegates  as  a 
task  force  to  induce  our  non-AMA  colleagues  to 
demonstrate  their  allegiance  to  the  one  and  only 
national  voice  that  speaks  for  all  of  medicine.  The 
only  way  they  can  do  this  is  by  joining  the  AMA. 

We  also  must  give  serious  attention  to  Ohio 
State  Medical  Association  membership.  Our  1972 
total  membership  was  10,365.  Again,  discounting 
the  some  2,700  interns  and  residents  in  Ohio,  we 
still  have  a tremendous  membership  potential. 
Certainly,  some  of  those  2,000  non-OSMA  physi- 
cians must  include  a number  eligible  for  member- 
ship. 

This  Plouse  of  Delegates  will  consider  amend- 
ments to  the  Bylaws  which  would  open  the  door 
to  county  society  and  OSMA  membership  for 
physicians  in  accredited  training  programs.  I hope 
the  House  will  act  favorably  on  those  proposals. 

Your  OSMA  Membership  and  Planning  Com- 
mittee has  concerned  itself  with  these  membership 
problems.  The  solution,  however,  requires  more 
than  the  work  of  this  committee. 

Therefore,  I recommend  and  I urge  that 
e\  ery  County  Medical  Society  and  every  Academy 
of  Medicine  immediately  organize  a strong,  active. 
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blue-ribbon  coininittee  charged  with  tlie  responsi- 
bility of  soliciting  the  membership  of  qualified  non- 
member physicians  in  the  local  societies,  in  OSMA 
and  in  AM  A. 

Members  of  the  House,  1 cannot  emphasize 
too  strongly  the  ]raramount  importance  of  the 
fact  that  organized  medicine  is  like  a three-legged 
platform.  One  leg  is  the  most  important — that  is 
the  county  medical  society — the  anchor  leg.  How- 
e\  er,  without  both  of  the  other  two  legs — the  Ohio 
State  Medical  Association  and  the  American  Med- 
ical .\ssociation — the  platform  will  topple. 

Medicine  is  well  beyond  those  golden  years 
when  physicians  automatically  applied  for  local, 
state  and  national  membership  in  their  profes- 
sional associations.  ^\  e in  organized  medicine  must 
welcome,  we  must  in\ite,  we  must  recruit  qualified 
jrhysicians  into  this  tripartite  membership.  We 
must  be  “salesmen”  for  our  professional  organiza- 
tions and  we  must  have  confidence  in  what  we  are 
.selling. 

It  is  ironic  that  the  organizations  that  have 
so  well  represented  the  medical  profession  for 
more  than  125  years  now  find  their  voices  being 
weakened  and  their  support  eroded  at  a time 
\vhen  medicine  never  needed  a stronger,  more 
unified  voice. 

It  is  tragic  that,  in  these  times  when  medicine 
faces  so  many  challenges  to  its  very  independence, 
more  and  more  physicians  are  staying  away  or 
deserting  the  only  organization  that  can  speak  for 
the  entire  profession  locally,  state  and  nationally. 

I would  like  to  see  the  organization  of  effec- 
tive local  committees,  and  I would  like  to  see  each 
Councilor  District  report  to  the  1974  House  of 
Delegates  the  activities  of  these  committees  and 
the  results.  I herewith  recommend  such  a Coun- 
cilor District  report  to  the  House  on  an  annual 
basis. 

Challenging  a Network  Hoax 

One  of  the  best  examples  of  the  effectiveness 
of  the  triangle  of  organized  medicine  is  the  story 
of  that  NBC  travesty  of  December  19,  1972,  a 
telecast  entitled  “What  Price  Health?”  The  Cleve- 
land Academy  of  Medicine,  the  Ohio  State  Med- 
ical Association  and  the  American  Medical  Asso- 
ciation worked  closely  and  effectively  to  expose 
nationally  a hoax  in  that  telecast.  The  hoax  was 
the  case  of  a little  Cleveland  girl  who  was  repre- 
.sented  by  NBC  as  about  to  die  because  her  parents 
lacked  funds  for  heart  surgery. 

The  local,  state  and  national  organizations, 
working  together,  immediately  established  the  fact 
that  this  little  girl  had  outstanding  medical  and 
surgical  care,  that  medical  insurance  paid  for  her 
operations,  that  the  Ohio  Crippled  Children  pro- 
gram would  li£i\e  provided  funds,  as  would  Aid 


to  Dependent  Children.  Her  father,  unemployed 
at  the  time  of  the  filming  last  summer,  was  called 
back  to  work  in  September,  and  health  insurance 
paid  for  a successful  operation  performed  in 
November.  In  December,  NBC  told  the  American 
people,  using  the  Cleveland  case  as  an  example, 
“.  . . if  you  can’t  afford  to  live,  you  die.” 

Our  exposure  of  this  hoax  may  w'ell  lead  to 
federal  legislation  fixing  greater  responsibility  on 
the  broadcast  networks  for  accuracy  and  fairness. 
It  is  not  asking  too  much  to  expect  the  network 
to  operate  under  the  same  jurisdiction  and  regula- 
tions as  do  the  local  stations. 

Strength — By  Working  Together 

Another  example  of  the  strength  of  organized 
medicine’s  triad  is  the  Medicredit  bill.  Here  again, 
AM.\,  this  Association  and  its  county  societies  ha\  e 
obtained  more  Congressional  sponsors  for  Medi- 
credit than  has  any  other  state.  How?  By  working 
together. 

I don’t  want  to  belabor  the  importance  of  our 
local-state-national  structure  and  the  importance 
of  getting  the  membership  of  every  eligible  physi- 
cian, but  I must  point  out  some  numerical  facts 
of  life. 

^Ve  physicians  are  a very,  very  small  minority 
of  the  total  population.  Our  past  and  present  suc- 
cesses are  made  possible  only  by  unity.  We  can’t 
afford  the  nonjoiners  and  the  organizational  drop- 
outs. ^Vhy?  A few  years  ago,  a staffer  of  the 
OSMA  was  testifying  before  an  Ohio  General 
Assembly  Committee.  He  introduced  himself  as 
representing  OSMA,  a statewide  organization  of 
more  than  10,000  doctors  of  medicine.  The  com- 
mittee was  duly  impressed.  Our  staffer  was  fol- 
lowed by  a witness  taking  the  side  opposite  from 
our  position  on  the  proposed  legislation.  He  intro- 
duced himself  as  representing  a Cleveland  labor 
council  and  its  more  than  on  hundred  fifty  thou- 
sand members.  I can  think  of  no  better  illustration 
to  prove  that  all  doctors  of  medicine — each  and 
every  one  of  us — must  pull  together  locally,  state- 
wide and  nationally. 

There  is  a saHng  on  Congressional  Hill  that 
is  most  appropriate:  “The  banana  that  leaves  the 
bunch  gets  skinned.” 

In  preparing  this  traditional  President’s  Ad- 
dress, the  temptation  to  dwell  on  nothing  but  my 
own  personal  enjoyment  and  experiences  was  al- 
most too  much. 

Change  with  “Reason  and  Meaning” 

Permit  me,  howe\er,  to  indulge  this  tempta- 
tion just  a bit. 

First,  is  an  observation  over  many  years  of 
the  wisdom  displayed  by  this  House  in  establishing 
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])olicy  only  after  careful  study  and  debate  of  any 
resolution.  This  gives  me  great  confidence  in  the 
future  of  medicine  — change  with  reason  and 
meaning,  not  for  the  sake  of  change  alone.  Thank 
you  for  your  dedication  and  for  granting  me  the 
privilege  of  seizing  as  President  this  past  year. 

One  experience  I always  will  appreciate  is 
working  closely  with  The  Council.  These  men  are 
too  often  unappreciated  for  the  tremendous  con- 
tribution they  make.  How  many  of  you  realize 
that,  in  the  interim  between  the  1972  session  and 
this  Annual  Convention  your  Councilors  spent  18 
days  in  hard-working  weekend  meetings.  Add  to 
this  four  days  for  this  meeting  plus  the  numerous 
meetings  your  Councilor  has  with  his  District  So- 
cieties. The  result  is  that  the  OSMA  Councilor 
gwes  about  35  days  a year — one  tenth  of  his  time 
— as  a tithe  to  his  profession.  This  does  not  in- 
clude the  hours  of  reading,  committee  reports,  staff 
reports  and  background  information  necessary  for 
each  of  these  meetings.  Thank  you,  Council,  for 
your  support  in  past  years. 

Working  Together 

Another  group  that  deserves  more  recognition 
and  appreciation  is  the  Woman’s  Auxiliary.  In  the 
past  year,  for  example,  we  helped  them  set  up  a 
statewide  speakers  program  and  conducted  for 
Auxiliary  leaders  a two-day  seminar  on  public 
speaking.  Their  enthusiasm,  abilities  and  dedica- 
tion deserve  the  whole-hearted  support  of  every 
physician.  Thank  you.  Woman’s  Auxiliary,  for  your 
generous  contributions  during  this  past  year. 

Without  our  OSMA  committees  we  would  be 
unable  to  function.  The  w’ork  put  out  by  our  more 
than  25  active  committees  is  absolutely  fantastic. 
You  won’t  find  a more  involved,  more  dedicated 
group  of  physicians  anywhere.  Thank  you,  com- 


mittee members,  for  all  you  have  done  for  (5SM.\ 
this  past  year. 

My  personal  thanks,  as  well  as  conveying  the 
thanks  of  all  our  members,  to  the  finest  medical 
organization  staff  in  this  country.  Thank  you  Hart, 
Chuck,  Herb,  Jerr}’,  Bob,  Dave,  Katherine,  Gordon, 
Gail,  Carol  and  all  the  secretarial  staff.  Without 
your  devoted  effort,  it  would  be  impossible  to  carry 
out  the  work  of  this  organization  this  past  year. 
All  this,  plus  the  support  of  my  associates  in  the 
Wayne  County  Medical  Society  and  the  under- 
standing, tolerance  and  support  of  one  Helen 
Schultz,  ha\e  made  this  past  twehe  months  one 
of  the  most  rewarding,  most  eventful  and  most 
interesting  yea*rs  in  my  medical  career. 

At  the  “alpha”  of  my  term  as  president  of  this 
Association,  I proposed,  “We  are  all  in  the  same 
boat,  so  let’s  grab  an  oar  and  start  rowing  in  the 
same  direction.” 

Here  at  the  “omega”  of  my  term,  I am  so 
deeply  grateful  to  report  to  you  the  conviction 
that  more  and  more  physicians  in  our  Association 
and  others  in  the  health  field  are  “pulling  oars” 
in  the  same  direction.  This  is  not  just  wishful 
thinking.  It  is  fact. 

I concluded  my  inaugural  talk  in  1972  with 
a statement.  Based  on  my  experiences  in  the  past 
1 2 months,  I will  now  conclude  these  remarks  with 
that  identical  statement,  but  with  even  more  con- 
viction and  determination.  That  statement  was 
and  is: 

“There  is  so  much  to  be  achieved  and  so 
little  time  to  do  it.  We  can  ill  afford  to  dis- 
sipate our  energies  in  small  groups  of  regional 
or  philosophical  self-interests.  To  do  so  sub- 
verts too  much  energy'  from  our  principal 
goal  . . . and,  as  always  and  forever,  that  goal 
is  . . . the  best  medical  and  health  care  for 
all  the  people.” 
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Report  of  Resolutions  Committee  No.  1 begins  on  ])age  540 
Resolutions  Committee  No.  2,  page  542 
Resolutions  Committee  No.  3,  page  545 
Resolutions  Committee  No.  4,  page  549 


Resolution 

No. . . . Subject  and  Sponsor 


Referred  to 
Resolutions 
Committee 
No. . . . 


Resolution 

No. . . . Subject  and  Sponsor 


Referred  to 
Resolutions 
Committee 
No. . . . 


1 Members  in  Training  No.  4 

(Council  of  the  Ohio  State  Medical  Asso- 
ciation) 

2 Departments  of  Family  Medicine  (not  introduced) 
(Perry  County  Medical  Society) 

3 Ethics  of  Charging  Interest  Rates  (to  the 

(Academy  of  Medicine  of  Columbus  Council) 
and  Franklin  County) 

4 Departments  of  Family  Medicine  No.  2 

(Lorain  County  Medical  Society) 

5 Departments  of  Family  Medicine  No.  2 

(Delaware  County  Medical  Society) 

f)  Provider  Agreement  No.  3 

(Delaware  County  Medical  Society) 

7 Departments  of  Family  Medicine  No.  2 

(Williams  County  Medical  Society) 

8 Compulsory  Formal  Postgraduate  Educa- 
tion No.  4 

(Trumbull  County  Medical  Society) 

9 Departments  of  Family  Medicine  No.  2 

(Hardin  County  Medical  Society) 

1 0 To  Authorize  Contraceptive  and  Preg- 

nancy Advice  and  Treatment  for  Minors 
without  Parental  Consent  No.  2 

(Academy  of  Medicine  of  Cleveland) 

1 1 Emergency  Medical  Care  No.  3 

(Academy  of  Medicine  of  Cleveland) 

12  Departments  of  Family  Medicine  No.  2 

(Academy  of  Medicine  of  Cleveland) 

13  Abortion  as  a Medical  Procedure  No.  2 

(Academy  of  Medicine  of  Cleveland) 

14  PSRO  Sections  of  P.L.  92-603  No.  1 

(Delaware  County  Medical  Society) 

15  Departments  of  Family  Medicine  No.  2 

(Putnam  County  Medical  Association) 

16  Ohio  Department  of  Public  Welfare  Reg- 
ulations No.  3 

(Ross  County  Medical  Society) 

17  The  Ohio  Medical  Indemnity  No.  4 

(Ross  County  Medical  Society) 

18  Discrimination  Against  Physicians  No.  3 

(Ross  County  Medical  Society) 


19  Departments  of  Family  Medicine  No.  2 

(Tuscarawas  County  Medical  Society) 

20  Medicine  and  Religion  Academic  Curric- 
ulum No.  4 

(Richard  L.  Fulton,  M.D.,  Delegate, 
Academy  of  Medicine  of  Columbus  and 
Franklin  County) 

21  Departments  of  Family  Medicine  No.  2 

(Council  of  the  Lake  County  Medical 

Society) 

22  Price  Control  No.  3 

(Council  of  the  Lake  County  Medical 

Society) 

23  Private  Practice  No.  2 

(Council  of  the  Lake  County  Medical 

Society) 

24  Conflict  of  Interest  No.  4 

(Council  of  the  Lake  County  Medical 

(Society) 

25  Confidentiality  No.  3 

(Council  of  the  Lake  County  Medical 

Society) 

26  PSRO  No.  1 

(Council  of  the  Lake  County  Medical 

Society) 

27  Welfare  No.  3 

(Council  of  the  Lake  County  Medical 

Society) 

28  Condemning  Euthanasia  and  the  Abuse 

of  the  Phrase  “Death  with  Dignity”  No.  4 

(Robert  C.  Atkinson,  M.D.,  Delegate, 

Academy  of  Medicine  of  Columbus  and 
Franklin  County) 

29  MAI-PSRO  No.  1 

(Lorain  County  Medical  Society) 

30  Ethical  Status  of  Provider  Agreement  (to  the 

(Ross  County  Medical  Society)  Council) 

31  Departments  of  Family  Medicine  No.  2 

(Lima  and  Allen  County  Academy  of 
Medicine) 

32  Possible  Legal  Consequences  of  P.L.  92- 

603  No.  1 

(Huron  County  Medical  Society) 

33  Deceased  Medicare  Beneficiaries’  Bills  to 

be  Paid  in  Usual  and  Customary  Fashion  No.  3 

(Huron  County  Medical  Society) 
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Resolution 

No. . . . Subject  and  Sponsor 

Referred  to 
Resolutions 
Committee 
No.  . . . 

34 

Government  Controls 

(Huron  County  Medical  Society) 

No.  3 

35 

Medicare  Should  Honor  ‘Itemized’  Bill  of 
Deceased 

(Huron  County  Medical  Society) 

No.  3 

36 

Revenue  Sharing  and  Health  and  Medical 
Services 

(Huron  County  Medical  Society) 

No.  3 

Resolution 

No-  • • • Subject  and  Sponsor 

Referred  to 
Resolutions 
Committee 
No. . . . 

49 

Maternity  Hospital  Regulations 

(Stark  County  Medical  Society) 

No.  2 

50 

Waiver  of  OSMA  Dues  at  Age  70 
(Academy  of  Medicine  of  Toledo 
Lucas  County) 

and 

No.  2 

51 

Department  of  General  Practice 

(Clermont  County  Medical  Society) 

No.  2 

37  Out-Patient  Diagnostic  Procedures  No.  4 

(Huron  County  Medical  Society) 

38  Insurance  Companies  Inimical  to  the  Pri- 
vate Practice  of  Medicine  No.  4 

(Huron  County  Medical  Society) 

39  Confidentiality  of  Medical  Records  Pro- 
tection Thereof  No.  3 

(Huron  County  Medical  Society) 

40  Abortion  No.  2 

(N.  M.  Camardese,  M.D.,  Delegate, 

Huron  County  Medical  Society) 

41  Smoking  Areas  in  some  Ohio  Schools  No.  2 

(Madison  County  Medical  Society) 

42  Departments  of  Family  Medicine  No.  2 

(Summit  County  Medical  Society) 

43  Malpractice  “Nuisance”  Suits  No.  4 

(Summit  County  Medical  Society) 


52  Abortion 

(Michael  Anthony,  M.D.,  Delegate, 
Academy  of  Medicine  of  Columbus  and 
Franklin  County  i 

53  Constitutional  Amendment  to  Protect  the 
Right  to  Life 

(Michael  Anthony,  M.D.,  Delegate, 
Academy  of  Medicine  of  Columbus  ancl 
Franklin  County) 

54  PSRO 

(Academy  of  Medicine  of  Columbus  and 
Franklin  County) 

55  MAI 

(Jefferson  County  Medical  Society) 

56  Life  Active  Member 

(Council  of  the  Ohio  State  Medical  Asso- 

ciation) 


44  Sale  of  Cigarettes  in  Hospital  Confines 

(Summit  County  Medical  Society)  (withdrawn) 


57  Recruitment  of  Medical  Students 

(James  F.  Stewart,  M.D.,  Delegate,  But- 
ler County  Medical  Society) 


45 

PSRO 

(Summit  County  Medical  Society) 

No. 

1 

58 

Discrimination  Against  Non-Resident  Stu- 
dents 

(Council  of  the  Ohio  State  Medical  As- 
sociation) 

46 

Medicare  Reimbursement 
(Summit  County  Medical  Society) 

No. 

3 

47 

Ohio  Medical  Indemnity,  Inc. 

(Council  of  the  Lake  County  Medical 
Society) 

No. 

4 

59 

Report  of  Ad  Hoc  Committee  on  Health 
Care  Delivery  Systems 

48 

PSRO 

(Stark  County  Medical  Society) 

No. 

1 

60 

Report  of  Continuing  Medical  Education 
Activities  of  OSMA  Members,  1972 

No.  2 

No.  2 

No.  1 

No.  1 
No.  4 

No.  4 

No.  4 
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Proceedings  of  the  House  of  Delegates 
1973  Annual  Meeting 


MINUTES  OF  FIRST  SESSION 

HE  FIRST  SESSION  of  the  House  of  Dele- 
gates of  the  Ohio  State  Medical  Association 
was  convened  at  7:00  p.m.,  Sunday,  May  6,  1973, 
at  the  Sheraton-Columbus  Hotel,  Columbus,  with 
President  William  R.  Schultz,  Presiding. 

The  death  of  Dr.  Horatio  T.  Pease,  Wads- 
worth, OSMA  President,  1963-1964,  was  an- 
nounced after  which  a moment  of  silence  was 
offered. 

The  Invocation  was  offered  by  Dr.  Charles 
.\.  Sebastian,  of  Cincinnati. 

Dr.  Ben  Arnoff,  President  of  the  Academy  of 
Medicine  of  Columbus  and  Franklin  County  wel- 
comed the  delegates  and  guests  to  Columbus. 

Dr.  Raymond  T.  Holden,  Washington,  D.C., 
American  Medical  Association  Trustee,  brought 
greetings  from  the  AMA  and  discussed  ongoing 
• \MA  programs. 

Dr.  John  W.  Cashman,  Columbus,  Director 
of  the  Ohio  Department  of  Health,  addressed  the 
House  and  told  of  the  work  and  plans  of  his 
agency. 

Report  on  Delegates  Present 

Dr.  Robert  B.  Elliott,  Ada,  Chairman  of  the 
Credentials  Committee,  reported  161  delegates 
.seated  and  eligible  to  vote.  A number  of  alternate- 
delegates,  guests,  officers  of  county  medical  so- 
cieties, and  executive  secretaries  were  in  atten- 
dance. 

1972  Minutes  Approved 

File  minutes  of  the  1972  sessions  of  the  House 
of  Delegates,  as  jmblished  in  the  July,  1972,  issue 
of  The  Ohio  State  Aledical  Journal,  were  ap- 
proved by  official  action. 

Introduction  of  Guests 

Dr.  Schultz  introduced  the  following  honored 
guests : 

Mr.  William  Culbertson,  Bowling  Green, 
Chairman  of  the  Board,  Ohio  Hospital  Associa- 
tion; Mrs.  Sandra  Bennett,  Columbus,  Assistant 
Executive  Director,  Ohio  Nurses  Association;  Ru- 


dolph Janata,  Jr.,  LLB,  Columbus,  President, 
Ohio  State  Bar  Association;  Dr.  David  M.  Dre- 
nan,  Talhnadge,  President,  Ohio  Veterinary  Medi- 
cal Association;  Dr.  Harry  A.  Killian,  Willoughby, 
President,  Ohio  Academy  of  Family  Physicians; 
Mrs.  Louis  Loria,  Bristolville,  President,  Woman’s 
,\uxiliar)’  to  the  Ohio  State  Medical  Association; 
Mrs.  Karl  Ulicny,  Salem,  President-Elect,  Wom- 
an’s Auxiliary  to  the  Ohio  State  Medical  Associa- 
tion; Dr.  W.  J.  Lewis,  Dayton,  Chairman  of  the 
Board,  American  Medical  Political  Action  Com- 
mittee; Dr.  H.  William  Porterfield,  Columbus, 
Chairman  of  the  Board,  Ohio  Medical  Political 
Action  Committee;  and  Mr.  Bernard  King,  Co- 
lumbus, President,  SAMA  Chapter,  Ohio  State 
University  College  of  Medicine. 

OSMA  Past  Presidents  Introduced 

The  following  Past  Presidents  of  the  Associa- 
tion were  introduced:  Dr.  Carl  A.  Lincke,  Carroll- 
ton; Dr.  H.  M.  Clodfelter,  Columbus;  Dr.  Rich- 
ard L.  Meiling,  Columbus;  Dr.  Robert  S.  Martin, 
Zanesville;  Dr.  Frank  H.  Mayfield,  Cincinnati; 
Dr.  George  W.  Petznick,  Cleveland;  Dr.  Robert 
E.  Tschantz,  Canton;  Dr.  Henry  A.  Crawford, 
Cleveland;  Dr.  Lawrence  C.  Meredith,  Oberlin; 
Dr.  Robert  E.  Howard,  Cincinnati;  Dr.  Robert  N. 
Smith,  I'oledo;  Dr.  Richard  L.  Fulton,  Columbus, 
and  Dr.  P.  John  Robechek,  Cleveland. 

Also  introduced  were  former  members  of  the 
Council:  Dr.  Chester  H.  Allen,  Portsmouth;  Dr. 
Dwight  L.  Becker,  Lima;  Dr.  Philip  B.  Hardymon, 
Columbus;  Dr.  J.  P.  McAfee,  Portsmouth;  Dr. 
Paul  F.  Orr,  Perrysburg;  Dr.  Sanford  Press,  Steu- 
benville; Dr.  George  J.  Schroer,  Ft.  Loramie;  Dr. 
George  Newton  Speans,  fronton,  and  Dr.  Edwin 
R.  ^Vestbrook,  Warren. 

President’s  Medallion  Presented 

Dr.  Robechek  was  introduced  for  the  presen- 
tation of  the  newly  designed  President’s  Medallion 
to  Dr.  Schultz. 

Thanks  Expre.ssed 

Dr.  Schultz  expressed  the  thanks  of  the  Ohio 
State  Medical  Association  to  Dr.  Jack  E.  Tetirick, 
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Cliairman,  and  to  the  members  of  the  Committee 
on  Scientific  Work  for  their  contributions  in  plan- 
ning the  1973  meeting. 

Other  Guests  Introduced 

Dr.  John  H.  Budd,  Cleveland,  AMA  Board 
of  Trustees;  Mr.  James  S.  Imboden,  Columbus, 
Assistant  Director,  Department  of  Field  Service, 
.\MA  Division  of  Public  Affairs;  Mr.  James  E. 
Pohlman,  Columbus,  OSMA  Legal  Counsel;  Mr. 
Charles  S.  Nelson,  Columbus,  Retired  OSMA 
Executive  Secretary  and  Honorary  Member  of 
OSMA,  and  Mr.  George  H.  Saville,  Columbus, 
Retired  OSMA  Executive  Secretary  and  Honorary 
Member  of  OSMA. 

Report  of  Woman’s  Auxiliary  President 

Mrs.  L.  A.  Loria,  Bristolville,  President  of  the 
Woman’s  Auxiliary  to  the  Ohio  State  Medical 
Association,  was  escorted  to  the  podium  by  Dr. 
David  Fishman,  Cleveland,  Fifth  District  Coun- 
cilor, and  Chairman  of  the  Woman’s  Auxiliary 
Advisory  Committee.  Mrs.  Loria  reported  on 
Auxiliary  activities  during  her  administration,  with 
special  emphasis  on  the  Legislative  program.  (See 
page  566) . 

AMA-ERF  Checks  Presented 

Fhe  following  representatives  of  Ohio's  Medi- 
cal schools  received  American  Medical  Association 
Education  and  Re.search  Foundation  checks  from 
Dr.  Philip  B.  Hardymon,  Chairman  of  the  Ohio 
Committee  for  the  American  Medical  .Vssociation’s 
Education  and  Research  Foundation. 

Dr.  David  Fishman  for  Case  Western  Reserve 
University  School  of  Medicine,  Cleve- 
land. (Check  for  $8,542.22) 

Dr.  Richard  Ruppert,  Assistant  Dean,  The 
Ohio  State  University,  College  of  Medi- 
cine, Columbus.  (Check  for  $14,362.08) 

Dr.  Robert  S.  Daniels,  Interim  Dean,  Univer- 
sity of  Cincinnati  College  of  Medicine, 
Cincinnati.  (Check  for  $15,778.79) 

Dr.  Robert  G.  Page,  Dean,  Medical  College 
of  Ohio  at  Toledo,  4’oledo.  (Check  for 
$3,531.56) 

Plaques  and  Certificates  of  Appreciation 

The  following  received  plaques  in  apprecia- 
tion for  their  service  to  the  Association : Dr.  P. 
John  Robechek,  Cleveland,  and  Dr.  Dwight  L. 
Becker,  Lima,  as  retiring  members  of  the  Council. 

A certificate  of  appreciation  was  pre.sented  to 
Dr.  Robert  E.  Zipf,  Dayton,  for  his  service  as 
Chairman  of  the  Standing  Committee  on  Scien- 
tific Work. 


Dr.  Robert  E.  Howard,  Cincinnati,  Commit- 
tee on  Public  Relations,  also  received  a certificate. 

4'he  following  retiring  chairmen  of  special 
committees  were  honored:  Dr.  Drew  L.  Davies, 
Columbus,  Military  Advisory  Committee;  Dr.  FI. 
William  Porterfield,  Columbus,  Committee  on 
Government  Medical  Care  Programs,  and  Dr. 
P.  John  Robechek,  Cleveland,  Ohio  Medical  In- 
demnity Liaison  Committee. 

Presentation  of  Distinguished  Service  Citation 

Dr.  Elizabeth  Rowland  Aplin,  Columbus,  was 
named  the  recipient  of  the  Distinguished  Service 
Citation.  This  citation  is  in  recognition  of  her 
outstanding  contributions  to  Ohio  medicine  as 
1 )irector  of  Ohio  Services  for  Crippled  Children 
and  for  her  work  in  the  field  of  school  health.  Dr. 
Aplin  was  unable  to  be  present  and  in  her  absence 
had  requested  that  her  son  and  daughter-in-law, 
Charles  II  and  Patricia  accept  the  citation  from 
Dr.  Schultz.  Mr.  Aplin  addressed  the  House  in 
behalf  of  his  mother. 

Presentation  of  Special  Awards 

Dr.  Schultz  presented  to  Dr.  Howard  S. 
Madigan,  Toledo,  a special  award  for  his  signifi- 
cant contribution  to  the  medical  profession  of 
Ohio  through  his  design,  compilation  and  com- 
prehensive analysis  of  a survey  of  continuing 
education  activities  of  the  membership  of  this 
Association. 

Dr.  Phank  L.  Shively,  Jr.,  Dayton,  was  hon- 
ored by  the  House  for  his  leadership  as  the 
Cihairman  of  the  Board  of  Directors  of  Ohio 
Medical  Indemnity,  Inc.  ( 1969-1973)  and  for  his 
dedication  to  the  advancement  of  Physician/Blue 
.Shield  relations  in  Ohio.  Dr.  .Shively  addressed  the 
House. 

Awards  Presented  by  Student 

American  Medical  Association 

Russell  A.  Test,  Vice-President,  Projects  and 
Activities  of  the  Student  American  Medical  .\.sso- 
ciation  C'.hapter,  University  of  Gincinnati  College 
of  Medicine,  presented  the  following  awards  for 
assistance  in  the  Medical  Education  and  Commu- 
nity Orientation  (MECO)  summer  projects:  Dr. 
William  R.  Schultz  (accepting  for  the  OSMA), 
and  to  Mr.  Robert  I).  Clinger  for  “his  invaluable 
personal  assistance  and  time”  in  helping  MECO. 

Twenty-Five  Years’  Service  Award 

Mr.  and  Mrs.  R.  Gordon  Moore  were  es- 
corted to  the  rostrum  where  Mr.  Moore  was  hon- 
ored for  his  25  years  of  service  to  the  Association, 
as  Executive  Editor  and  Executive  Business  Man- 
ager of  The  Ohio  State  Medical  Journal.  Each 
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recei\i‘d  a watch  as  a gilt  from  the  Association 
and  Mr.  Moore  recei\cd  a plaque.  Mr.  Moore 
addressed  the  House  of  Delegates. 


Reference  Committees  Appointed 

I'he  following  House  of  Delegates  Reference 
Committees  were  appointed  by  the  President: 

Credentials  of  Delegates — Robert  B.  Elliott, 
Chairman,  Hardin  County;  Marvan  McClellan, 
Hamilton  County;  Irving  A.  Nickerson,  Licking 
County;  Richard  ^V.  Avery,  Medina  County. 

President’s  Address — Luther  High,  Chair- 

man, Holmes  County;  Richard  L.  Fulton,  Frank- 
lin County;  Harold  Schiro,  Hamilton  County; 
John  J.  Gaughan,  Cuyahoga  County. 

Tellers  and  Judges  of  Election — Earl  R.  Mc- 
Loney,  Chairman,  Huron  County;  Christopher  A. 
Colombi,  Cuyahoga  County;  John  E.  Albers, 
Hamilton  County;  John  D.  Alorley,  Summit 
County;  Philip  H.  Taylor,  Franklin  County; 
Harry  A.  Killian,  Lake  County. 

Resolutions  Committee  No.  1 — John  N. 
Meagher,  Chairman,  Franklin  County;  William 
V.  I’rowbridge,  Cuyahoga  County;  W.  J.  Lewis, 
Montgomery  County;  Thomas  E.  Fox,  Warren 
County;  Walter  A.  Daniel,  Seneca  County;  Ro- 
land Gandy,  Lucas  County;  Sanford  Press,  Jef- 
ferson County;  Walter  B.  Devine,  Muskingum 
County;  Thomas  P.  Price,  Jr.,  Gallia  County; 
William  Dorner,  Summit  County;  James  T.  Ste- 
phens, Lorain  County. 

Resolutions  Coimnittee  No,  2 — Jasper  M. 
Hedges,  Chairman,  Pickaway  County;  Peter  A. 
Overstreet,  Lucas  County;  Frank  P.  Cleveland, 
Hamilton  County;  Jerry  L.  Hammon,  Miami 
County;  Paul  E.  Lyon,  Marion  County;  Jack 
Schreiber,  Mahoning  County;  Philip  T.  Dough- 
ten,  Tuscarawas  County;  Leland  P.  Randles, 
Athens  County;  Henry  A.  Crawford,  Cuyahoga 
County;  S.  Baird  Pfahl,  Jr.,  Erie  County;  Roger 
P.  Daniels,  Meigs  County. 

Resolutions  Committee  No.  3 — Clarence  L. 
Huggins,  Chairman,  Cuyahoga  County;  George  J. 
Schroer,  Shelby  County;  David  A.  Barr,  Allen 
County;  T.  F.  Moriarty,  Henry  County;  Keith 
DeVoe,  Jr.,  Franklin  County;  Edward  E.  Grable, 
Stark  County;  Carl  A.  Lincke,  Carroll  County; 
Robert  A.  Ringer,  Guernsey  County;  A.  Burton 
Payne,  Lawrence  County;  Flail  S.  Wiedemer, 
Richland  County;  Robert  S.  Heidt,  Hamilton 
County. 


Resolutions  Committee  No.  4 Frederick  P. 
Osgood,  Chainnan,  Lucas  County;  Andrew  J. 
Weiss,  Hamilton  County;  Fhnest  II.  Winterhoff, 
Clark  County;  James  H.  Steiner,  Logan  County; 
Carl  G.  Madsen,  Jr.,  Lake  County;  E.  Joel  Davis, 
Stark  County;  Norman  L.  ^Vright,  Coshocton 
County;  Richard  E.  Hartle,  Fairfield  County; 
Chester  H.  Allen,  Scioto  County;  Sol  Maggicd, 
Madison  County;  Charles  G.  Adams,  Lorain 
County. 

Election  of  Committee  on  Nominations 

I'he  House  of  Delegates  nominated  and 
elected  the  following  persons,  one  from  each  dis- 
trict, for  the  Committee  on  Nominations: 

First  District — Charles  D.  Feuss,  Jr.,  Hamil- 
ton County. 

Second  District  — Isador  Miller,  Champaign 
County. 

Third  District — Robert  Oyer,  Auglaize  Coun- 
ty- 

Fourth  District — M.  Brodie  James,  Lucas 
County. 

Fifth  District — Frederick  T.  Suppes,  Cuya- 
hoga County. 

Sixth  District — William  A.  White,  Jr.,  Stark 
County. 

Seventh  District  — Elias  Freeman,  Harrison 
County. 

Eighth  District  — Ciregory  B.  Krivchenia, 
Washington  County. 

Ninth  District — A.  Burton  Payne,  Lawrence 
County. 

Tenth  District — Michael  A.  Anthony,  F’rank- 
lin  County. 

Eleventh  District — A.  Burney  Huff,  Wayne 
County. 

Dr.  Schultz  then  announced  that  under  the  system 
of  rotation  approved  by  the  House  of  Delegates 
in  1963,  the  chairman  of  the  committee  this  year 
would  be  the  delegate  from  the  Eleventh  District, 
Dr.  Burney  Huff,  Wayne  County. 

President’s  Address 

Mr.  Page  then  introduced  President  William 
R.  Schultz,  Wooster,  who  delivered  his  Presidential 
Address.  (Text  of  the  address  appears  on  page 
527).  After  the  Address,  the  House  gave  Dr. 
Schultz  a standing  ovation. 
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Introduction  of  Representatives  of 
other  State  Societies 

Dr.  Schultz  introduced  the  following  out-of- 
state  presidents:  Dr.  James  H.  Gosman,  Presi- 
dent, Indiana  State  Medical  Association;  Dr.  Lee 
C.  Hess,  President,  Kentucky  Medical  Association; 
Dr.  Worthy  \V.  McKinney,  President,  West  Vir- 
ginia State  Medical  Association;  Dr.  Gerald  J. 
Derus,  President,  State  Aledical  Society  of  Wis- 
consin. 

■\lso  introduced  at  this  time  were:  Mr.  James 
A.  \Vaggener,  Executive  Secretary,  Indiana  State 
Medical  Association;  Mr.  John  H.  Austin,  Canton, 
President  of  the  Association  of  County  Medical 
Executives,  and  Miss  Patti  Gibbons,  SAMA 
Chapter,  University  of  Cincinnati  College  of 
Medicine. 

Introduction  of  Resolutions 

Dr.  Schultz  then  called  for  the  introduction  of 
resolutions.  He  ruled  that  resolutions  which  had 
been  presented  within  the  60-day  time  limit  and 
had  been  distributed  to  the  delegates  in  advance 
of  the  meeting  could  be  introduced  by  reading  of 
the  title  only.  Fifty-six  resolutions  plus  reports 
from  the  Ad  Hoc  Committee  on  Health  Care 
Delivery  Systems  and  from  the  Commission  on 
Medical  Education  were  introduced  and  were  re- 
ferred to  the  resolutions  committees. 

It  was  moved,  seconded  and  carried  that 
Resolutions  4-73,  5-73,  7-73,  9-73,  12-73,  15-73, 
19-73,  21-73,  31-73,  42-73  and  51-73  be  referred 
as  a group  to  Resolutions  Committee  No.  2 because 
of  their  similarity. 

Resolutions  Referred  to  Council 

Two  resolutions  were  referred  directly  to 
Council,  as  they  were  of  an  ethical  nature:  Reso- 
lution No.  3-73,  Ethics  of  Charging  Interest  Rates, 
submitted  by  the  Academy  of  Medicine  of  Colum- 
bus and  Franklin  County,  and  Resolution  No.  30- 
73,  Ethical  Status  of  Provider  .\greement,  sub- 
mitted by  the  Ross  County  Medical  Society. 

Withdrawal  of  Resolution  No.  44-73 

At  the  request  of  the  Summit  County  Medi- 
cal Society,  Resolution  No.  44-73,  entitled.  Sale  of 
Cigarettes  in  Hospital  Confines,  was  withdrawn. 

Report  of  the  Committee 
on  Emergency  Resolutions 

“The  Committee  on  Emergency  Resolutions, 
consisting  of  the  chairmen  of  the  four  resolutions 
committees,  met  this  afternoon  to  consider  two 


emergency  resolutions  which  were  submitted 
after  March  7,  1973,  the  last  date  for  filing  of 
resolutions  in  the  regular  manner. 

“The  first  Emergency  Resolution  was  sub- 
mitted by  the  Academy  of  Medicine  of  Cleveland 
and  was  entitled  “Ohio  .State  Public  Welfare  De- 
partment Time  Limitation  on  Medical  Prescrip- 
tions for  Welfare  Recipients.” 

“The  vote  of  the  committee  on  this  resolu- 
tion, with  one  abstention,  was  that  although  the 
resolution  is  timely  and  merits  the  attention  of  the 
House,  it  does  not  qualify  as  a justified  Emergency 
Resolution. 

“It  w'as  the  further  opinion  of  this  committee 
that  the  Cleveland  Academy  of  Medicine  sponsors 
consider  at  least  two  other  alternatives  of  bring- 
ing this  matter  to  the  attention  of  the  House  of 
Delegates.  The  first  suggested  alternative  is  that 
of  including  this  matter  in  other  resolutions  to 
come  before  the  House  of  Delegates  that  deal 
with  the  ODPW.  The  second  alternative  being  to 
submit  the  problem  referred  to  in  the  resolution 
to  The  Council  of  the  Ohio  State  Medical  As- 
sociation, which  is  empowered  to  act  on  policy 
matters  betw'een  the  .\nnual  Meetings  of  the 
House  of  Delegates. 

“The  second  Emergency  Resolution,  present- 
ed by  The  Council  of  the  O.SM.\,  with  regard  to 
discrimination  against  non-resident  students,  was 
the  result  of  information  released  by  the  Ohio 
Board  of  Regents  between  the  January  27-28  and 
the  March  16-18  meetings  of  The  Council,  mak- 
ing it  impossible  for  the  resolution  to  be  sub- 
mitted by  the  deadline,  March  7. 

“The  committee  voted  that  the  emergency 
aspects  of  the  presentation  of  this  resolution  are 
therefore  justifiable  and  it  is  therefore  recommend- 
ed that  it  be  accepted  for  consideration  by  this 
House  of  Delegates. 

“Mr.  President,  I move  that  this  report  of  the 
Committee  on  Emergency  Resolutions  be  accepted 
by  the  House  of  Delegates. 

“Respectfully  submitted : John  N.  Meagher, 
Franklin  County;  Clarence  L.  Huggins,  Cuyahoga 
County;  Frederick  P.  Osgood,  Lucas  County,  and 
Jasper  M.  Hedges,  Chairman,  Pickaway  County.” 

Dr.  Fishman  read  the  text  of  the  resolution: 

RESOLUTION  NO.  58-73 

Discrimination  Against  Non-Resident  Students 

(By  The  Council  of  the  Ohio  State  Medical  Association) 

WHERE.\S,  the  Ohio  Board  of  Regents  has  expressed 
interest  in  withholding  from  the  medical  schools 
student  per  capita  appropriations  of  the  Ohio  Gen- 
eral Assembly  for  all  non-resident  students  attending 
medical  schools  in  Ohio,  and 

WHERE.'^S,  more  physicians  practicing  in  Ohio  re- 
ceived their  medical  education  outside  Ohio  than  in 
Ohio,  and 
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WHEREAS,  more  Ohio  students  entered  medical  school 
in  1972  outside  Ohio  than  non-Ohio  residents  enter- 
ing medical  schools  in  Ohio,  and 

WHEREAS,  such  discrimination  against  non-resident 
students  could  cause  similar  reaction  against  Ohioans 
studying  medicine  outside  the  state,  THEREFORE, 
BE  IT 

RESOIA’ED,  that  the  Ohio  State  Association  hereby 
expresses  grave  concern  and  opposition  to  any  such 
discriminatory  practice,  AND  BE  IT 

FURTHER  RESOL\’ED,  that  such  discrimination,  if 
put  into  effect,  would  create  a medical  education 
“iron  curtain”  around  Ohio  at  a time  when  Ohio 
needs  many  more,  not  fewer  physicians. 

By  official  action,  the  report  was  adopted, 
and  the  Emergency  Resolution  was  assigned  to 
Resolutions  Committee  No.  4. 

House  Recessed 

The  House  then  recessed  until  the  final  ses- 
sion, 3:30  p.m.,  Wednesday,  May  9. 


MINUTES  OF  THE  FINAL  SESSION 

The  final  business  session  of  the  House  of 
Delegates  convened  at  3:30  p.m.,  Wednesday, 
May  9,  at  the  Sheraton  Columbus  Hotel. 

Committee  on  President’s  Address 

Dr.  Schultz  then  called  for  the  report  of  the 
Reference  Committee  on  President’s  Address  (see 
page  536),  which  was  presented  to  Dr.  Luther 
W.  High,  Plolmes  County,  chairman  of  the  com- 
mittee. The  report  read  as  follows: 

“Dr.  Schultz,  members  of  the  House  of  Dele- 
gates, honored  guests  and  friends:  The  Committee 
on  the  President’s  Address  respectfully  submits  the 
following  report. 

“In  his  inaugural  address  to  this  House  one 
year  ago,  Dr.  Schultz  proposed  a program  of  ‘Up 
With  Medicine.’  His  address  this  year  was  a prog- 
ress report  on  that  proposal. 

“Professional  Standards  Review  Organizations 
are  now  the  law  of  the  land.  There  are  those 
among  us  who  would  ask  that  we  disregard  this 
law.  To  do  this  would  be  catastrophic  and  would 
only  lead  to  complete  governmental  control  of  this 
aspect  of  the  practice  of  medicine.  The  Council 
of  the  Ohio  State  Medical  Association  has  con- 
sidered the  value  of  Medical  Advances  Institute. 
PSRO  within  the  framework  of  MAI  wall  do 
much  to  promote  the  best  type  of  medical  care 
within  the  state  of  Ohio.  This  Committee  feels 
that  too  often  government  is  concerned  primarily 
w'ith  the  cost  of  medical  care,  relegating  quality  to 
a secondary  position.  It  is  hoped  that  any  program 


instituted  under  M.AI  will  concern  itself  primarily 
with  the  quality  of  care  administered. 

“This  Committee  believes  that  the  time  is 
long  past  when  we  can  continue  to  ignore  those  of 
our  colleagues  who  have  not  kejn  up  with  the 
advances  of  good  medical  care.  PSRO  at  the  state 
level  can  accomplish  much,  not  only  in  upgrading 
medical  care,  but  in  reeducating  those  who  do  not 
follow  the  concept  of  what  is  considered  good 
diagnosis  and  treatment.  MAI  will  also  indirectly 
promote  continuing  medical  education,  with  which 
we  are  concerned  in  this  session.  This  Committee 
feels  that  PSRO  should  be  at  a state  level,  acting 
as  an  umbrella  for  local  PSRO  organizations,  with 
local  autonomy,  which  will  insure  the  optimum 
result. 

“Dr.  Schultz  points  out  that  the  medical 
profession  has  been  maligned  by  the  politicians, 
the  news  media,  and  many  of  the  government 
agencies  connected  with  the  health  problem.  He 
now  sees  a slight  trend  in  the  opposite  direction. 
Government  is  slowly  beginning  to  see  that  the 
problem  of  good  health  and  proper  care  of  the 
sick  cannot  become  a political  football  to  be 
kicked  around  for  political  gain;  and  if  the  prob- 
lem is  to  be  resolved,  the  physician  must  be  con- 
sulted. 

“This  Committee  suggests  that  the  govern- 
ment and  all  agencies  look  not  only  to  physicians 
on  the  staffs  of  their  many  agencies,  and  to  those 
on  the  staffs  of  the  universities  and  medical  com- 
plexes, but  also  to  practicing  physicians,  be  they 
specialists  or  family  practitioners,  who  meet  the 
problems  every  day,  and  w'ho  are  knowledgeable 
in  patient  care,  and  can  contribute  much  to  the 
solution  of  the  problems.  Since  much  of  the  medi- 
cal care  of  this  nation  is  administered  by  solo 
physicians,  both  in  the  urban  and  rural  areas,  it 
seems  logical  that  practicing  physicians  working 
in  these  fields  be  consulted. 

“Your  President  refers  to  a book  written  by 
Harry  Schwartz  and  recommends  that  all  phy- 
sicians, politicians  and  personnel  in  the  health 
planning  field  read  this  book  as  it  represents  an 
extensive  study  of  many  of  the  health  care  prob- 
lems we  face. 

“Dr.  Schultz  is  quite  concerned  about  the 
physicians  who  are  not  members  of  their  local 
medical  society,  OSMA  and  AMA.  Too  often 
those  who  complain  the  most  and  say  that  or- 
ganized medicine,  particularly  the  state  and  na- 
tional organizations,  do  not  represent  them,  are 
those  who  do  not  participate  in  the  planning  and 
activities  of  the  medical  societies. 

“Some  among  us  recommend  that  we  form 
labor  unions  and  that  we  form  new  organizations 
independent  of  those  which  have  been  long  es- 
tablished. This  does  not  appeal  to  the  members 
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of  this  Committee.  In  fact,  the  several  splinter 
organizations  which  have  been  formed  seem  to 
fragment  physicians  rather  than  uniting  them  into 
solving  the  health  care  problems.  If  those  indi- 
viduals active  in  these  splinter  organizations  would 
devote  an  equal  amount  of  time  to  establish  or- 
ganizations such  as  OSMA,  much  could  be  ac- 
complished. We  hear  from  some  that  the  OSMA 
and  AMA  are  not  responsive  to  its  membership. 
These  individuals  should  make  positive  suggestions 
in  their  field  of  e.xpertise  so  that  a united  front 
might  be  obtained  in  solving  the  problems  of 
health  care.  This  House  is  surely  a democratic 
representation  of  the  physicians  of  Ohio  and  if  it 
fails  to  do  its  work  well,  the  responsibility  rests 
with  those  physicians  who  elected  their  delegates 
and  those,  who  through  non-membership,  did  not 
vote  for  their  representatives  to  this  House. 

“We  all  owe  much  to  this  profession  which 
has  done  so  much  for  each  of  us  as  individuals, 
and  for  which  we  should  be  most  thankful, 

“Your  President  referred  to  OMPAC.  There 
was  a time  when  it  was  felt  that  physicians  need 
not  concern  themselves  with  politics.  Dr.  Schultz 
points  out  that  this  is  no  longer  true  and  he  urges 
that  every  physician  in  the  state  of  Ohio  become 
a member  of  OMP.\C  and  AMPAC  to  insure 
support  for  candidates  who  recognize  the  prob- 
lems of  health  care,  and  who  desire  to  achieve  rea- 
sonable and  practical  solutions  to  existing  prob- 
lems. During  this  session  medical  care  foundations 
and  continuing  education  for  physicians  is  being 
discussed.  It  is  urgent  that  each  of  us  becomes 
knowledgeable  about  these  two  issues. 

“Your  President  presents  a proposal  for  a re- 
port from  each  Councilor  District.  Criticism  of 
Council  action  too  frequently  comes  from  a mis- 
understanding of  the  function  of  The  Council, 
and  the  district  which  each  Councilor  represents. 
A report  by  The  Council  to  this  Plouse  could  well 
clear  up  many  of  these  misunderstandings. 

“In  conclusion.  Dr.  Schultz  and  your  Com- 
mittee strongly  urges  that  all  officers  of  the  rep- 
resentative county  medical  organizations  start  an 
active  recruitment  program  to  bring  into  mem- 
bership every  eligible  physician  in  the  state  of 
Ohio. 

“This  Committee  wishes  to  compliment  Dr. 
Schultz  on  a job  well  done:  Richard  L.  Fulton, 
M.D.,  Franklin  County;  Harold  Schiro,  M.D., 
Hamilton  County;  John  J.  Gaughan,  M.D.,  Cuya- 
hoga County;  and  Luther  ^V.  High,  M.D.,  Holmes 
County,  Chairman.” 

On  a motion  made  and  seconded,  the  House 
of  Delegates,  by  official  action  approved  the  re- 
port of  the  Reference  Committee  on  President’s 
Address.  One  negative  vote  was  recorded. 


Report  of  Credentials  Committee 

Dr.  Robert  B.  Elliott,  Hardin  County,  Chair- 
man of  the  Committee  on  Credentials,  reported 
160  delegates  were  seated  and  eligible  to  vote. 

Election  of  President-Elect 

Dr.  Schultz  called  for  nominations  for  the 
office  of  President-Elect.  Dr.  Richard  L.  Fulton, 
Franklin  County,  placed  in  nomination  Dr.  James 
L.  Henry',  Grove  City,  Franklin  County,  Secretary- 
Treasurer  of  the  As.sociation.  The  nomination  was 
duly  seconded  by  Dr.  Maurice  F.  Lieber,  Stark 
County,  Sixth  District  Councilor.  Dr.  Harve 
Clodfelter,  Columbus,  a Past  President  was  grant- 
ed the  privilege  of  the  floor  and  addressed  the 
House. 

There  were  no  other  nominations  and  the 
House  voted  to  elect  Dr.  Henry  by  acclamation. 

Report  of  Nominating  Committee 

Dr.  A.  Burney  Huff,  Delegate,  Wayne  Coun- 
ty, Chairman,  Committee  on  Nominations,  pre- 
sented the  report  of  the  Nominating  Committee  as 
follows : 

Secretary-Treasurer 

For  Secretary-Treasurer,  the  committee 
placed  in  nomination  the  following:  Dr.  Thomas 
E.  Fox,  Warren  County;  Dr.  Sol  Maggied,  Madi- 
son County,  and  Dr.  William  M.  Wells,  Licking 
County  and  Eighth  District  Councilor.  Dr.  Wells 
was  declared  elected  on  the  second  ballot. 

Councilors 

Second  District 

;\s  Councilor  of  the  Second  District  to  suc- 
ceed himself,  the  committee  placed  in  nomination 
Dr.  James  G.  Tye,  of  Dayton.  The  nomination 
being  duly  seconded  and  there  being  no  further 
nominations  from  the  floor,  by  official  action  the 
nominations  were  closed  and  Dr.  Tye  was  declared 
reelected  Councilor  of  the  Second  District  for  a 
term  of  two  years,  1973-1974  and  1974-1975. 

Fourth  District 

As  Councilor  of  the  Fourth  District  to  suc- 
ceed himself,  the  committee  placed  in  nomination 
Dr.  George  N.  Bates,  of  Toledo.  The  nomination 
being  duly  seconded  and  there  being  no  further 
nominations  from  the  floor,  by  official  action  the 
nominations  were  closed  and  Dr.  Bates  was  de- 
clared reelected  Councilor  of  the  Fourth  District 
for  a term  of  two  years,  1973-1974  and  1974-1975. 
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Sixth  District 

As  Councilor  of  the  Sixth  District  to  succeed 
himself,  the  committee  placed  in  nomination  Dr. 
Maurice  F.  Lieber,  of  Canton.  The  nomination 
being  duly  seconded  and  there  being  no  further 
nominations  from  the  floor,  by  official  action  the 
nominations  were  closed  and  Dr.  Lieber  was  de- 
clared reelected  Councilor  of  the  Sixth  District  for 
a term  of  two  years,  1973-1974  and  1974-1975. 

Eighth  District 

As  Councilor  of  the  Eighth  District  to  succeed 
Dr.  William  M.  Wells,  Newark,  the  committee 
placed  in  nomination  Dr.  Richard  E.  Hartle, 
Lancaster.  The  nomination  being  duly  seconded 
and  there  being  no  further  nominations  from  the 
floor,  by  official  action  the  nominations  were 
closed  and  Dr.  Hartle  was  elected  Councilor  of 
the  Eighth  District  for  a term  of  two  years,  1973- 
1974  and  1974-1975. 

l entil  District 

As  Councilor  of  the  Tenth  District  to  succeed 
himself,  the  committee  placed  in  nomination  Dr. 
James  C.  McLarnan,  of  Mt.  Vernon.  The  nomi- 
nation being  duly  seconded  and  there  being  no 
further  nominations  from  the  floor,  by  official 
action  the  nominations  were  closed  and  Dr. 
McLarnan  was  declared  reelected  Councilor  of 
the  Tenth  District  for  a term  of  two  years,  1973- 
1974  and  1974-1975. 

AMA  Delegates 

Dr.  Huff  then  presented  the  nominees  for  the 
office  of  delegate  to  the  American  Medical  As- 
sociation for  a term  of  two  years  beginning  Jan- 
uary 1,  1974:  Drs.  Oscar  W.  Clarke,  Gallipolis; 
Henry  A.  Crawford,  Cleveland;  Harry  K.  Hines, 
Cincinnati;  P.  John  Robechek,  Cleveland;  Jack 
.Schreiber,  Canfield,  and  W.  J.  Lewis,  Dayton. 
I’he  nominations  were  duly  seconded  and  there 
were  no  further  nominations  from  the  floor.  A 
secret  ballot  was  taken  and  the  following  were 
elected  delegates  to  the  .\merican  Medical  As- 
sociation for  a term  of  two  years,  beginning 
Januarv  1,  1974:  Drs.  Cilarke,  Crawford,  Hines, 
Robechek  and  Lewis. 

AMA  Alternate  Delegates 

For  alternate  delegates  to  the  American 
Medical  Association  for  a term  of  two  years 
beginning  January  1,  1974,  the  Nominating  Com- 
mittee placed  in  nomination  the  names  of  Drs. 
George  N.  Bates,  Toledo;  Richard  L.  Fulton, 
Columbus;  Jerry  L.  Hammon,  West  Milton;  Jack 


Schreiber,  Canfield;  Robert  S.  Heidt,  Cincinnati, 
and  William  R.  Schultz,  Wooster.  'Fhe  nomina- 
tions were  duly  seconded  and  there  were  no 
further  nominations  from  the  floor.  A secret  ballot 
was  taken  and  the  following  were  elected  alternate 
delegates  to  the  American  Medical  .\ssociation  for 
a term  of  two  years,  beginning  January  1,  1974: 
Drs.  Bates,  Fulton,  Hammon,  Schreiber  and 
.Schultz. 

The  following  were  nominated  for  an  unex- 
pired term,  ending  December  31,  1974:  Dr. 
Bernard  L.  Huffman,  Jr.,  Toledo  and  Dr.  Robert 
S.  Heidt,  Cincinnati.  A secret  ballot  was  taken 
and  Dr.  Fluffman  was  declared  alternate  delegate 
to  the  American  Medical  Association  for  a one- 
year  term. 


Report  of  Resolutions  Conunittee  No.  1 


Dr.  John  N.  Meagher,  Franklin  County,  re- 
ported for  Resolutions  Committee  No.  1,  of  which 
he  was  chairman.  The  report  read  as  follows: 

“Your  Resolutions  Committee  No.  1 met  in 
open  hearing  and  heard  testimony  at  length  re- 
garding PSRO  and  MAI.  We  are  fully  cognizant 
that  PSRO  and  MAI  are  not  interchangeable 
terms,  nor  are  they  in  any  sense  synonymous. 
PSRO  is  but  a single  facet  of  the  several  respon- 
sibilities of  MAI.  That  responsibility,  in  the  area 
of  PSRO  in  so  far  as  MAI  is  concerned,  was 
clearly  set  forth  in  the  actions  of  this  House  of 
Delegates  in  1972. 

“We  have  heard  arguments  pro  and  con  from 
our  many  respected  delegates  and  colleagues.  W'e 
are  aware  that  this  issue  is  perhaps  one  of  the  most 
emotional  issues  that  American  Medicine  has  had 
to  confront  in  recent  times.  We  sympathize  and 
agree  with  those  who  feel  that  this  law.  Public 
Law  92-603,  represents  a further,  unwarranted  in- 
trusion by  the  federal  government  into  the  private 
practice  of  medicine.  We  sincerely  wish  that  the 
law  did  not  exist!  Nonetheless,  we  were  charged 
as  a committee  with  coming  to  grips  with  the 
issue  and  it  made  no  matter  in  which  direction 
we  turned,  we  were  always  faced  with  a law  that 
exists;  one  with  which,  we,  as  physicians  and 
American  citizens  must  comply! 

“In  attempting  to  seek  something  of  good, 
if  there  be  any  good  in  this  law,  it  was  the  com- 
mittee’s unanimous  conviction,  that  we  would  be 
remiss  if  we  did  not  take  full  advantage  of  the 
opportunity  offered  us  in  the  law  to  control  our 
own  destiny  in  so  far  as  future  administration  of 
this  law  will  permit  us  to  do  so.  We  are  unified, 
in  committee,  in  the  solid  belief  that  professional 


540  j The  Ohio  State  Medical  Journal 


standards  review,  in  medicine,  can  be  done 
properly  only  by  practicing  physicians. 

“Therefore,  the  committee  offers  Substitute 
Resolution  29-73  in  lieu  of  Resolutions  14-73,  26- 
73,  29-73,  32-73,  45-73,  48-73,  54-73  and  55-73.” 

SUBSTITUTE  RESOLUTION  29-73 
MAI-PSRO 

WHEREAS,  In  May  1972  the  OSMA  House  of  Dele- 
gates endorsed  the  concept  and  development  of  a 
program  of  Professional  Standards  Review,  and 

WHERE.\S,  The  1972  OSMA  House  of  Delegates  rec- 
ommended to  Medical  Advances  Institute  that  it 
investigate  and  develop  methods  and  mechanisms 
for  a Professional  Standards  Review  Organization 
(PSRO)  for  the  State  of  Ohio,  and 

WHERE.AS,  The  Federal  Congress  has  passed  Public 
Law  92-603  requiring  the  implementation  of  PSRO 
by  1974,  and 

WHERE.AS,  Practicing  physicians  from  throughout  the 
State  of  Ohio  have  developed  quality  assurance 
criteria  for  disease  entities,  and 

WHEREAS,  Medical  Advances  Institute  has  established 
an  organization  that  meets  the  requirements  of  present 
federal  laws  for  professional  standards  review  in  the 
State  of  Ohio,  and  has  developed  quality  assurance 
criteria  that  are  computer  acceptable,  THEREFORE, 
BE  IT 

RESOLVED,  That  the  OSMA  House  of  Delegates 
recommend  to  Medical  Advances  Institute  that  it 
accept  financial  aid  to  develop  continuing  programs 
of  PSRO,  and  BE  IT  FURTHER 

RESOLVED,  That  Medical  Advances  Institute  be  en- 
couraged to  seek  a provisional  contractual  agreement 
with  the  Secretary  of  Health,  Education  and  Wel- 
fare to  act  as  the  PSRO  for  the  area  of  the  State  of 
Ohio,  in  accordance  with  Public  Law  92-603,  AND 
BE  IT  FURTHER 

RESOLVED,  TH.AT,  IF  ANY  RULES  OR  REGULA- 
TIONS PROMULG.ATED  BY  THE  SEGRETARY 
OF  HEW  CONSTITUTE  A VIOLATION  OF 
MEDIC.\L  ETHICS  OR  OSMA  POLICY  .-^ND/OR 
CAUSE  A DETERIORATION  OF  THE  QUALITY 
OF  CARE  RENDERED  TO  P.\TIENTS,  THEN 
OSMA  COUNCIL  SHALL  IMMEDIATELY  REC- 
OMMEND TO  MAI  TH.AT  IT  NOTIFY  THE  SEC- 
RETARY OF  HEW  THAT  ANY  PROVISION.^L 
.AGREEMENT  BE  TERMIN.\TED. 

“.And,  Mr.  President,  I move  its  adoption.” 

By  official  action,  Substitute  Resolution  No. 
29-73  was  amended  by  the  House  and  was  adopt- 
ed as  amended.  Additions  by  the  House  are  in- 
dicated by  all  capital  letters. 

OFMC 

“We  next  heard  testimony  regarding  the  re- 
port of  the  Ad  Hoc  Committee  on  Health  Care 
Delivery  Systems  on  the  proposal  of  an  Ohio 
Foundation  for  Medical  Care.  This,  again,  pro- 
voked lengthy  discussion  both  pro  and  con,  and 
your  committee  gave  careful  attention  to  all  of 
the  opinions  expressed. 


“.As  in  many  problems  that  have  been  present- 
ed to  previous  sessions  of  this  blouse  of  Delegates, 
your  committee  felt  that  we  should  continue  the 
established  flexibility  of  the  Ohio  State  Medical 
Association  in  its  endorsement  and  acceptance  of  a 
plurality  of  systems  for  the  delivery  of  medical 
care  in  the  State  of  Ohio. 

REPORT  OF  THE  AD  HOC  COMMITTEE  ON 
HEALTH  CARE  DELIVERY  SYSTEMS 

“The  committee  considered  the  .Ad  Hoc 
Committee  on  Health  Care  Delivery  Systems’  Re- 
port, entitled  ‘Proposal  for  the  Establishment  of 
the  Ohio  Foundation  for  Medical  Care,’  as  em- 
bodied in  the  16  page  document  submitted  to  the 
House  of  Delegates,  and  we  recommend  its  ac- 
ceptance and  its  implementation  at  the  discretion 
of  the  Council  of  the  Ohio  State  Medical  As- 
sociation, AND  THAT  OSMA  DEVELOP 
OFMC  TO  ASSIST  LOCAL  AND  REGIONAL 
MEDIC.AL  ASSOCI.ATIONS  IN  THE  DE- 
VELOPMENT .AND  IMPLEMENT.ATION  OF 
LOCAL  AND  REGIONAL  FOUNDATIONS 
FOR  MEDICAL  CARE  AND  LOCAL  CON- 
TROL OF  POLICY.” 

By  official  action,  the  “Report  of  the  Ad 
Hoc  C!onimittee  on  Health  Care  Delivery  Sys- 
tems,” as  amended,  was  approved  by  the  House 
of  Delegates.  The  House  amendment  is  indicated 
by  capital  letters  and  includes  the  comma  in  place 
of  the  period  after  the  word  “Association.” 

“I  wish  to  express  my  personal  appreciation 
to  the  outstanding  members  of  my  committee  for 
their  astute  awareness  of  the  many  facets  with 
which  we  were  confronted.  Their  knowledge, 
dedication,  and  plain  hard  work  made  the  de- 
velopment of  the  above  report  possible.  It  was  a 
pleasure,  personally,  to  work  with  them. 

“I  wish  to  express  my  thanks  for  the  helpful 
services  of  the  legal  counsel  of  the  Ohio  State 
Medical  .Association  and  to  the  executive  staff  and 
secretarial  staff  for  their  invaluable  help. 

“This  report  is  respectfully  submitted  by  the 
following  members  of  Resolutions  Committee  No. 
1:  William  V.  Trowbridge,  Cuyahoga  County; 
W.  J.  Lewis,  Montgomery  County;  Thomas  E. 
Fo.x,  \Varren  County;  Walter  .A.  Daniel,  Seneca 
County;  Roland  Gandy,  Lucas  County;  Sanford 
Press,  Jefferson  County;  Walter  B.  Devine,  Mus- 
kingum County;  Thomas  P.  Price,  Jr.,  Gallia 
County;  William  Dorner,  Summit  County;  James 
T.  Stephens,  Lorain  County;  John  N.  Meagher, 
Chairman,  Franklin  County.” 

By  official  action,  the  report  of  Resolutions 
Committee  No.  1 as  a whole,  as  amended,  was 
approved  by  the  House  of  Delegates. 

(Continued  on  next  page) 
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Report  of  Resolutions  Coiiiinittee  No.  2 


Dr.  Jasper  M.  Hedges,  Pickaway  County, 
reported  for  Resolutions  Committee  No.  2,  of 
whicli  he  was  chairman.  The  report  read  as 
follows : 

“Resolutions  Committee  No.  2 held  hearings 
on  twenty  resolutions,  including  eleven  resolutions 
on  Family  Practice. 

“The  Committee’s  open  session  gave  full  and 
adequate  opportunity  for  consideration  of  the 
resolutions  by  all  members  of  the  House  of  Dele- 
gates and  by  the  members  of  the  Ohio  State 
Medical  Association  who  appeared  before  it. 

“The  open  session  was  conducted  during  the 
morning  and  the  executive  session  was  held  in  the 
afternoon  of  May  7,  1973. 

“The  first  resolutions  considered  by  the  Reso- 
lutions Committee  were  the  resolutions  concerning 
Departments  of  Family  Practice.  These  resolu- 
tions were  4-73,  5-73,  7-73,  9-73,  12-73,  15-73, 
19-73,  21-73,  31-73,  42-73,  and  51-73. 

“In  tr)'ing  to  accurately  evaluate  these  reso- 
lutions it  became  evident  that  there  had  been  new 
legislation  introduced  in  the  Ohio  legislature  sub- 
sequent to  the  drafting  of  the  original  resolutions. 
Because  of  this  newly  introduced  legislation  and 
after  consultation  with  representatives  of  the 
Ohio  Academy  of  Family  Physicians  a substitute 
resolution  (4-73)  is  hereby  presented  in  lieu 
of  the  aforementioned  resolutions:” 

SUB.STITUTE  RESOLUTION  NO.  4-73 

Departments  of  Family  Practice 

WHEREAS,  The  number  of  family  physicians  is  de- 
clining, thus  limiting  access  to  medical  care  for  the 
people  of  Ohio,  and 

WEIERE.-\S,  Legislation  has  been  introduced  in  the 
Ohio  legislature  to  provide  funds  for  the  develop- 
ment and  operation  of  departments  of  family  medicine 
in  each  state-supported  medical  college  in  Ohio: 
THEREFORE,  BE  IT 

RESOLVED,  That  The  Ohio  State  Medical  Associ- 
ation support  legislation  this  year  in  the  Ohio  Gen- 
eral Assembly  which  will  expressly  provide  funds  for 
the  development  and  operation  of  a Department  of 
Family  Practice  in  each  medical  college  in  Ohio. 

“The  Committee  unanimously  recommends 
that  substitute  resolution  4-73  be  adopted  and, 
Mr.  President,  I so  move.” 

By  official  action,  Substitute  Resolution  No. 
4-73  was  adopted. 

RESOLUTION  NO.  10-73 

To  Authorize  Contraceptive  and  Pregnancy  Advice 
and  Treatment  for  Minors  without  Parental  Consent 

“The  next  resolution  considered  by  our  Com- 
mittee was  Resolution  No.  10-73  entitled  ‘To 


.Authorize  Contraceptive  and  Pregnancy  .Advice 
and  Treatment  for  Minors  without  Parental  Con- 
sent.’ 

“The  Committee  heard  a great  deal  of  very 
informative  testimony  concerning  this  resolution. 
It  was  the  consensus  of  the  Committee  that  this 
resolution  .should  be  amended  as  follows:” 

AMENDED  RESOLUTION  NO.  10-73 

WHERE.AS,  Venereal  Disease  is  now  widespread  in  the 
younger  age  group, 

WHERE.AS,  Teenage  pregnancies  are  increasing  at  an 
alarming  rate,  and 

WHERE.AS,  There  is  an  increasing  reservoir  of  adoles- 
cents, early  teenagers  and  minors  who  are  not  being 
reached,  and 

WHEREAS,  Current  rules,  regulations  and  laws  permit 
diagnosis  and  treatment  of  venereal  disease  and  drug 
abuse  but  do  not  permit  advice  for  contraception,  and 

WHEREAS,  Many  minors  can  be  reached  by  a proper 
physician-patient  relationship  based  on  mutual  trust, 
THEREFORE,  BE  IT 

RESOLVED,  That  the  Ohio  State  Medical  Association 
cooperate  with  the  Ohio  legislature  by  requesting  the 
introduction  of  legislation  permitting  Ohio  physicians 
to  treat  minors  without  parental  consent  in  the  fol- 
lowing respects: 

1.  To  counsel  about,  as  well  as  diagnose  and  treat 
Venereal  Disease. 

2.  To  counsel  about  and  prescribe  methods  for 
contraception. 

3.  To  medically  manage  pregnancy,  EXCLUDING 
ABORTION. 

“Mr.  President  our  Committee  unanimously 
recommends  that  Resolution  No.  10,  as  amended, 
be  adopted  and,  Mr.  President,  I so  move.” 

By  official  action  Resolution  No.  10-73  was 
amended  by  the  House  as  indicated  by  the  capi- 
tal letters  and  was  adopted. 

RESOLUTION  NO.  23-73 
Private  Practice 

“The  next  resolution  to  come  before  Resolu- 
tions Committee  No.  2 was  Resolution  No.  23-73 
entitled  ‘Private  Practice’  submitted  by  the  Lake 
County  Medical  Society. 

“At  the  open  session  of  our  Committee  there 
were  no  discussants  for  or  against  this  resolution 
and  in  the  executive  session  it  was  felt  that  certain 
sections  of  the  resolution  were  somewhat  ambigu- 
ous and  in  consultation  with  its  author,  the  reso- 
lution was  amended  as  follows : ” 

A.VIENDED  RE.SOLUTION  NO.  23-73 

WHERE.AS,  The  House  of  Delegates  of  the  Ohio  State 
Medical  Association  has  in  recent  years  repeatedly 
endorsed  the  concept  of  medical  practice  on  a fee- 
for-service  basis,  stating  that  the  patient  has  as  direct 
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a financial  responsibility  to  the  physician  as  the 
physician  has  a medical  responsibility  to  the  patient, 
THEREFORE,  BE  IT 

RESOLVED,  That  the  House  of  Delegates  of  the  Ohio 
State  Medical  Association  again  reaffirms  its  policy 
of  encouragement  to  those  members  wishing  to  prac- 
tice medicine  on  a fee-for-service  basis  to  “bill  your 
patient!” 

“The  Committee  unanimously  recommends 
the  adoption  of  Resolution  No.  23-73,  as  amended 
and,  Mr.  President,  I so  move.” 

By  official  action  Amended  Resolution  No. 
23-73  was  adopted. 

RESOLUTION  NO.  41-73 

“The  Committee  next  considered  Resolution 
No.  41-73  entitled  ‘Smoking  Areas  in  some  Ohio 
Schools.’ 

“The  Committee  felt  that  the  intent  of  this 
resolution  was  excellent  and  recommends  that  it 
be  adopted  as  introduced  and,  Mr.  President,  1 
so  move.” 

RESOLUTION  No.  41-73 
Smoking  Areas  in  some  Ohio  Schools 

WHEREAS,  The  medical  profession  is  on  record  as  con- 
sidering smoking  hazardous  to  health ; and 

WHEREAS,  The  American  Medical  Association  and  Na- 
tional Education  Association  through  their  Joint  Com- 
mittee on  Health  Problems  in  Education  — and  the 
Ohio  State  Medical  Association  through  its  Committee 
on  School  Health  — are  advocating  comprehensive 
health  education  programs  which  include  units  on  the 
hazards  of  smoking  for  Ohio  pupils,  THEREFORE, 
BE  IT 

RESOLVED,  That  the  Ohio  State  Medical  Association 
urge  the  Ohio  Department  of  Education,  Ohio  School 
Boards  Association,  the  Ohio  Education  Association 
and  the  Division  of  Health  Education,  Ohio  Depart- 
ment of  Health,  to  exert  their  influence  to  eliminate 
a current  “double  standard”  in  some  Ohio  schools  by 
discouraging  the  development  of  smoking  areas  within 
school  buildings  for  faculty  and  students  at  the  ex- 
pense of  taxpayers,  and  BE  IT  FUR'LHER 

RESOLVED,  That  copies  of  this  resolution  be  forwarded 
to  the  aforementioned  organizations. 

By  official  action  Resolution  No.  41-73  was 
adopted. 

RESOLUTION  NO.  49-73 
Maternity  Hospital  Regulations 

“The  Committee  next  considered  Resolution 
No.  49-73  entitled  ‘Maternity  Hospital  Regula- 
tions’ submitted  by  the  Stark  County  Medical  So- 
ciety. 

“All  the  participants  in  the  open  session  of 
this  Committee  felt  the  resolution  was  timely  and 
pertinent.  The  executive  session  of  the  Committee 
concurred  and  recommended  that  it  be  adopted 
without  change  and,  Mr.  President,  I so  move.” 


RESOLUTION  No.  49-73 

WHEREAS,  The  Division  of  Child  Hygiene  of  the  De- 
partment of  Health  of  the  State  of  Ohio  periodically, 
by  law,  inspects  the  maternity  divisions  of  hospitals  in 
the  State  of  Ohio,  and 

WHEREAS,  The  inspectors  (consultants)  assigned  by 
this  Division  have  again  enlarged  upon  the  areas  in 
which  they  claim  authority  to  inspect,  and 

WHERE.^S,  Many  of  the  recommendations  of  the  in- 
spectors are  written  in  a manner  implying  that  imple- 
mentation of  the  recommendations  is  required  for  con- 
tinuation of  the  maternity  license  . . . when,  in  fact,  it 
is  not,  and 

WHEREAS,  The  House  of  Delegates  of  the  Ohio  State 
Medical  Association  expressed  its  disapproval  of  these 
practices  in  “Amended  Resolution  on  Maternity  Hos- 
pital Inspections,”  (1960)  THEREFORE,  BE  IT 

RESOLVED,  That  inspectors  reports  which  claim  viola- 
tion (s)  of  the  Maternity  Hospital  Regulations  of  the 
Sanitary  Code  of  the  State  of  Ohio  shall  list  by  num- 
ber which  section (s)  of  the  Regulations  are  being 
violated  and,  BE  IT  FURTHER 

RESOLVED,  That  recommendations  not  specific  to  the 
Maternity  Hospital  Regulations  be  clearly  noted  as 
such,  with  the  further  written  statement  that  failure  to 
implement  such  recommendations  shall  in  no  way  con- 
stitute a threat  of  revocation  of  a maternity  hospital 
license. 

By  official  action.  Resolution  No.  49-73  was 
adopted. 

RESOLUTION  NO.  50-73 
Waiver  of  OSMA  Dues  at  Age  70 

“The  Committee  next  dealt  with  a perennial 
favorite,  Resolution  No.  50-73,  submitted  by  the 
.Academy  of  Medicine  of  Toledo  and  Lucas 
Countv  and  entitled  ‘\\'aiver  of  OSM.A  Dues  at 
Age  70.’ 

“The  Committee  was  the  recipient  of  no  dis- 
cussion with  regard  to  this  resolution.  It  did  note 
that  prev  ious  similar  resolutions  concerning  waiver 
of  dues  on  the  basis  of  age  have  been  introduced  in 
1950,  1951,  1952,  1958,  1964,  1965,  and  1972  and 
that  none  of  these  had  been  adopted. 

“It  again,  as  in  the  past,  w'as  the  unanimous 
opinion  of  the  Committee  that  this  resolution 
should  be  not  adopted  and,  Mr.  President,  I so 
move.” 

By  official  action.  Resolution  No.  50-73  was 
defeated. 

RESOLUTION  NO.  53-73 
Constitutional  Amendment  to  Protect  the  Right  to  Life 

“The  next  resolution  considered  by  our  Com- 
mittee was  Resolution  No.  53-73,  entitled  ‘Con- 
stitutional Amendment  to  Protect  the  Right  to 
Life.’ 

“The  Committee  heard  a great  deal  of  testi- 
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inony  from  tlie  various  members  of  tlie  Oiiio  State 
Medical  Association  who  appeared  before  it. 

‘‘It  should  be  sufficient  to  note,  that  there  is 
wide  divergence  of  thinking  on  this  most  sensitive 
and  delicate  (juestion.  We  need  not  resolve  the 
difficult  cjuestion  of  when  life  begins  when  tho.se 
trained  in  the  respected  disciplines  of  medicine, 
philosophy  and  theology  are  unable  to  arrive  at 
any  consensus.  This  Committee,  at  this  point  in 
the  development  of  man’s  knowledge,  is  not  in  a 
position  to  speculate  as  to  the  answer  and  on  this 
basis  it  was  the  unanimous  opinion  of  our  Com- 
mittee that  Resolution  No.  33-73,  be  not  adopted 
and,  Mr.  President,  I so  move.” 

By  official  action.  Resolution  No.  53-73  was 
defeated. 

RESOLUTION  NOS.  13-73,  40-73  AND  52-73 
Abortion 

“The  final  resolutions  considered  by  our 
Committee  were  numbers  13-73,  40-73,  and  52-73. 

“These  resolutions  all  deal  with  the  highly 
controversial  subject  of  abortion. 

“The  Ciommittee  was  in  receipt  of  a great 
deal  of  intelligent,  pertinent  and  informative  ma- 
terial presented  to  it  by  the  participants  in  the 
open  session  of  the  Committee. 

“The  Committee  was  particularly  grateful  to 
Doctors  Leicht,  Sanders  and  Kilroy  of  the 
Cleveland  Academy  of  Medicine  and  was  also 
deeply  grateful  to  Dr.  John  Cashman,  Ohio  Di- 
rector of  Health,  as  well  as,  to  Dr.  Anthony 
Ruppersberg,  Chairman  of  the  Committee  on 
Maternal  Health  of  the  Ohio  State  Medical 
Association. 

“After  much  deliberation,  it  was  felt  that  this 
particular  problem  involved  many  technical  as 
well  as  moral  issues  which  could  not  all  be  re- 
solved. It  was  the  judgment  of  the  Committee, 
however,  that  these  three  resolutions  could  be  best 
presented  to  the  House  of  Delegates  in  the  form  of 
a single  substitute  resolution  hereafter  called  sub- 
stitute resolution  No.  13-73  and  entitled  ‘Abortion 
as  a Medical  Procedure.’  ” 

SUBSTITUTE  RESOLUTION  NO.  13-73 
Abortion  as  a Medical  Procedure 

WHEREAS,  Recent  U.S.  Supreme  Court  decisions  have 
effectively  struck  down  all  legal  restrictions  regarding 
the  performance  of  abortions  in  the  state  of  Ohio  and, 

WHEREAS,  The  entire  responsibility  for  the  procedure 
rests  with  the  individual  physician  in  the  exercise  of 
his  medical  judgment  and, 

WHEREAS,  The  Committee  on  Maternal  Health,  after 
much  study  and  deliberation,  has  recently  issued  a 
statement  of  policy  on  abortion  and, 

WHEREAS,  This  statement  of  policy  seems  to  embody 
the  guidelines  that  would  best  serve  the  members  of 


the  Ohio  Slate  Medical  .Association  in  regard  to  this 
particular  subject  in  light  of  the  recent  Supreme 
Court  decisions,  THEREFORE,  BE  IT 

RESOLVED,  That  the  House  of  Delegates  of  the  Ohio 
State  Medical  .Association  adopt  as  its  jtolicy  the 
statement  on  abortion  issued  by  the  Ohio  State  Medi- 
cal Association’s  Committee  on  Maternal  Health, 
WITH  IHE  EXCEPTION  THAT  ABORTION 
UPON  REQUEST,  LIKE  ANY  O THER  MEDICAL 
PROCEDURE,  SHOULD  BE  PERFORMED  ONLY 
IN  THE  M.A'TERNAL  PA  TIENT'S  BEST  INTER- 
ESTS, .AND  THE  S TANDARDS  OF  SOUND  CLIN- 
ICAL JUDGMENT,  WHICH  TOGETHER  WITH 
INFOR.MED  MATERNAL  PATIENT  CONSENT, 
SFIOULD  BE  DETERMINATIVE  ACCORDING 
TO  THE  MERI  TS  OF  EACH  INDIVIDUAL  CASE. 

“A  copy  of  this  statement  on  abortion  issued 
by  the  Ohio  State  Medical  Association’s  Commit- 
tee on  Maternal  Health  previously  referred  to  is 
as  follows: 

“This  Statement  is  based  on  a Statement  is- 
sued by  the  .American  College  of  Obstetricians  and 
Gynecologists,  issued  on  February  10,  1973  and 
amended  by  deletion  and  insertion  by  the  OSM.A 
Maternal  Health  Committee.  This  statement  in- 
volves terminology  that  has  been  approved  by  the 
American  Aledical  Association,  the  American  Col- 
lege of  Obstetricians  and  Gynecologists  and  the 
American  Pediatric  Association.” 


STATEMENT  ON  ABORTION  OF  OSMA 
COMMITTEE  ON  MATERNAL  HEALTH 

In  view  of  the  recent  decision  of  the  United  States 
Supreme  Court  on  abortion  the  following  statement  is 
issued  by  the  Ohio  State  Medical  Association’s  Com- 
mittee on  Maternal  Health. 

Abortion  shall  mean  an  operation  to  intentionally 
terminate  a pregnancy  with  a live  or  stillborn  fetus 
weighing  500  gms.  or  less,  or  under  20  completed  weeks 
of  gestation.  For  its  performance,  adequate  facilities, 
equipment  and  piersonnel  are  required  to  assure  the 
highest  standards  of  patient  care. 

First  trimester  abortions  (up  to  12  weeks  since  con- 
ception) should  be  performed  in  a hospital  or  in  a facil- 
ity that  offers  the  basic  safeguards  provided  by  hospital 
admission  and  has  immediate  hospital  back-up.  Such  a 
facility  should  be  accredited  by  the  Joint  Commission 
on  .Accreditation  of  Hospitals  or  licensed  by  the  State 
of  Ohio. 

Abortions  beyond  the  first  trimester  should  be  per- 
formed in  a hospital. 

Facilities  for  the  performance  of  first  trimester 
abortions  should  include  appropriate  surgical,  anesthetic 
and  resuscitation  equipment.  In  addition,  the  following 
should  be  provided: 

1.  Verification  of  the  diagnosis  and  duration  of 
pregnancy. 

2.  Pre-operative  instructions  and  counselling. 

3.  Recorded  pre-operative  history  and  physical  ex- 
amination, particularly  directed  to  identification  of  pre- 
existing or  concurrent  illnesses  or  drug  sensitivities  that 
may  have  a bearing  on  the  operative  procedures  or  the 
anesthesia. 

4.  Laboratory  procedures  as  usually  required  for  a 
hospital  admission,  including  blood  type  and  Rh  factor. 

5.  Prevention  of  Rh  sensitization. 

6.  A receiving  facility  where  the  patient  may  be 
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prepared  and  receive  necessary  pre-operative  medication 
and  observation  prior  to  the  procedure. 

7.  A recovery  facility  in  which  the  patient  can  be 
observed  until  she  has  sufficiently  recovered  from  the 
procedure  and  the  anesthesia  and  can  be  safely  dis- 
charged by  the  physician. 

8.  Post-operative  instructions  and  arrangements  for 
follow-up  including  family  planning  advice. 

9.  .Adequate  permanent  records. 

It  is  recognized  that  abortion  may  be  performed  at 
a patient’s  request  or  upon  a physician’s  recommenda- 
tion. No  physician  should  be  required  to  perform,  nor 
should  any  patient  be  forced  to  accept  an  abortion. 

The  usual  informed  consent,  including  operative 
permit,  should  be  obtained.  The  same  indications  for 
consultation  should  apply  to  abortions  as  to  other  medi- 
cal-surgical procedures. 

Abortion  should  be  performed  only  by  licensed 
physicians  who  are  qualified  to  identify  and  manage 
those  complications  that  may  arise  from  the  procedure. 


“The  Committee  therefore  recommends  that 
Substitute  Resolution  No.  13-73,  be  adopted  by 
this  House  of  Delegates  and,  Mr.  President,  I so 
move.” 

By  official  action  Substitute  Resolution  No. 
13-73,  was  amended  by  the  House  as  indicated  by 
capital  letters  and  was  adopted  as  amended, 

“Mr.  President,  I move  the  adoption  of  this 
(amended)  report  of  Resolutions  Committee  No. 
2 as  a whole. 

“I  wish  to  e.xpress  my  sincere  thanks  to  all  of 
the  members  of  my  Committee  for  their  thought- 
ful consideration  of  all  resolutions  presented  to  it. 
I wish  also  to  thank  our  legal  counsel,  Mr.  James 
Pohlman,  for  his  support  on  reviewing  this  report. 
In  addition  my  appreciation  is  extended  to  all  of 
those  who  presented  testimony  and  lending  their 
insight  and  wi.sdom  to  the  resolutions  under  dis- 
cussion and  my  special  thanks  to  the  executive  and 
secretarial  staff  of  the  Ohio  State  Medical  Asso- 
ciation. 

“The  members  of  my  Committee  who  gave 
enthusiastically  of  their  time  and  expertise  and 
who  respectfully  submit  this  report  are:  Peter  A. 
Overstreet,  Lucas  County;  Frank  P.  Cleveland, 
Hamilton  County;  Jerry  L.  Hammon,  Miami 
County;  Paul  E.  Lyon,  Marion  County;  Jack 
Schreiber,  Mahoning  County;  Philip  T.  Dough- 
ten,  Tuscarawas  County;  Roger  P.  Daniels,  Meigs 
County;  Leland  P.  Randles,  Athens  County; 
Henry  A.  Crawford,  Cuyahoga  County;  S.  Baird 
Pfahl,  Jr.,  Erie  County;  Jasper  M.  Hedges,  Chair- 
man, Pickaway  County.” 

By  official  action  the  report  of  Resolutions 
Committee  No.  2 as  a whole,  as  amended,  was 
approved  by  the  House  of  Delegates. 


Report  of  Resolutions  Committee  No.  3 

In  the  absence  of  Dr.  Clarence  L.  Pluggins, 
Chairman  of  Resolutions  Committee  No.  3,  Dr. 
Robert  S.  Heidt,  a member  of  the  committee  re- 
ported for  Resolutions  Committee  No.  3. 

“Resolutions  Committee  No.  3 had  for  its 
consideration  the  following  resolutions:  Resolution 
Nos.  6,  11,  16,  18,  22,  25,  27,  33,  34,  35,  36,  39, 
and  46.” 


RESOLUTION  NOS.  6-73  AND  16-73 

“Resolution  No.  6-73  entitled  Provider  Agree- 
ment (by  the  Delaware  County  Medical  Society) 
and  No.  16-73  entitled  Ohio  Department  of  Public 
Welfare  Regulations  (by  the  Ross  County  Medical 
Society)  had  a commonality  of  purpose  and  a 
remarkable  similarity  of  content.  For  that  reason 
they  were  combined  to  form  a substitute  resolu- 
tion.” 


SUBSTITUTE  RE.SOLUTION  NO.  6-73 

Ohio  Department  of  Public  Welfare 
Provider  Agreement 

WHERE.AS,  The  regulations  issued  by  the  Ohio  De- 
partment of  Public  Welfare  (ODPW),  on  September 
1,  1972  provide  for  the  inspection  of  personal  case 
histories  of  patients  by  third  party  lay  inspectors; 
this  being  contrary  to  the  ethics  of  medicine,  which 
require  the  maintenance  of  confidentiality,  the  de- 
struction of  which  will  critically  impair  the  physician- 
patient  relationship,  and  impede  effective  medical 
treatment,  and 

WHEREAS,  This  agreement  requires  that  physicians 
must  accept  payment  for  their  services  on  a fee  profile 
developed  by  the  ODPW,  this  profile  being  unknown, 
and  their  being  no  recourse  to  the  ODPW  decisions 
on  payment,  and 

WHEREAS,  'I'his  agreement  is  a blatant  coercion  of  the 
medical  profession  by  an  agency  of  the  government, 
THEREFORE,  BE  IT 

RESOLVED,  That  the  Ohio  State  Medical  Association 
go  on  record  as  being  opposed  to  the  p>fovidgr  agree- 
ment, and  that  dts-^ember  physicians  be  encouraged 
te — refu'.e — to  enter  into  any  such  oontroet  ^^'ith  the 
Welfare — Department, — and- -te — roK'oko — ftfty — contract 
ftlreadv  in  force.  CONTINUING  OUR  OPPOSI- 
TION TO  THE  PROA  IDER  .AGREE.MENT,  and 
BE  IT  FURTHER 


RESOLVED,  THAT  THE  OHIO  STATE  MEDICAL 
ASSOCIATION,  THROUGH  A RESOLUTION  TO 
THE  AMA,  AS  WELL  AS  THROUGH  ALL 
OTHER  POSSIBLE  AVENUES  FOR  RELIEF,  AT- 
TEMPT TO  ALLOW  THE  PHYSICIANS  OF  THE 
STATE  OF  OHIO  TO  CONTINUE  TREATMENT 
OF  THE  POOR,  WITHOUT  THE  NECESSITY 
OF  SIGNING  SUGH  AN  INSULTING  CON- 
TRACT AS  THAT  WHICH  IS  NOW  REQUIRED 
BY  THE  OHIO  DEPARTMENT  OF  WELFARE, 
AND  BE  IT  FURTHER 

RESOLVED,  That  the  Ohio  State  Medical  Association 
recommend  that  its  members  continue  to  treat  patients 
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as  always,  in  the  highest  medical  tradition  without 
discrimination  referable  to  race  or  ability  to  pay, 
AND  TO  Bll.I.  THE  OHIO  DEPARTMENT  OF 
PUBLIC  \VELFARE  FOR  SERVICES  TO  WEL- 
FARE PA'l'IEN  I S,  FOR  INDIVIDUAL  SERVICES 
RENDERED,  CONSISTENT  WITH  THE  “FAIR 
FEE  CONCEPT”  ALREADY  ACCEPTED  BY  THE 
OSMA  FOR  ALL  PATIENTS. 

“The  Coinniittee  rccoimnends  its  acceptance 
and  I so  move.” 

By  official  action,  the  House  voted  to  amend 
Substitute  Resolution  No.  6-73  as  indicated  by  the 
strike-out  deletions,  and  by  the  additions  set  forth 
in  capital  letters,  then  adopted  it. 

RESOLUTION  NO.  11-73 
Emergency  Medical  Care 

“Resolution  No.  11-73  Emergency  Medical 
Care  (by  the  .Veademy  of  Medicine  of  Cleveland). 
There  were  minor  amendments  made  to  the 
resolution  by  its  author  properly  designating  com- 
mittees improperly  designated  in  the  original  sub- 
mission of  the  resolution  and  a deletion  of  the 
suggested  telephone  number  due  to  a noncon- 
formity of  the  various  telephone  companies  operat- 
ing in  the  State  of  Ohio.” 

AMENDED  RESOLUTION  NO.  11-73 

WHEREAS,  Each  year  one  in  four  Americans  will 
sustain  a serious  accident  with  400,000  people  dis- 
abled including  50,000  paraplegics,  and  110,000 
deaths,  at  a cost  of  20  billion  dollars,  and 

The  traffic  rate  has  shown  a progressive  rise  each 
year  with  traffic  deaths  alone  rising  from  39,000  in 
1961  to  57,000  in  1971,  and 

There  are  625,000  persons  who  die  from  heart 
disease  each  year,  70%  of  whom  expire  before  reach- 
ing a hospital,  and 

WHEREAS,  The  majority  of  ambulance  service  in  the 
State  of  Ohio  is  primarily  transportation  service  with 
few  attendants  having  completed  advanced  medical 
technician’s  training,  and 

WHEREAS,  It  has  been  shown  by  the  military  and  by 
those  communities  already  using  advanced  emergency 
medical  care  technology,  that  improved  emergency 
medical  care  (before  reaching  a medical  facility)  will 
significantly  reduce  death,  disability  and  ultimately 
cost,  and 

WHEREAS,  The  AMA,  American  College  of  Surgeons, 
American  Heart  Association,  American  Trauma  So- 
ciety, National  Academy  of  Science,  Department  of 
Transportation,  and  others  have  all  recommended  the 
development  of  improved  emergency  medical  care 
techniques  with  all  possible  speed,  THEREFORE  BE 
IT 

RESOLVED,  That  the  Ohio  State  Medical  Association 
through  its  Emergency  and  Disaster  Medical  Care 
Committee,  and  in  cooperation  with  the  Ohio  Health 
Service  Coordinating  Council  of  the  Department  of 
Health  and  other  agencies  involved  in  improving 
emergency  health  care,  stimulate  and  encourage  the 
development  of  improved  emergency  medical  care  and 
transportation  in  communities  throughout  the  state 
with  emphasis  on  the  following:  (1)  an  integrated 

communication  system;  (2)  establishment  of  a uni- 


\ersal  toll  free  medical  emergency  phone  number; 
(a)  categorization  of  all  emergency  departments 
throughout  the  state  by  the  local  county  medical 
societies  following  guidelines  establi.shed  by  the 
OSMA;  (4)  stanclardization  of  ambulance  technicians 
(EMT)  training,  examination,  and  certification  as  well 
as  ambulance  and  MICU  forms;  (5)  encouragement 
of  insurance  companies  to  develop  broad  plans  for 
payment  of  ambulance  and  emergency  services;  (6) 
development  of  plans  for  education  of  the  public 
regarding  their  entry  and  their  role  in  emergency 
medical  care. 

“The  Committee  recommends  acceptance  of 
this  amended  resolution  and  I so  move.” 

By  official  action  Amended  Re.solution  No. 
11-73  was  adopted. 


RE.SOLUTION  NOS.  18-73,  22-73  AND  34-73 

“The  next  resolution  for  consideration  was 
No.  18-73  Discrimination  Against  Physicians  (by 
the  Ross  County  Medical  Society) . This  was  dis- 
cussed simultaneously  with  Resolution  No.  22-73 
Price  Control  (by  the  Council  of  the  Lake  County 
Medical  Society)  and  Resolution  No.  34-73  Gov- 
ernment Controls  (by  the  Huron  County  Medical 
Society),  again  because  of  their  commonality  of 
purpose.  Resolutions  No.  18-73  and  22-73  re- 
quested that  ‘class  action’  type  legal  action  be 
taken.  It  was  pointed  out  to  the  Committee  that 
in  order  for  a ‘class  action’  suit  to  be  brought  by 
an  aggrieved  party  that  said  party  must  show 
( 1 ) that  he  has  sustained  injury  as  a result  of  the 
matter  under  consideration,  and  (2)  must  have 
exhausted  all  of  the  means  of  administrative  re- 
lief. The  Ohio  State  Medical  Association  could 
not  show  that  it,  as  an  entity,  had  sustained  in- 
jury. It  was  suggested  that  any  member  of  the 
organization  who  had  been  injured,  and  felt  so 
disposed,  might  initiate  a suit  such  as  that  sug- 
gested in  Resolutions  No.  18  and  22,  and  that  the 
full  weight  of  the  OSMA  and  the  AMA  would 
be  brought  to  bear  on  his  behalf.  Having  disposed 
of  the  legal  facet  of  Resolutions  18,  22,  and  34, 
we  submit  the  following  substitute  resolution. 

AMENDED  SUBSTITUTE  RESOLUTION  NO.  18-73 

Discrimination  Against  Physicians  by  Phase  III 

WHEREAS,  The  physicians  of  this  nation  in  cooperation 
with  the  spirit  of  “Phase  II”  demonstrated  quanti- 
tatively by  the  minimal  degree  to  which  fees  increased, 
even  below  the  federal  guidelines,  a willingness  of 
conformity  and  cooperation  unmatched  by  any  other 
significant  segment  of  the  economy,  and 

WHEREAS,  Those  rendering  medical  and  health  services 
have  been  almost  singularly  and  discriminatorily  re- 
stricted to  price  increases  of  2.5%  yearly,  continued 
from  Phase  II  to  Phase  HI,  as  opposed  to  all  other 
services  and  industries,  and 

WHEREAS,  This:  (1)  is  in  violation  of  the  intent  of 
the  United  States  Constitution,  (2)  represses  and 
suppresses  individual  initiative,  (3)  is  very  inimical 
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to  the  concept  of  a free  market  economy  and  limited 
government,  (4)  violates  the  most  basic  fundamental 
God  given  and  constitutionally  guaranteed  “right  to 
contract”  between  two  parties,  THEREFORE  BE  IT 

RESOLVED,  That  the  Ohio  State  Medical  Association 
undertake  all  necessary  steps,  including  distribution  to 
members  of  Congress,  to  have  the  discriminatory, 
arbitrary,  illogical  and  capricious  decisions  of  the  Pay 
Board  set  aside.  AND,  BE  IT  FURTHER 

RESOLVED,  THAT  LHE  OHIO  STATE  MEDICAL 
ASSOCIATION  CONSIDER  SUPPORT  IN  AP- 
PROPRIATE LEGAL  MANNER  THE  EFFORTS 
OF  O.S.M.A.  MEMBERS  SEEKING  LEGAL  RE- 
DRESS FOR  INJURIES  DUE  TO  THE  DIS- 
CRIMINATORY REGULATIONS  OF  THE  PAY 
BOARD  AND  THAT  THE  O.S.M.A.  INSTRUCT 
ITS  DELEGATES  TO  THE  A.M.A.  TO  INTRO- 
DUCE A KINDRED  RESOLUTION  TO  THAT 
BODY.  AND,  BE  IT  FURTHER 

RESOLVED,  That  the  House  of  Delegates  of  the  Ohio 
State  Medical  Association  send  a copy  of  this  Reso- 
lution to  every  state  medical  association  throughout 
the  country,  hoping,  thereby,  that  they  might  follow 
a similar  procedure. 

“The  Committee  recommends  the  acceptance 
of  this  substitute  resolution  and  I so  move.” 

By  official  action,  the  House  voted  to  amend 
Substitute  Resolution  No.  18-73  as  indicated  by 
tbe  additions  set  forth  in  capital  letters,  then 
adopted  it. 

RESOLUTION  NOS.  25-73  AND  39-73 

“The  Committee  next  considered  Resolution 
No.  25-73,  Confidentiality  (by  the  Council  of  the 
Lake  County  Medical  Society)  simultaneously 
with  Resolution  No.  39-73  Confidentiality  of 
Medical  Records  Protection  Thereof  (by  the  Hu- 
ron Medical  Society).  These  two  resolutions  pre- 
sented the  greatest  challenge  to  Resolutions  Com- 
mittee No.  3 in  that  three  forces,  not  necessarily 
competitive  one  with  the  other,  sought  to  main- 
tain that  which  is  considered  essential  to  the 
preservation  of  the  doctor-patient  relationship  and 
the  financial  underwriting  of  the  services  atten- 
dant thereto.  Namely : ( 1 ) the  right  of  the  patient 
to  disclose  freely  to  his  doctor  any  and  all  aspects 
of  his  life  without  that  information  falling  into 
alien  hands,  (2)  the  right  of  the  doctor  to  imprint 
on  the  chart  any  and  all  information  concerning 
the  patient  without  fear  of  alien  intrusion,  and 
(3)  the  right  of  third  parties  to  perform  their 
fiduciary  responsibility  for  their  boards  of  trustees, 
stockholders,  etc.,  to  justify  each  expenditure  un- 
der their  contractual  obligations.  The  following  is 
a substitute  resolution  attempting  to  reconcile 
those  differences.” 

AMENDED  SUBSTITUTE  RESOLUTION  NO.  25-73 

Preservation  of  the  Confidentiality  of  Medical  Records 

WHEREAS,  The  progressive  invasion  of  the  confiden- 
tiality of  medical  records  has  had  a demonstrable 


effect  of  deterioration  on  the  normal  doctor-patient 
relationship,  and 

WHEREAS,  The  full  benefits  of  modern  medical  tech- 
nology demands  that  the  patient  make  full  and  free 
disclosure,  and 

WHEREAS,  The  likelihood  of  full  and  free  disclosure 
on  the  part  of  the  patient  depends  upon  his  assurance 
that  said  knowledge  will  be  used  only  for  his  receiving 
the  full  benefits  of  medical  technology,  and 

WHEREAS,  The  doctor  in  the  application  of  modern 
medical  technology  for  the  benefit  of  the  patient  re- 
quires that  his  actions  not  be  used  to  breach  one  of 
the  most  sacred  trusts  known  to  man,  namely  “the 
doctor-patient  relationship,”  and 

WHEREAS,  A certain  amount  of  medical  information 
referable  to  services  rendered  to  enrollees  in  third 
party  programs  underw'riting  medical  services  is  nec- 
essary for  the  responsible  administration  of  said  pro- 
grams, BE  IT  THEREFORE 

RESOLVED,  That  the  Ohio  State  Medical  Association 
in  conjunction  with  the  JCAH,  the  necessary  state 
insurance  regulatory  bodies  and  appropriate  federal 
regulatory  insurance  bodies  formulate  the  format  for 
a standardized  “Face  Sheet”  for  all  hospital  charts 
which  will  incorporate  all  of  the  information  necessary 
for  third  parties  to  carry  out  their  contractual  obli- 
gations in  a responsible  manner,  and  BE  IT  FUR- 
THER 

RESOLVED,  That  should  IT  BECOME  NECESSARY 
THAT  more  “in-depth  information”  be  required,  at 
that  time,  a second,  and  properly  designated,  “autho- 
rization for  the  release  of  information”  form  be 
obtained;  and  that  a necessary  requisite  to  obtain  this 
form  be  that  the  patient  is  fully  informed  referable  to 
the  nature  of  this  extraordinary  step  and  that  the 
signatures  of  both  the  patient  and  the  doctor  be  re- 
quired on  said  form,  and  BE  IT  FURTHER 

RESOLVED,  That  the  OSMA,  through  the  appropriate 
mechanism,  have  introduced  in  the  state  legislature 
the  necessary  enabling  legislation  to  validate  these 
actions. 

“The  Committee  recommends  acceptance  of 
this  resolution  and  I so  move.” 

By  official  action  Substitute  Resolution  No. 
25-73  was  amended  as  indicated  by  capital  letters 
and  was  adopted. 

RESOLUTION  NO.  27-73 
Welfare 

“The  next  resolution  for  consideration  was 
Resolution  No.  27-73  Welfare  (by  the  Council  of 
the  Lake  County  Medical  Society) . The  resolution 
requested  that  the  OSMA  add  its  voice  to  en- 
courage censure  by  the  Governor  of  the  State  of 
Ohio  of  the  Ohio  Department  of  Public  Welfare. 
Extensive  material  and  testimony  was  produced  to 
show  that  a persistent  high  shrill  voice  on  the  part 
of  the  OSMA  in  this  direction  had  been  evident 
for  a considerable  period  of  time.  It  was  pointed 
out  that  the  representatives  of  the  OSMA  had 
shown  concern  but  that  the  House  of  Delegates 
itself  had  not  gone  on  record  in  this  regard.  To 
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pertonn  this  function  Amended  Resolution  No. 
27-73  was  amended  as  follows:” 

AMENDED  RESOLUTION  NO.  27-73 

AVHERE.AS,  The  federal  go\ernment  and  the  state  gov- 
ernment ha\e  undertaken  the  financial  responsibility 
of  the  health  care  of  the  poor,  and 

\VHERE.\S,  rhe  state  legislature  has  not  adequately 
funded  the  program  to  the  extent  necessary  to  carry 
out  the  promises  made,  and 

WHERE.AS,  'I'he  members  of  the  Ohio  State  Medical 
•Association  in  providing  the  services  for  which  the 
state  has  not  met  its  financial  responsibility  to  under- 
write have  themselves,  by  default,  been  required  to  be 
the  underwriters,  BE  IT  THEREFORE 

RESOLVED,  That  the  House  of  Delegates  of  the  Ohio 
State  Medical  Association  concurs  in  the  action  of  The 
Council  and  the  appropriate  committees  of  the  OSMA 
in  pointing  out  the  deficiencies  in  the  state  adminis- 
tered program,  and  lends  its  full  support  to  all  re- 
sponsible actions  in  this  direction. 

“The  Committee  recommends  acceptance  of 

this  amended  resolution  and  I so  move.” 


By  official  action  Amended  Resolution  No. 
27-73  was  adopted. 


RESOLUTION  NOS.  33-73  AND  35-73 

“The  Committee  next  considered  Resolution 
No.  33-73,  Deceased  Medicare  Beneficiaries’  Bills 
to  be  Paid  in  Usual  and  Customary  Fashion  (by 
the  Huron  County  Medical  Society)  and  because 
of  its  close  relationship  with  Resolution  No.  35-73 
Medicare  Should  Honor  ‘Itemized’  Bill  of  De- 
ceased (by  the  Huron  County  Medical  Society) 
chose  to  combine  the  two  resolutions  and  offers 
the  following  substitute  resolution.” 

SUBSTITUTE  RESOLUTION  NO.  33-73 

Deceased  Medicare  Beneficiaries’  Bill 

WHEREAS,  The  Social  Security  Administration  reim- 
burses Medicare  beneficiaries  upon  presentation  of  an 
itemized  bill  only,  and 

WHEREAS,  'I'be  Social  Security  Administration  through 
its  intermediaries,  request  that  when  the  beneficiary 
is  deceased  the  bill  submitted  must  be  paid  and  re- 
ceipted (rather  than  itemized  only)  before  payment  is 
made  to  the  estate  and/or  the  doctor,  and 

WHEREAS,  If  the  beneficiary  is  deceased  and  there  is 
no  estate  or  relative  the  Social  Security  Administration 
requires  that  the  doctor  either  accept  the  assignment 
or  can  receive  no  payment  whatever,  and 

WHEREAS,  This  is  an  unnecessary  imposition  on  both 
the  relatives  of  the  deceased  and  the  physician,  and 
THEREFORE  BE  IT 

RESOLVED,  That  the  Social  Security  Administration 
be  apprised  through  the  appropriate  channels  of  the 
inequity  of  treatment  between  living  and  dead  bene- 
ficiaries, and  BE  IT  FURTHER 


RESOLVFiD,  That  the  Social  Security  Administration 
be  requested  to  honor  payment,  in  whatever  amount, 
of  an  itemized  bill  substantiating  legitimate  services  to 
a deceased  beneficiary. 

“The  Committee  recommends  acceptance  of 
this  substitute  resolution  and  I so  mov'e.” 

By  official  action  Substitute  Resolution  No. 
33-73  was  adopted. 

RESOLUTION  NO.  36-73 
Revenue  Sharing  and  Health  and  Medical  Services 

“The  Committee  next  considered  Resolution 
No.  36-73  which  as  originally  submitted  was  re- 
stricted to  Huron  County.  The  Huron  County 
Delegation  in  a magnanimous  gesture  of  sharing 
their  experience  with  the  remainder  of  the  state 
agreed  to  an  amendment  of  their  resolution  as 
follows:” 

AMENDED  RESOLUTION  NO.  36-73 

WHEREAS,  Congress  recently  has  passed  the  Revenue 
Sharing  Act,  and 

WHEREAS,  It  was  reported  by  the  Huron  County 
Commissioners  that  this  Act  makes  funds  available  for 
expenditure  for  health  and/or  medical  services  for  the 
residents  of  Huron  County  and  other  counties, 
THEREFORE  BE  IT 

RESOLVED,  That  OSMA  offer  all  county  commis- 
sioners the  suggestions,  and  guidance  of  the  local 
county  medical  society  prior  to  expenditure  of  such 
funds  for  health  and/or  medical  services,  and,  BE  IT 
FURTHER 

RESOLVED,  That  the  House  of  Delegates  of  the  Ohio 
State  Medical  Association  distribute  this  resolution  to 
the  various  county  medical  societies  with  the  hope 
that  the  county  commissioners  of  the  respective  88 
counties  in  Ohio  might  see  the  wisdom  of  this  resolu- 
tion and  seize  the  opportunity  to  help  their  own 
county  residents  who  are  in  need  of  financial  assist- 
ance for  their  health  and  medical  care  services. 

“The  Committee  recommends  the  acceptance 
of  this  amended  resolution  and  I so  move.” 

By  official  action  Amended  Resolution  No. 
36-73  was  adopted. 

RESOLUTION  NO.  46-73 
Medicare  Reimbursement 

“The  final  resolution  for  consideration  by  this 
Committee  w'as  Resolution  No.  46-73  Medicare 
Reimbursement  (by  the  Summit  County  Medical 
Society).  The  resolution  as  submitted  alluded  to 
the  fact  that  the  Medicare  administrative  regula- 
tions presently  permit  reimbursement  for  only  one 
visit  per  calendar  month  for  patients  in  nursing 
homes  or  extended  care  facilities.  A review  of 
‘Part  B Intermediary  Letter,  No.  70-32,  Novem- 
ber 1970’  entitled  Medicare  Reimbursement  for 
Physicians’  Visits  to  Nursing  Home  Patients  read 
as  follows:  ‘Physicians’  visit  to  nursing  home  pa- 
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tients — frequency  of  visit — Medicare  reimburse- 
ment can  be  made  for  one  physician  visit  to  the 
same  patient  in  a nursing  home  in  a calendar 
month,  on  the  presumption  that  such  a visit  is 
medically  necessary  for  a person  whose  condition 
requires  him  to  reside  in  the  home.  Further  visits 
are  reimburseable  only  in  the  case  of  a claim  in 
which  the  physician  has  adequately  substantiated 
the  need  for  more  frequent  visit  to  the  specific 
patient.  Back  references:  Paragraph  3110,  3190, 
4030; 

“The  resolution  as  submitted  was  at  variance 
with  the  last  published  regulation  of  the  Medicare 
administrative  program.  Several  examples  were 
given  by  those  participating  in  the  discussion  sug- 
gesting that  the  intermediary  agent  had  an  inter- 
pretation that  did  not  conform  w'ith  the  written 
regulation.  This  Committee  would  like  to  suggest 
that  The  Council  direct  the  appropriate  commit- 
tee to  ascertain  from  the  involved  intermediary 
the  reason  for  the  obvious  nonconformity  with  the 
written  regulation. 

“Because  Resolution  No.  46-73,  as  submitted, 
is  an  apparent  misinterpretation  of  the  written 
regulation  this  Committee  recommends  that  it  not 
be  adopted  and  I so  move.” 

By  official  action  the  House  voted  to  reject 
Resolution  No.  46-73. 

“This  Committee  wishes  to  thank  all  of  those 
who  appeared  before  it  to  lend  their  collective 
efforts  and  wisdom  to  its  deliberations.  We  also 
wish  to  thank  those  members  of  the  staff  who 
facilitate  our  work  in  its  several  dimensions.  And 
I personally  wish  to  thank  each  of  the  members 
of  Resolutions  Committee  No.  3. 

“Respectfully  submitted : George  J.  Schroer, 
Shelby  County;  David  A.  Barr,  Allen  County; 
T.  F.  Moriarty,  Henry  County;  Keith  DeVoe,  Jr., 
Franklin  County;  Edward  E.  Grable,  Stark  Coun- 
ty; Carl  A.  Lincke,  Carroll  County;  Robert  A. 
Ringer,  Guernsey  County;  A.  Burton  Payne,  Law'- 
rence  County;  Hall  S.  Wiedemer,  Richland 
County;  Robert  S.  Heidt,  Hamilton  County; 
Clarence  L.  Huggins,  Chairman,  Cuvahoga  Coun- 
ty” 

The  report  of  Resolutions  Committee  No.  3 
as  a whole,  as  amended,  was  approved  by  the 
House. 


Report  of  Resolutions  Conmiittee  No.  4 


Dr.  Frederick  P.  Osgood,  Lucas  County,  re- 
ported for  Resolutions  Committee  No.  4,  of  which 
he  was  chairman.  The  report  read  as  follows; 


“Resolutions  Committee  No.  4 considered 
thirteen  (13)  resolutions  and  a report  from  the 
Commission  on  Medical  Education.  We  were 
pleased  to  have  so  many  of  the  members  of  the 
Association  and  knowledgeable  guests  in  atten- 
dance to  present  their  views  on  the  various  reso- 
lutions. These  were  all  carefully  weighed  and  the 
following  report  is  submitted.” 

RESOLUTION  NO.  1-73 
Members  in  Training 

“The  Reference  Committee  vote  was  divided, 
however,  a majority  were  in  agreement  and  for 
this  reason.  Mr.  President,  I move  the  adoption 
of  Resolution  No.  1-73.” 

RESOLUTION  NO.  1-73 

WHEREAS,  It  is  desirable  to  define  more  accurately 
the  status  of  those  physicians  who  are  pursuing  studies 
and  training  in  accredited  programs,  and 

WHEREAS,  It  is  desirable  to  increa.se  the  participation 
of  such  physicians  in  organized  medicine,  IT  IS 
HEREBY 

PROPOSED,  That  the  Constitution  and  Bylaws  of  the 
Ohio  State  Medical  Association  be  amended  as  fol- 
lows: 

CONSTITUTION 
ARTICLE  HI 

Section  1.  Classes  of  Members.  No.  3.  Delete  “Resi- 
dent and  Intern  Members”  and  insert  “Members  in 
Training.” 

Section  2.  Voting  Members.  The  voting  members  of 
this  Association  shall  consist  of  each  of  those  physician 
members  of  the  component  societies  who  has  complied 
with  the  eligibility  requirements  of  Chapter  1 of  the 
Bylaws  of  this  Association,  and  who  has  been  certified 
by  the  appropriate  officer  of  his  component  society  as 
being  an  active  member  or  a Member  in  Training 
in  good  standing  of  such  society,  and  whose  dues  and 
assessments  in  this  Association  for  the  current  year  have 
been  received  at  the  headquarters  of  this  .Association; 
provided,  however,  that  the  foregoing  provision  regard- 
ing receipt  of  dues  and  assessments  shall  not  apply  to 
members  exempted  from  the  payment  of  dues  and 
assessments  under  the  provisions  of  Chapter  2 of  the 
Bylaws  of  this  Association,  or  to  members  whose  dues 
and  assessments  have  been  waived. 

ARTICLE  VI 

Section  2.  Election  and  Eligibility.  The  officers  of 
this  Association  shall  be  elected  by  the  House  of  Dele- 
gates during  the  .Annual  Meeting.  No  person  shall  be 
eligible  for  an  elective  office  who  has  not  been  (a)  an 
active  member  or  Member  in  Training  of  this  Associa- 
tion during  the  entire  preceding  two  years.  The  terms  of 
the  officers  of  this  Association  shall  be  such  as  are  pre- 
scribed by  Chapter  6 of  the  Bylaws  of  this  Association. 

BYLAWS 
CHAPTER  1 
Membership 

Section  2.  Classification  of  Membership. 

(a)  .Active  Members.  .Active  Members  of  this  As- 
sociation shall  comprise  all  the  active  members  in  good 
standing  of  the  sev'eral  component  societies.  .Active  Mem- 
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hers  in  good  standing  of  this  Association  shall  have  the 
right  to  vote  and  hold  office. 

(b)  * * * 

Delete  present  (c)  and  insert: 

(c)  Members  in  Training.  Members  in  training 
shall  comprise  all  those  members  in  good  standing  of  the 
several  component  societies  who  are  pursuing  studies  and 
training  in  a program  accredited  by  the  American  Medi- 
cal .\ssociation  and  its  associated  groups.  Members  in 
training  in  good  standing  of  this  Association  shall  have 
the  right  to  vote  and  hold  office. 

Section  3.  Eligibility.  Delete  “or  resident  or  intern” 
in  first  sentence. 

CHAPTER  4 
The  House  of  Delegates 

Section  2.  Ratio  of  Representation.  Each  compo- 
nent society  shall  be  entitled  to  one  delegate  in  the 
House  of  Delegates  for  each  one  hundred  (100)  Active, 
Associate  Members,  and  Members  in  Training  or  frac- 
tion thereof,  in  good  standing  in  this  Association;  pro- 
vided, however,  that  each  component  society  shall  be 
entitled  to  at  least  one  delegate  and  one  alternate  dele- 
gate. The  names  of  such  delegates  and  alternate  dele- 
gates shall  be  submitted  to  the  headquarters  of  this  Asso- 
ciation at  least  thirty  (30)  days  prior  to  the  first  day  of 
the  meeting  of  the  House  of  Delegates.  In  case  a dele- 
gate or  alternate  delegate  of  a component  society  is 
unable  to  serve,  the  president  or  secretary  of  such  so- 
ciety may  at  any  time  certify  to  the  Chairman  of  the 
Committee  on  Credentials  the  name  of  an  Active 
Member  or  Member  in  Training  in  good  standing  to 
serve  in  the  place  of  such  absent  delegate  or  absent  alter- 
nate delegate. 


CHAPTER  11 

Membership  in  Component  .Societies 

Section  1.  Qualifications  for  Membership  in  a Com- 
ponent Society.  To  be  eligible  for  active  membership, 
associate  membership  or  In  Training  Membership  in  a 
component  society,  or  other  probationary  or  provisional 
type  of  membership  of  limited  duration,  a person  must 
possess  all  of  the  following  qualifications: 

* * * 

Provided,  however,  that  where  it  is  more  convenient 
for  a member  of  a component  society  to  attend  the 
meetings  of  another  component  society  located  in  a 

county  adjoining  that  in  which  he  holds  such  member- 
ship, such  member,  upon  application  to,  and  approval 
by,  both  the  society  in  which  he  holds  such  membership 
and  the  society  in  such  adjoining  county,  shall  be  en- 
titled to  a transfer  of  his  membership  to  the  latter 

society;  and,  provided  further,  that  no  person  possessing 
an  active  membership,  associate  membership,  or  In 
Training  Membership,  or  probationary  or  provisional 
type  of  membership,  of  limited  duration,  in  one  com- 
ponent society  may  acquire  or  possess  at  the  s^e 

time  an  active  membership,  or  an  associate  or  probation- 
ary or  provisional  type  of  membership  of  limited  dura- 
tion, in  another  component  society. 

By  official  action,  Resolution  No.  1-73  was 
adopted. 

RE.SOLUTION  NO.  8-73 

Compulsory  Formal  Postgraduate  Education 
and 

Basic  Recommendations  of  the  Commission  on 
Medical  Education  to  the  House  of  Delegates 

“Resolution  No.  8-73  and  Report  of  the  Com- 
mission on  Medical  Education  were  considered 


together  in  the  discussion,  however,  there  were 
some  alterations  nece.ssary  on  Re.solution  No.  8-73 
to  make  it  applicable  to  a .State  resolution  and  for 
this  reason,  I offer  Substitute  Resolution  No.  8-73, 
incorporating  all  of  the  original  \VHERE.\S’s,  and 
modifying  the  first  RESOLVE  as  follows: 

RESOLVED,  That  the  Ohio  State  Medical  Association 
is  strongly  opposed  to  any  discriminatory  government 
rules  and  regulations  regarding  compulsory  formal 
postgraduate  education  and  re-examination  for  re- 
licensure. 

“The  second  RESOLVE  should  be  deleted.” 


AMENDED  SUBSTITUTE  RESOLUTION  NO.  8-73 

Compulsory  Formal  Postgraduate  Education 

WHEREAS,  Physicians  as  a profession  require  more 
education  and  training  prior  to  licensure  than  any 
other  profession 

WHEREAS,  Hospital  privileges  are  granted  to  physi- 
cians only  in  those  fields  where  expertise  has  been 
proven  by  certification  of  apprenticeship 

WHEREAS,  The  professional  conduct  and  ethics  of  the 
medical  profession  require  free  dissemination  of  knowl- 
edge and  new  technics  to  its  members 

WHEREAS,  The  medical  profession  has  traditionally 
and  unselfishly  assisted  in  the  training  and  education 
of  new  and  old  members  as  has  no  other  profession 

WHEREAS,  This  system  without  government  interfer- 
ence has  resulted  in  the  most  knowledgeable  and  well 
trained  physicians  in  the  world,  THEREFORE,  BE 
IT 

RESOLVED,  That  the  Ohio  State  Medical  Association 
is  strongly  opposed  to  any  discriminatory  government 
rules  and  regulations  regarding  compulsory  formal 
post-graduate  education  and  re-examination  for  re- 
licensure  and  BE  IT  FURTHER 

RESOLVED,  THAT  ASSESSMENT  OF  A PHYSI- 
CIAN’S COMPETENCE  BY  HIS  PERFORM.ANCE 
IS  A PREFERABLE  TECHNIQUE,  AND  AS  A 
REALISTIC  GOAL  OF  MEDICINE  SHOULD  BE 
PURSUED. 

“Mr.  President,  I recommend  adoption  of 
Amended  Substitute  Resolution  No.  8-73,  as 
amended. 

“Further,  Mr.  President,  I recommend  the 
approval  of  the  Commission  on  Medical  Educa- 
tion Report.” 

By  official  action  the  House  voted  to  amend 
Substitute  Resolution  No.  8-73  as  indicated  by 
tbe  additions  set  forth  in  capital  letters,  then 
adopted  it. 

By  official  action  the  House  approved  the 
report  of  the  Commission  on  Medical  Education. 

RESOLUTION  NO.  17-73 
The  Ohio  Medical  Indemnity 

“This  resolution  was  submitted  by  the  Ross 
County  Medical  Society  and  it  w-as  the  opinion  of 
your  Reference  Committee  that  with  some  modi- 
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fications,  it  should  be  submitted  to  the  House  of 
Delegates.  I submit  the  following  resolution;” 

AMENDED  SUBSTITUTE  RESOLUTION  NO.  17-73 

WHEREAS,  The  Ohio  Medical  Indemnity,  Inc.  (OMI), 
in  making  payment  for  physician’s  services,  may  pay 
less  than  the  fee  charged,  and 

WHEREAS,  This  is  their  privilege  under  the  terms  of 
their  contracts,  and 

WHEREAS,  OMI  may  send  a letter  accompanying  the 
payment  which  implies,  but  does  not  clearly  state, 
that  the  fee  is  more  than  the  physician’s  usual,  cus- 
tomary and  reasonable  fee,  and 

WHEREAS,  This  action  leads  to  dissatisfaction  and 
misunderstanding  by  the  patient  and  is  a disservice  to 
the  physician  and  the  medical  profession,  THERE- 
FORE, BE  IT 

RESOLVED,  That  the  Ohio  State  Medical  Association 
recommend  to  OMI  tliat  any  of  its  letters  to  patients 
state  8Hly  that  under  the  terms  of  the  patient’s  con- 
tract, AFTER  PEER  REVIEW  AND  IN  ACCOR- 
DANCE WITH  OSMA  POLICY,  OMI  is  not  obli- 
gated to  pay  the  entire  fee  for  the  services  provided. 

“Mr.  President,  I move  adoption  of  Amended 
Substitution  Resolution  No.  17-73.” 

By  official  action  Substitute  Resolution  No. 
17-73  was  amended  as  indicated  by  strike  outs  for 
deletions  and  capital  letters  for  additions  and  was 
adopted. 

RESOLUTION  NO.  20-73 

Medicine  and  Religion  Academic  Curriculum 

“We  heard  convincing  arguments  in  support 
of  this  resolution.  Deliberations  developed  concern 
over  the  second  RESOLVE  and  the  third  RE- 
SOLVE, and  for  this  reason  we  submit  Amended 
Resolution  No.  20-73.  The  second  RESOLVE  is 
amended  as  follows: 

RESOLVED,  That  the  appropriate  committee  of  the 
Ohio  State  Medical  Association  be  charged  with  im- 
plementing this  resolution. 

“The  third  RESOLVE  is  deleted.  Mr.  Presi- 
dent, I move  the  acceptance  of  .Amended  Resolu- 
tion No.  20-73.” 


AMENDED  RESOLUTION  NO.  20-73 

WHEREAS,  It  is  recognized  that  comprehensive  coop- 
erative, professional  effort  is  necessary  for  the  care 
and  treatment  of  the  “whole  man,”  and 

WHEREAS,  Physicians  and  clergymen  are  vital  com- 
ponents of  the  health  care  team,  and 

WHEREAS,  Professional  training  and  education  are 
necessary  to  prepare  physicians  and  clergymen  to  as- 
sume their  role  on  the  health  care  team,  and 

WHEREAS,  The  American  Medical  Association  and  the 
Ohio  State  Medical  Association  Committee  on  Medi- 
cine and  Religion  are  interested  in  promoting  coopera- 
tion between  Medicine  and  Religion  at  the  academic 
level,  and 


WHEREAS,  Physicians  representing  Ohio  medical 
schools,  and  clergymen  representing  several  theological 
seminaries  have  expressed  their  interest  and  offered 
assistance  in  establishing  reciprocal  academic  credit 
courses  in  Ohio  medical  schools  and  theological  semi- 
naries; THEREFORE,  BE  IT 

RESOLVED,  That  the  Ohio  State  Medical  Association 
encourage  and  assist  Ohio  medical  schools  and  theo- 
logical seminaries  to  establish  reciprocal  academic 
credit  courses  on  Medicine  and  Religion  and  BE  IT 
FURTFIER 

RESOLVED,  That  the  appropriate  committee  of  the 
Ohio  State  Medical  Association  be  charged  with  im- 
plementing this  resolution. 

By  official  action  the  House  adopted 
Amended  Resolution  No.  20-73. 

RESOLUTION  No.  24-73 
Conflict  of  Interest 

“As  long  as  the  memories  of  the  members 
of  this  Committee  runneth  not  to  the  contrary, 
doctors  have  been  urged  to  take  an  active  part 
in  all  community  affairs.  There  should  be,  be- 
cause of  this,  a conflict  of  interest  based  on  the 
intensity  of  an  individual’s  community  activity. 
The  discussion  further  brought  out  the  advisability 
of  forthrightness  when  one  is  making  a statement 
and  the  need  for  clarifying  his  position  or  the 
platform  from  which  he  speaks.  Since  we  are  as- 
suming that  all  statements  or  peers  are  made  with 
an  honest  intent,  the  Committee  recommends  that 
this  resolution  not  be  adopted,  and,  Mr.  President, 
I so  move.” 

By  official  action  the  House  voted  to  reject 
Resolution  No.  24-73. 

RESOLUTION  No.  28-73 

Condemning  Euthanasia  and  the  Abuse  of  the 
Phrase  “Death  with  Dignity” 

“The  Reference  Committee  notes  that  the 
author  of  this  resolution  was  not  present.  There 
was  some  ambiguity  throughout  the  WHEREAS’s 
and  the  RESOLA'E’s.  For  the  above  reason,  the 
Committee  is  impelled  to  recommend  that  this 
resolution  as  submitted  not  be  adopted  and,  Mr. 
President,  I so  move.” 

By  official  action  the  House  voted  to  reject 
Resolution  No.  28-73. 

RESOLUTION  No.  37-73 
Out-Patient  Diagnostic  Procedures 

“This  resolution  is  addressed  to  a situation 
which  does  not  presently  exist.  There  are  policies 
available  which  insure  Out-Patient  Diagnostic 
Procedures.  Mr.  President,  I move  that  Resolution 
No.  37-73  not  be  adopted.” 

By  official  action  the  House  voted  to  reject 
Resolution  No.  37-73. 

(Continued  on  Next  Page) 
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RESOLUTION  No.  38-73 


•VMENDED  RESOLUTION  No.  43-73 


Insurance  Companies  Inimical  to  the  Private 
Practice  of  Medicine 

“The  discussion  pertinent  to  this  resolution 
resulted  in  an  amendment  of  the  original  resolu- 
ion  by  deletion.  I’he  deletion  consists  of  the  re- 
moval of  the  word  Hospitalization  in  the  first 
WHERE.\S  and  in  the  subsequent  first  RE- 
SOL\'E,  and  Mr.  President,  with  these  simple 
changes,  I move  its  adoption.” 


AMENDED  RESOLUTION  No.  38-73 

\VHERE.\S,  Some  Insurance  Companies  proptose  to 
render  legal  aid  to  their  contractees  when  said  con- 
tractees  will  refuse  to  pay  the  reasonable  and  cus- 
tomary fee  submitted  by  a Private  Practicing  Physician 
for  services  rendered  but,  would  rather  prefer  to  pay 
a proposed  “allowed”  fee  advised  by  the  insurance 
company,  and 

WHERE.\S,  This  proposed,  espoused  concept  is  inimical 
to  the  Preservation  of  Freedom  in  the  Private  Practice 
of  Medicine  necessary  for  the  fuller  mutual  benefit  of 
Patients  and  Physicians  alike,  and  THEREFORE,  BE 
IT 

RESOLVED, 

1.  That  the  names  of  the  Insurance  Companies 
who  are  advocating  this  alien  philosophy  be  made 
known  to  all  the  members  of  the  Ohio  State  Medical 
Association. 

2.  That  each  member,  thereafter,  take  appropriate 
action,  in  his  best  judgment,  necessary  to  continue  to 
preserve  an  atmosphere  of  Freedoms  for  both  Pa- 
tients and  Physicians  alike;  this  atmosphere  being 
necessary  to  enhance  mutual  respiect,  trust,  and  dig- 
nity — which  are  necessary  for  the  mutual  benefit 
of  Patients  and  Physicians  alike. 

3.  That  each  State  Medical  .Association  receive  a 
copy  of  this  Resolution  from  The  Ohio  State  Medical 
•Association. 

By  official  action  the  House  voted  to  adopt 
Resolution  38-73,  as  amended. 

RESOLUTION  No.  43-73 
Malpractice  “Nuisance”  Suits 

“Since  the  time  this  resolution  has  been  sub- 
mitted, action  has  been  taken  upon  the  latv  in 
California.  The  dollar  amount  of  the  bond  sug- 
gested might  preclude  the  introduction  of  a legiti- 
mate suit.  For  this  reason,  the  Reference  Com- 
mittee recommends  that  the  portion  of  the  reso- 
lution to  be  amended  read  as  follows:” 

RESOLVED,  That  the  Ohio  State  Medical  Association 
encourage  the  Ohio  State  Legislature  to  adopt  a law 
similar  to  that  in  California  whereby  a plaintiff  must 
post  a bond  when  instituting  a malpractice  claim 
which  then  would  be  forfeited  to  the  defendant  if  the 
case  were  lost  or  refused  consideration. 

“Mr.  President,  I move  the  adoption  of  this 
resolution  as  amended.” 


WIIERE.AS,  The  number  of  malpractice  suits  has  in- 
creased greatly  in  recent  years,  and 

WHERE.AS,  A good  proportion  of  these  are  “nuisance” 
suits  without  much  merit  but  involving  considerable 
time  and  expense  to  those  involved,  and 

WHERE.AS,  This  lost  time  could  be  better  employed  in 
providing  needed  patient  care  and  some  deterrent  is 
needed  to  curb  unwarranted  suits,  THEREFORE,  BE 
IT 

RESOLV'ED,  That  the  Ohio  State  Medical  Association 
encourage  the  Ohio  State  Legislature  to  adopt  a law 
similar  to  that  in  California  whereby  a plaintiff  must 
post  a bond  when  instituting  a malpractice  claim 
which  then  would  be  forfeited  to  the  defendant  if  the 
case  were  lost  or  refused  consideration. 

By  official  action  the  House  voted  to  adopt 
Amended  Resolution  No.  43-73. 

RESOLUTION  No.  47-73 
Ohio  Medical  Indemnity,  Inc. 

“Considerable  testimony  concerning  this  reso- 
lution was  heard  pointing  out  several  inaccuracies 
in  several  of  the  WHEREAS’s.  The  discussion 
further  pointed  out  that  there  was  an  on-going 
assessment  because  of  the  organizational  setup. 
It  is  recommended  that  Resolution  No.  47-73  not 
be  adopted.  This  recommendation  is  made  with 
one  abstention  in  the  committee  vote,  and  Mr. 
President,  I so  move.” 

By  official  action  the  House  voted  to  reject 
Resolution  No.  47-73. 

RESOLUTION  No.  56-73 
Life  Active  Member 

“This  resolution  was  submitted  by  The  Coun- 
cil of  the  Ohio  State  Medical  Association.  It  has 
received  careful  consideration  and  endorsement 
by  The  Council,  and,  Mr.  President,  I move  the 
adoption  of  this  resolution.” 

RESOLUTION  No.  56-73 

WHERE.AS,  The  Ohio  State  Medical  Association  is  in- 
volved in  a program  of  expansion  of  services  and 
facilities,  and 

WHERE.AS,  The  financial  position  of  OSM.A  would  be 
enhanced  by  a predictable  source  of  capital,  thereby 
negating  the  necessity  of  long-term  fiscal  encum- 
brances and 

WHERE.AS,  The  new  Association  headquarters  repre- 
sents a possible  long-term  indebtedness,  and 

WHERE.AS,  It  is  desirable  to  provide  a new  classifica- 
tion of  members  of  OSM.A  to  achieve  these  objectives, 
THEREFORE,  BE  IT 

RESOLVED,  That  the  Bylaws  of  the  Ohio  State  Medi- 
cal Association  be  amended  as  follows: 

In  Chapter  1 (Membership),  Section  2 (Classi- 
fication of  Membership)  insert: 

(g)  Life  .Active  Members. 

.Any  active  member  of  this  Association  who 
shall  make  a single  payment  of  $1,250.00  after 
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January  1,  1974,  for  lifetime  membership  dues, 
shall  become  a Life  Active  Member  of  this  As- 
sociation and  shall  not  be  assessed  additional 
membership  dues  during  his  lifetime.  This  mem- 
bership shall  be  limited  to  the  first  500  active 
members  who  make  a single  lifetime  membership 
dues  payment  of  $1,250.00  after  January  1,  1974. 

By  official  action  Resolution  No.  56-73  was 
adopted. 

RESOLUTION  No.  57-73 
Recruitment  of  Medical  Students 

“This  resolution  received  considerable  com- 
ment and,  in  the  main,  the  approbation  of  the 
majority.  Clarity  recpiires  modification  of  the 
WHEREAS’s  and  the  final  RESOLVE.  For  this 
reason,  a substitute  resolution  is  submitted  as 
follows;” 

SUBSTITUTE  RESOLUTION  No.  57-73 

WHEREAS,  The  University  of  Cincinnati  School  of 
Medicine  has  in  recent  years  accepted  42.7%  of 
its  freshman  class  from  out-of-state  applicants  which 
is  higher  than  any  similar  state-supported  school  in 
the  U.S. 

WHEREAS,  These  students  quite  possibly  will  never 
become  a part  of  the  medical  community  in  Ohio; 
THEREFORE.  BE  IT 

RESOLVED,  That  the  Ohio  State  Medical  Association 
work  with  the  Deans  of  the  University  of  Cincinnati 
School  of  Medicine  in  an  effort  to  recruit  more  medi- 
cal students  from  the  state  of  Ohio. 

“Mr.  President,  I move  the  adoption  of  this 
substitute  resolution.” 

By  official  action  Substitute  Resolution  No. 
57-73  was  adopted. 

RESOLUTION  No.  58-73 
Discrimination  Against  Non-Resident  Students 

“I’his  resolution  was  submitted  by  The  Coun- 
cil of  the  Ohio  State  Medical  Association.  The 
Committee  regrets  that  no  one  appeared  to  dis- 
cuss it  during  the  deliberations.  It  was  the  con- 
sensus that  this  resolution  was  in  conflict  with 
Resolution  No.  57-73.  For  this  reason,  it  is  rec- 
ommended that  it  not  be  adopted,  and,  Mr. 
President,  I so  move.” 

By  official  action  the  House  voted  to  reject 
Resolution  No.  58-73. 

“Mr.  President,  the  Committee  wishes  to 
thank  all  those  who  appeared  before  it  and  shared 
their  knowledge  with  us  so  that  this  report  could 
be  drafted.  The  Chairman  is  grateful  to  the  staff 
and  the  members  of  the  Committee  without  whose 
support  this  report  could  not  have  been  submitted. 

The  following  were  the  members  of  the  Com- 
mittee: Andrew  J.  Weiss,  Hamilton  County; 

Ernest  H.  Winterhoff,  Clark  County;  James  H. 


Steiner,  Logan  County;  Carl  G.  Madsen,  Jr.,  Lake 
County;  E.  Joel  Davis,  Stark  County;  Norman 
L.  Wright,  Coshocton  County;  Richard  E.  Hartle, 
Fairfield  County;  Chester  H.  Allen,  Scioto  Coun- 
ty; Sol  Maggied,  Madison  County;  Charles  G. 
Adams,  Lorain  County;  Frederick  P.  Osgood, 
Chairman,  Lucas  County.” 

The  Report  of  Resolutions  Committee  No.  4 
as  a whole,  as  amended,  was  approved  by  the 
House. 

Appreciation  Expressed 

Dr.  Schultz  asked  Mrs.  Gail  Dodson  to  stand, 
as  he  expressed  his  thanks  to  her  for  her  success- 
ful organization  of  the  1973  Annual  Meeting  in 
this  her  first  year  as  convention  coordinator. 

Dr.  Schultz  praised  all  members  of  the  staff 
for  the  execution  of  their  assigned  duties  during 
the  meeting. 

Inaugural  Ceremony 

Dr.  Robechek  administered  the  presidential 
oath  of  office  to  Dr.  Oscar  W.  Clarke  and  Dr. 
Schultz,  retiring  President,  presented  to  Dr.  Clarke 
the  official  gavel  and  the  President’s  Medallion. 
Dr.  Robechek  then  presented  President’s  Medal- 
lion pins  to  Dr.  and  Mrs.  Schultz  and  the  certifi- 
cate of  honor  to  Dr.  Schultz.  Dr.  Clarke  presented 
to  Dr.  Schultz  the  Past  Presidents’  Button. 

Committees  Named 

Dr.  Clarke  presented  the  following  committee 
appointments  and  they  were  officially  approved 
by  the  House  of  Delegates : 

Committee  on  Education  — Dr.  John  G. 
Sholl,  Cleveland,  reappointed  chairman  for  en- 
suing year  and  reajjpointed  member  of  the  Com- 
mittee for  a term  of  five  years. 

Committee  on  Judicial  and  Professional  Re- 
lations — Dr.  Homer  A.  Anderson,  Columbus, 
reappointed  chairman  for  ensuing  year;  Dr.  P. 
John  Robechek,  Cleveland,  appointed  for  a term 
of  five  years. 

Committee  on  Membership  and  Planning  — 
Dr.  William  M.  ^Vells,  Newark,  reappointed 
chairman  for  ensuing  year;  Dr.  W'illiam  R. 
Schultz,  Wooster,  appointed  for  a term  of  five 
years. 

Committee  on  Public  Relations  — Dr.  Luther 
W.  High,  Millersburg,  reappointed  chairman  for 
ensuing  year;  Dr.  Richard  L.  Fulton,  Columbus, 
appointed  for  a term  of  five  years. 

Committee  on  Scientific  Work  — Dr.  Jack 
E.  Tetirick,  Columbus,  reappointed  chairman  for 
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ensuing  year  and  reappointed  a member  of  tlie 
Committee  for  a term  of  fi\e  years;  Dr.  Howard 
S.  \’an  Ordstrand,  Cleveland,  appointed  for  a 
term  of  fi\e  years. 

Dr.  Clarke  officially  expressed  the  apprecia- 
tion of  the  Ohio  State  Medical  Association  to  Dr. 


Tetirick,  Clhairman,  and  the  Committee  on  Scien- 
tific Work  for  the  excellence  of  the  meeting. 

There  being  no  further  business,  the  House 
of  Delegates  then  adjourned  sine  die. 

.^  ri'EST:  Hart  F.  Page 

Executive  Director 


ATTENDANCE  OF  DELEGATES 
OSMA  House  of  Delegates 
1973  ANNUAL  MEETING 


First 

Final 

County 

Delegate 

Session 

Session 

FIRST  DISTRICT 

.\DAMS 

William  J.  Lundy 

X 

Francis  L.  Stevens 

X 

BROWN 

John  R.  Donohoo 

X 

X 

BUTLER 

Jerry  D.  Hammond 

X 

X 

James  M.  Smith 

X 

X 

James  F.  Stewart 

X 

X 

CLERMONT 

Carl  A.  Minning 

X 

X 

CLINTON 

Edmond  K.  Yantes 

X 

X 

HAMII/rON 

Ambrose  Clement 

X 

X 

Frank  P.  Cleveland 

X 

X 

Charles  D.  F'euss,  Jr. 

X 

X 

Robert  S.  Heidt 

X 

X 

Harry  K.  Hines 

X 

X 

Marvin  McClellan 

X 

X 

Glenn  W.  Pfister 

X 

X 

Harold  Schiro 

X 

X 

Albert  E.  'Fhielen 

X 

Andrew  J.  Weiss 

X 

X 

John  E.  Albers 

X 

X 

Eugene  J.  Burns 

X 

George  D.  J.  Griffin 

X 

X 

William  J.  Schrimpf 

X 

Calvin  F.  Warner 

X 

HIGHLAND 

WARREN 

Thomas  E.  Fox 

X 

X 

SECOND  DISTRICT 

CHAMPAIGN 

Isador  Miller 

X 

X 

CLARK 

Flenry  A.  Diederichs 

X 

Ernest  H.  Winterhoff 

X 

X 

DARKE 

Jesse  L.  Heise 

X 

X 

GREENE 

Roger  C.  Henderson 

X 

X 

MIAMI 

Jerry  L.  Hammon 

X 

X 

MON'FGOMERY  A.  I.  Gabriele 

X 

X 

W.  J.  Lewis 

X 

Don  E.  Sando 

X 

X 

Benjamin  Schuster 

X 

Konrad  Kircher 

X 

X 

Samuel  A.  Laneve 

X 

X 

F'rederic  C.  Schnebly 

X 

X 

Robert  L.  Hoffman 

X 

PREBLE 

Chester  J.  Brian 

X 

X 

SHELBY 

George  J.  Schroer 

X 

X 

First  Final 


County 

Delegate 

THIRD  DISTRICT 

Session 

Session 

ALLEN 

David  A.  Barr 

X 

X 

J.  M.  Oppenheim 

X 

X 

.\UGLAIZE 

CRAWFORD 

Robert  Oyer 

X 

X 

HANCOCK 

Chester  L.  Samuelson 

X 

HARDIN 

Robert  B.  Elliott 

X 

X 

LOGAN 

James  H.  Steiner 

X 

X 

MARION 

Paul  E.  Lyon 

X 

X 

MERCER 

James  J.  Otis 

X 

X 

SENECA 

Walter  A.  Daniel 

X 

X 

VAN  WER'F 
WYANDOT 

A.  C.  Diller 
H.  D.  Underwood 

FOURTH  DISTRICT 

X 

X 

DEFI.\NCE 

Paul  E.  Brose 

X 

FULTON 

Benjamin  H.  Reed,  Jr. 

X 

X 

HENRY 

F.  F.  Moriarty 

X 

LUCAS 

Roland  A.  Gandy,  Jr. 

X 

X 

Bernard  L.  Huffman,  Jr. 

X 

X 

Frederick  P.  Osgood 

X 

X 

Peter  A.  Overstreet 

X 

X 

M.  Brodie  James 

X 

X 

Robert  Page 

X 

X 

O'F'FAWA 

John  Bodie 

X 

X 

PAULDING 

Doyt  E.  Farling 

X 

X 

PUTNAM 

James  B.  Overmier 

X 

X 

SANDUSKY 

Willis  I..  Damschroder 

X 

X 

WILLI.AMS 

WOOD 

John  E.  Moats 
FIFTH  DISTRICT 

X 

ASH'FABULA 

Samuel  L.  Altier 

X 

CUYAHOGA 

Matthew  R.  Biscotti 

X 

X 

William  F.  Boukalik 

X 

X 

John  H.  Budd 

X 

X 

Fheodore  J.  Castele 

X 

X 

Henry  A.  Crawford 

X 

X 
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Attendance  of  Delegates  (contd.) 


First 

Final 

County 

Delegate 

Session 

Session 

Nicholas  G.  DePiero 

X 

X 

John  J.  Gaughan 

X 

X 

Clarence  L.  Huggins 

X 

X 

Roscoe  J.  Kennedy 

X 

X 

John  A.  Kmieck 

X 

X 

V’incent  T.  LaMaida 

X 

X 

George  P.  Leicht 

X 

X 

Leonard  L.  Lovshin 

X 

X 

Hermann  Menges,  Jr. 

X 

X 

James  R.  O’Malley 

X 

X 

George  W.  Petznick 

X 

X 

John  H.  Sanders 

X 

X 

A.  Benedict  Schneider,  J 

r.  X 

X 

Frederick  T.  Suppes 

X 

X 

William  V.  Trowbridge 

X 

X 

Howard  S.  VanOrdstrand  x 

X 

Julius  Wolkin 

X 

W.  W.  Tuckerman 

X 

GEAUGA 

Alton  W.  Behm 

X 

X 

LAKE 

Carl  G.  Madsen,  Jr. 

X 

X 

Wesley  J.  Pignolet 

X 

X 

SIXTH  DISTRICT 

COLUMBIANA 

William  S.  Banfield 

X 

X 

MAHONING 

John  C.  Melnick 

X 

X 

Felix  A.  Pesa 

X 

C.  E.  Pichette 

X 

X 

Jack  Schreiber 

X 

X 

William  E.  Sovik 

X 

PORTAGE 

George  R.  Sprogis 

X 

Jack  Fulton 

X 

STARK 

E.  Joel  Davis 

X 

X 

Frank  O.  Goodnough 

X 

X 

Edward  E.  Grable 

X 

X 

William  A.  White,  Jr. 

X 

X 

SUMMIT 

Rocco  M.  Antenucci 

X 

X 

Lynn  F.  DeFreest 

X 

X 

William  Dorner 

X 

X 

John  C.  Johns 

X 

X 

Emmett  P.  Monroe 

X 

X 

Robert  R.  Clark 

X 

X 

TRUMBULL 

Joseph  L.  Logan 

X 

X 

Robert  J.  Paul 

X 

X 

SEVENTH  DISTRICT 

BELMONT 

Luis  Vazquez 

X 

X 

CARROLL 

Carl  A.  Lincke 

X 

COSHOCTON 

Norman  L.  Wright 

X 

HARRISON 

Elias  Freeman 

X 

Janis  Trupovnieks 

X 

JEFFERSON 

Sanford  Press 

X 

X 

MONROE 

TUSCARAWAS 

Philip  T.  Doughten 

X 

X 

EIGHTH  DISTRICT 

ATHENS 

Leland  P.  Randles 

X 

X 

FAIRFIELD 

Richard  E.  Hartle 

X 

X 

GUERNSEY 

Robert  A.  Ringer 

X 

X 

LICKING 

Irving  A.  Nickerson 

X 

X 

MORGAN 

Henry  Bachman 

X 

MUSKINGUM 

Walter  B.  Devine 

X 

X 

NOBLE 

PERRY 

Arthur  L.  Dobosiewicz 

X 

WASHINGTON 

Gregory  B.  Krivchenia 

X 

X 

First  Final 


County 

Delegate 

Session 

Session 

GALLIA 

NINTH  DISTRICT 
Thomas  P.  Price,  Jr. 

X 

X 

HOCKING 

L.  W.  Starr 

X 

X 

JACKSON 

Carl  J.  Greever 

X 

X 

LAWRENCE 

A.  Burton  Payne 

X 

X 

MEIGS 

Roger  Daniels 

X 

X 

PIKE 

Robert  'T.  Leever 

X 

X 

SCIOTO 

Chester  H.  Allen 

X 

X 

VINTON 

DELAWARE 

'TENTH  DISTRICT 
Robert  S.  Caulkins,  Jr. 

X 

X 

FAYETTE 

FR.A.NKLIN 

Homer  A.  Anderson 

X 

X 

Michael  A.  Anthony 

X 

X 

Robert  C.  Atkinson 

X 

X 

James  E.  Barnes 

X 

X 

Joseph  A.  Bonta 
Keith  DeVoe,  Jr. 

X 

X 

X 

Richard  L.  Fulton 

X 

X 

John  N.  Meagher 

X 

X 

H.  William  Porterfield 

X 

X 

KNOX 

James  C.  Good 
Henry  'T.  Lapp 

X 

X 

X 

MADISON 

Sol  Maggied 

X 

X 

MORROW 

Joseph  P.  Ingmire 

X 

X 

PICKAWAY 

Jasper  M.  Hedges 

X 

X 

ROSS 

Jo.seph  S.  McKell 

X 

X 

UNION 

ASFILANT) 

ELEVENTH  DISTRICT 
Jon  H.  Cooperrider 

X 

X 

ERIE 

S.  Baird  Pfahl,  Jr. 

X 

X 

HOLMES 

Luther  W.  High 

X 

X 

HURON 

Nino  M.  Camardese 

X 

X 

LORAIN 

Charles  G.  Adams 

X 

X 

Henry  E.  Kleinhenz 

X 

X 

James  'I'.  Stephens 

X 

X 

MEDINA 

Richard  W.  Avery 

X 

X 

RICHLAND 

Harold  F.  Mills 

X 

X 

Hall  S.  Wiedemer 

X 

X 

WAYNE 

A.  Burney  Huff 

X 

X 

President 

OFFICERS 

(Members  of  'The  Council) 
William  R.  Schultz 

X 

X 

President-Elect 

Oscar  W.  Clarke 

X 

X 

Past  President 

P.  John  Robechek 

X 

X 

Secretary- 

Treasurer 

James  L.  Henry 

X 

X 

First  District 

Stephen  P.  Hogg 

X 

X 

Second 

James  G.  Tye 

X 

X 

'Third 

John  C.  Smithson 

X 

X 

Fourth 

George  N.  Bates 

X 

X 

Fifth 

David  Fishman 

X 

X 

Sixth 

Maurice  F.  Lieber 

X 

X 

Seventh 

Robert  E.  Rinderknecht 

X 

X 

Eighth 

William  M.  Wells 

X 

X 

Ninth 

'Thomas  W.  Morgan 

X 

X 

Tenth 

James  C.  McLarnan 

X 

X 

Eleventh 

Robert  G.  'Thomas 

X 

X 

Total 

161 

160 
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Outstanding  Exhibits  Recognized 
at  1973  OSMA  Annual  Meeting 


E\'ERAL  OUTSTANDING  EXHIBITS  were 
selected  by  a Judging  Committee  at  the  1973 
OSMA  Annual  Xleeting  for  special  recognition. 
The  selected  exhibits  were  part  of  a display  of 
some  35  Scientific  Exhibits,  24  Health-Education 
Exhibits,  and  68  Technical  Exliibits  on  the  Exhi- 
bition Floor  of  the  \’eterans  Memorial  Building  in 
Columbus. 

Sponsors  of  the  recognized  exhibits  were  pre- 
sented plaques  to  be  displayed  on  their  respective 
booths  and  kept  as  permanent  mementos,  with 
certificates  indicating  the  various  categories  of 
awards  authorized  by  planners  of  the  Annual 
Meeting. 

Following  are  brief  summaries  of  the  out- 
standing exliibits  and  awards  presented.  Additional 
information  indicating  the  scope  of  subject  matter 
covered  will  be  published  in  forthcoming  issues  of 
The  Journal. 

Gold  Award  in  Original  Investigation:  The 
exhibit,  “Breast  Cancer  Bone  Pain  Relief  with 
L-Dopa,”  sponsored  by  John  Peter  Minton,  M.D., 
Department  of  Surgery,  Ohio  State  University 
College  of  Medicine,  Columbus.  This  exhibit  also 
was  awarded  the  Cancer  Award,  the  citation  and 
monetary  gift  from  the  Ohio  Chapter,  American 
Cancer  Society. 

Silver  Award  in  Original  Investigation:  The 

exhibit,  “The  Dizzy  Patient  (Current  Surgical 
Management),”  sponsored  by  Edward  L.  Hender- 
shot,  M.D.,  and  James  W.  \Vood,  M.D.,  Depart- 
ment of  Otolaryngology,  Lutheran  Medical  Cen- 
ter, Cleveland. 

Bronze  Award  in  Original  Investigation:  The 
exhibit,  “Vasectomy  Using  Implantable  Prosthe- 
sis,” sponsored  by  Robert  T.  Bliss,  M.D.,  Cin- 
cinnati. 

Honorable  Mention  in  Original  Investigation: 
The  exhibit,  “Seven  Years  Experience — Outpatient 
Office  Surgery,”  sponsored  by  H.  5\  illiam  Porter- 
field, XI.D.,  John  L.  Terry,  M.D.,  and  Lester  R. 
Mohler,  M.D.,  Columbus. 

Honorable  Mention  in  Original  Investigation: 
The  exhibit,  “Selection  of  Initial  Antibiotic  Ther- 
apy in  Appendicitis  with  Rupture  or  Abscess,” 


sponsored  by  Sidney  Miller,  M.D.,  Rudolf  Hof- 
mann, M.D.,  Frederick  A.  Hillis,  M.D.,  and  Rob- 
ert F.  Finley,  M.D.,  Miami  Valley  Hospital, 
Dayton. 

Honorable  Mention  in  Original  Investigation: 
The  exhibit,  “Trigeminal  Neuralgia — A New  Ap- 
proach to  Surgical  Treatment,”  sponsored  by 
John  M.  Tew,  Jr.,  M.D.,  and  Frank  H.  Mayfield, 
M.D.,  Good  Samaritan,  and  Christ  Hospitals, 
Cincinnati. 

Gold  Award  in  Teaching:  The  exhibit,  “Total 
Knee  Replacement,”  sponsored  by  Thomas  H. 
Mallory-,  M.D.,  Columbus. 

Silver  Award  in  Teaching:  The  exhibit,  “Di- 
agnosis and  Treatment  of  Acoustic  Tumors,”  spon- 
sored by  Sabino  T.  Baluyot,  M.D.,  and  John  M. 
Tew-,  Jr.,  M.D.,  Cincinnati. 

Bronze  Award  in  Teaching:  The  exhibit,  “Im- 
munofluorescent  Studies  in  Autoimmune  Diseases,” 
sponsored  by  Sharad  D.  Deodhar,  M.D.,  Ph.D., 
Cleveland  Clinic  Educational  Foundation. 

Honorable  Mention  in  Teaching:  The  exhibit, 
“Extragenital  Cytology,”  sponsored  by  the  follow- 
ing team  from  the  Department  of  Pathology-,  Ohio 
State  University  College  of  Medicine,  Columbus: 
Mrs.  Susan  Chappell,  Mr.  Frank  Cossu,  Katherine 
Skitarelic,  M.D.,  Mrs.  Mary  Snyder,  Emmerich 
von  Plaam,  XI.D.,  and  Miss  Susan  Whlson. 

Honorable  Mention  in  Teaching:  The  exhibit, 
“Geometric  Total  Knee  Replacement  Arthro- 
plasty,” sponsored  by  the  following  Cleveland 
Clinic  Educational  Foundation  team:  Alan  H. 
5\'ilde,  M.D.,  H.  Royer  Collins,  M.D.,  Charles  M. 
Evarts,  M.D.,  Carl  L.  Nelson,  M.D.,  and  Kenneth 
E.  DeHaven,  M.D. 

Honorable  Mention  in  Teaching:  The  exhibit, 
“Repair  of  WsicoX'aginal  Fistulae,”  sponsored  by- 
Henry  A.  \Vise  II,  M.D.,  and  Edward  V.  Bennett, 
M.S.,  Ohio  State  University-  College  of  IMedicine, 
Columbus. 

Special  Award:  The  Health  Education  ex- 
hibit, “Medical  Advances  Institute — PSRO;  the 
How-,  5Vhat,  and  Why-  in  Ohio.” 
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Dr.  Anthony  Ruppersberg,  Chairman  of  the  OSMA 
Committee  on  Maternal  Health,  testifies  before  Resolu- 
tions Committee  No.  2. 


At  the  Final  Session  of  the  House  of  Dele- 
gates, Dr.  William  R.  Schultz,  left,  1972- 
1973  President,  exchanges  greetings  with 
Incoming  President  Oscar  W.  Clarke  who 
now  wears  the  President’s  Medallion. 


Educate  ’73  was  the  theme  of  the  Annual  Meeting  and 
this  exhibit  on  display  near  the  Registration  area 
graphically  depicted  the  scope  of  that  theme.  The  subject 
was  expanded  under  three  general  headings;  “You 
Participate  in  Medical  Education”  — “You  Continue 
Your  Medical  Education”  — “You  Deliver  Outstanding 
Medical  Care.” 


During  House  debate  on  resolutions.  Delegates  await  their  turns  at  the  mike. 
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At  the  General  Session  on  Tuesday  morning,  this  panel  discussed  “Quality  Medical  Care  in  Government — Will 
PSRO  Do  It?”  From  left  are:  Dr.  William  I.  Bauer,  PSRO  Director,  Washington;  'Fhomas  Tierney,  of  the  So- 
cial Security  Administration,  Washington;  Dr.  John  Cashman,  Director  of  the  Ohio  Department  of  Health;  Dr. 
W'illiam  A.  Millhon,  panel  chairman;  Dr.  James  M.  Garvey,  Jr.;  Dr.  Paul  Metzger,  medical  director.  Nation- 
wide Insurance  Company;  Dr.  Oscar  W.  Clarke,  OSMA  Incoming  President;  and  Dr.  Peter  Overstreet. 


“Sports  Medicine”  was  the  subject  and  among  panel 
participants  were,  from  left.  Dr.  Robert  Murphy,  Colum- 
bus; Dr.  Stephen  E.  Reid,  Northwestern  University;  Dr. 
Thomas  R.  Peterson,  University  of  Michigan;  W.  W. 
“Woody”  Hayes,  head  football  coach  at  OSU ; and  Dr. 
John  N.  Meagher,  Columbus. 


Alan  W.  Hart,  head  athletic  trainer 
at  OSU,  discusses  protective  equip- 
ment as  part  of  the  “Sports  Medi- 
cine” program. 


'Fhe  House  of  Delegates  with  Dr.  Luther  High  and  Jon 
Cooperrider  in  the  foreground. 


Dr.  Raymond  T.  Holden,  Washington,  D.C., 
member  of  the  AM  A Board  of  Trustees 
brings  greetings  to  the  House  of  Delegates 
with  a mike  adjustment  assistance  from 
Hart  Page,  OSMA  Executive  Director. 
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1972-1973  President  William  R. 
Schultz,  wears  the  President’s  Medal- 
lion as  he  presides  at  the  Monday 
evening  Council  dinner  honoring  Past 
Presidents. 


An  excellent  attendance  was  registered  at  the  Annual 
OMPAC  luncheon  held  this  year  in  the  Sheraton- 
Columbus  Motor  Hotel. 


Members  and  guests  enjoyed  a leisurely  din- 
ner during  “OSMA  Night  at  Scioto  Downs” 
as  trotters  in  the  coming  events  warm  up 
on  the  track. 


Dr.  Samuel  Saslaw  leads  discussion  in  “Current  Con- 
cepts in  Antibiotic  Pherapy”  at  one  of  the  breakfast 
jjostgraduate  courses  held  at  the  Sheraton-Columbus 
Hotel. 


Absorbed  in  their  program,  these  members  of  the  Pre- 
Med  Club  made  the  journey  from  Cuyahoga  Falls  for  a 
view  of  the  Annual  Meeting  under  sponsorship  of  the 
Summit  County  Medical  Society. 


The  Press  was  well  represented  at  the  An- 
nual Meeting.  Here  Dan  Clancy,  Columbus 
Dispatch  science  writer,  interviews  Dr.  Mary 
S.  Calderone,  of  New  York  City,  one  of 
the  principal  speakers  in  the  “Sexual  Coun- 
seling” session. 
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Dr.  Robert  G.  Page,  Dean  of  the 
Medical  College  of  Ohio  at  I'oledo, 
accepts  a check  from  Dr.  Philip  B. 
Hardymon,  chairman  of  the  AMA- 
ERF  Committee. 


Outside  the  “Sports  Medicine”  meeting 
room,  Tom  Ryan,  WBNS-TV,  Columbus, 
commentator,  interviews  Dr.  Sol  Maggied, 
chairman  of  the  Section  on  Sports  Medicine 
and  the  Joint  Advisory  Committee  on  Sports 
Medicine. 


The  representatives  of  Ohio’s  four  medical  schools  who 
received  AMA-ERF  checks  are,  from  left.  Dr.  Richard 
D.  Ruppert,  Ohio  State  University  College  of  Medicine; 
Dr.  David  Fishman,  Case  Western  Reserve  University 
School  of  Medicine;  Dr.  Robert  S.  Daniels,  University  of 
Cincinnati  College  of  Medicine;  and  Dr.  Robert  G.  Page, 
Medical  College  of  Ohio  at  Toledo. 


Dr.  Albert  B.  Huff,  of  Wooster, 
chairman  of  the  Nominating  Com- 
mittee, reports  to  the  House. 


Incoming  President  Oscar  W.  Clarke 
takes  the  oath  of  office,  administered 
by  Past  President  P.  John  Robechek 
at  the  final  session  of  the  House  of 
Delegates. 


Not  even  the  camera  could  distract  the  attention  of  this 
group  as  they  concentrate  on  an  early  morning  post- 
graduate course  speaker. 


560  j The  Ohio  State  Medical  Journal 


Annual  Meeting  Photo  Features 


Certificates  of  Appreciation  were  presented  to  several  members 
who  are  retiring  from  activities  on  OSMA  Committees.  From 
Ipft,  Dr.  P.  John  Robechek,  Ohio  Medical  Indemnity  Liaison 
Committee  j Dr.  H.  William  Porterfield,  Committee  on  Medical 
Care  Programs;  Dr.  Robert  E.  Zipf,  Committee  on  Scientific 
Work;  Dr.  Drew  L.  Davies,  Military  Advisory  Committee;  and 
Dr.  Robert  E.  Howard,  Committee  on  Public  Relations. 


Legal  phases  of  medical  organization 
transactions  are  a constant  concern 
of  the  profession.  Here  James  E. 
Pohlman,  Columbus  attorney  and  le- 
gal counsel  for  the  OSMA,  confers 
with  President  Schultz. 


Betty  and  Gordon  Moore  as  they  were  pre- 
sented before  the  House  of  Delegates.  As 
Executive  Editor  of  The  Journal,  he  was 
presented  an  engraved  plaque  commemorat- 
ing 25  years  of  service  with  the  Association. 
Both  were  presented  watches  on  behalf  of 
the  Association  by  Dr.  William  R.  Schultz, 
OSMA  President. 


Dr.  Drew  L.  Davies,  chairman  of 
long  standing  for  the  OSMA  Mili- 
tary Advisory  Committee,  thanks  the 
House  of  Delegates  after  being  pre- 
sented a Certificate  of  Appreciation 
for  his  contribution  to  the  medical 
profession  through  the  work  of  that 
committee. 


Columbus  is  justly  proud  of  its  on-the-scene  emergency 
service  and  transportation  facilities.  A team  was  on  hand 
near  the  entrance  to  the  Exhibit  Hall  for  part  of  the  An- 
nual Meeting  to  display  the  available  equipment. 
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I'he  Council  dinner-meeting  on  Monday,  May  7 was  given  in  honor  of  OSMA  Past  Presidents.  Present  and 
shown  in  the  photograph,  front  row,  from  left:  Dr.  George  W.  Petznick,  Cleveland  (1961-1962);  Dr.  Robert 
E.  Tschantz,  Canton  (1964-1965);  Dr.  Carl  A.  Lincke,  Carrollton  (1949-1950);  Dr.  William  R.  Schultz, 
Wooster  (1972-1975);  Dr.  Robert  S.  Martin,  Zanesville  (1957-1958)  and  Dr.  Merrill  D.  Prugh,  Dayton 
(1954-1955). 

Back  row,  from  left:  Dr.  Richard  L.  Meiling,  Columbus  (1956-1957);  Dr.  Robert  E.  Howard,  Cincinnati 
(1967-1968);  Dr.  Harve  M.  Clodfelter,  Columbus  (1952-1953);  Dr.  Robert  N.  Smith,  Toledo  (1969-1970); 
Dr.  P.  John  Robechek,  Cleveland  ( 1971-1972);  Dr.  Lawrence  C.  Meredith,  Elyria  (1966-1967);  and  Dr.  Henry 
A.  Crawford,  Cleveland  (1965-1966). 

Present  at  the  Annual  Meeting,  but  not  shown  in  the  picture  were  Dr.  Frank  H.  Mayfield,  Cincinnati  (1959- 
1960),  and  Dr.  Richard  L.  Fulton,  Columbus  (1970-1971). 


Dr.  Jasper  M.  Hedges,  Chairman  of  Resolutions  Com- 
mittee No.  2,  returns  from  the  rostrum  following  his 
committee’s  report. 


Dr.  and  Mrs.  James  L.  Henry  take 
time  for  a bit  of  dinner  dancing  at 
the  Monday  evening  Council  dinner 
meeting. 
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Candidate  for  the  youngest  attendant  at  the  Annual 
Meeting  was  this  babe-in-arms.  Dr.  and  Mrs.  Thomas 
Moriarty,  of  Napoleon,  posed  with  their  family  and  a 
friend,  Paula  Clark,  extreme  right. 


Stitch  in  time  . . . Clara  Cherry,  of  the 
Columbus  Convention  Bureau,  takes  time 
out  at  the  Registration  desk  to  aid  Dr. 
Rocco  Antenucci  who  snagged  his  jacket. 


Dr.  Frederick  P.  Osgood,  Toledo, 
Chairman  of  Resolutions  Committee 
No.  4,  shown  as  he  completed  his  re- 
port to  the  House. 


The  1973  OSMA  Distinguished  Service 
Award  recipient  is  Dr.  Elizabeth  Rowland 
Aplin,  who  was  cited  for  contributions  to 
Ohio  medicine  as  medical  director  of  the 
Ohio  Bureau  of  Crippled  Children’s  Serv  ices. 
Unable  to  be  present  in  person.  Dr.  Aplin’s 
award  was  accepted  for  her  by  her  son 
Charles  Aplin  II  and  daughter-in-law  Pa- 
tricia. 


In  the  Winner’s  Circle  at  Scioto  Downs,  Dr.  and  Mrs. 
William  Schultz,  center,  present  trophy.  With  the  winner. 
My  Butler,  are  Driver  Larry  Richard  and  the  owners, 
Mr.  and  Mrs.  May,  with  one  of  the  younger  generation. 


Dr.  W.  J.  Lewis,  Dayton,  Chairman  of  the  Board  of 
Directors,  American  Medical  Political  Action  Commit- 
tee, poses  near  the  OMPAC  exhibit  booth  with  Mrs. 
Lewis  and  William  Watson,  of  the  AMPAC  Headquar- 
ters office  in  Chicago. 
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Virtually  the  Whole  State  Represented  by  Members 
Present;  Comparison  of  Previous  Years’  Figures 

Perhaps  an  all-time  record  in  number  of  counties  represented  at  the  1973  OSMA  Annual 
Meeting  was  made.  All  of  Ohio’s  87  counties  which  have  resident  members  were  represented  by  mem- 
bers registered  at  the  meeting.  \’inton  County  does  not  ha\e  a resident  member  at  the  present  time.  In 
all,  1,100  OSM.\  members  were  present.  In  addition,  130  guest  physicians  registered,  plus  93  medical 
students.  This  makes  a total  of  1,323  physicians  and  future  jthysicians  in  attendance.  The  total  atten- 
dance was  3,014,  which  was  broken  down  as  follows:  OSMA  members,  1,100;  guest  physicians,  130; 
medical  students,  93;  Woman’s  Auxiliary,  nurses,  technicians,  dentists,  and  miscellaneous  guests,  1,260; 
health  education,  and  technical  exhibitors,  431. 

Following  are  tabulated  figures  on  Annual  Meeting  attendance. 


1973  Annual  Meeting  Registration  by  Counties 
With  OSMA  Membership  Data 


County 

MEMBERSHIP 

Dec.  31 
1972 

May  2, 
1973 

Ann.  Mtg. 
Registra- 
tion 

County 

MEMBERSHIP 

Dec.  31 
1972 

May  2, 
1973 

Ann.  Mtg. 
Registra- 
tion 

Adams  

10 

12 

2 

Lorain  

226 

222 

19 

.Allen  

136 

132 

18 

Lucas  

628 

568 

50 

Ashland  

26 

30 

5 

Madison 

17 

17 

6 

.Ashtabula  . . . . 

55 

56 

2 

Mahoning  .... 

348 

336 

14 

Athens  

40 

38 

8 

Marion 

69 

68 

6 

.Auglaize  

16 

20 

3 

Medina  

61 

59 

7 

Belmont  

59 

58 

8 

Meigs  

5 

4 

1 

Brown  

17 

17 

1 

Mercer  

19 

18 

2 

Butler 

206 

202 

20 

Miami  

64 

66 

11 

Carroll  

9 

9 

2 

Monroe  

2 

3 

1 

Champaign  . . . 

13 

14 

2 

Montgomery  . . 

656 

637 

49 

Clark  

135 

13,3 

2,3 

Morgan  

4 

4 

1 

Clermont  

18 

19 

2 

Morrow  

7 

7 

4 

Clinton  

20 

21 

4 

Muskingum  . . . 

80 

79 

17 

Columbiana  . . . 

73 

73 

7 

Noble  

9 

2 

1 

Coshocton  . . . . 

20 

20 

,3 

Ottawa  

22 

23 

3 

Crawford  

40 

36 

9 

Paulding  

7 

7 

1 

Cuyahoga  . . . . 

2,247 

2,125 

112 

Perry  

8 

8 

1 

Darke  

22 

26 

3 

Pickaway  

19 

20 

7 

Defiance  

29 

26 

3 

Pike  

12 

8 

2 

Delaware  

27 

27 

9 

Portage  

59 

59 

5 

Erie  

61 

58 

3 

Preble  

6 

6 

1 

Fairfield  

50 

49 

19 

Putnam  

11 

10 

3 

Fayette 

14 

13 

3 

Richland  

127 

126 

17 

Franklin 

964 

867 

266 

Ross  

42 

43 

13 

Fidton  

17 

17 

1 

Sandusky  

45 

43 

5 

Gallia  

34 

33 

7 

Scioto  

66 

62 

7 

Geauga  

30 

30 

5 

Seneca  

39 

36 

7 

(tree lie  

55 

51 

7 

Shelby  

18 

19 

3 

Guernsey  

23 

20 

2 

Stark  

357 

344 

25 

Hamilton  

1,331 

1,237 

86 

Summit  

600 

578 

25 

Hancock  

45 

40 

4 

Trumbidl  

147 

139 

14 

Hardin  

28 

23 

5 

Tuscarawas  . . . 

52 

51 

9 

Harrison  

9 

8 

2 

Union  

17 

17 

2 

Henry  

13 

12 

2 

Van  Wert  .... 

18 

19 

5 

Highland  

17 

17 

2 

Vinton  

1 

1 

Hocking 

10 

7 

2 

Warren  

15 

15 

3 

Holmes  

9 

9 

4 

Washington  . . . 

33 

35 

8 

Huron  

31 

32 

8 

Wavne  

65 

62 

6 

lackson  

13 

11 

1 

Williams  

19 

21 

4 

Jefferson  

78 

75 

7 

Wood  

42 

41 

4 

Knox  

32 

33 

8 

Wyandot  

10 

10 

4 

Lake  

120 

121 

8 

10,360 

9,863 

1,098 

Lawrence  

22 

76 

22 

76 

6 
1 5 

Honorary  .... 

5 

5 

2 

Logan  

15 

15 

6 

TOTAL  . . 

10,365 

9,868 

1,100 
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Year 

1919 

1920 

1921 

1922 

1923 

1924 

1925 

1926 

1927 

1928 

1929 

1930 

1931 

1932 

1933 

1934 

1935 

1936 

1937 

1938 

1939 

1940 

1941 

1942 

1943 

1944 

1945 

1946 

1947 

1948 

1949 

1950 

1951 

1952 

1953 

1954 

1955 

1956 

1957 

1958 

1959 

1960 

1961 

1962 

1963 

1964 

1965 

1966 

1967 

1968 

1969 

1970 

1971 

1972 

1973 


OSMA  Annual  Meeting  Registration  — 1919  to  1973 


Place 

Members 

Guest 

Physicians 

Medical 

Students 

Woman’s  Aux.: 
Mis.  Guests 

Sc.  and  Tech. 
Exhibitors 

Total 

Columbus  

1173 

264 

92 

1539 

Toledo  

860 

105 

80 

1062 

Columbus  

1275 

104 

96 

1503 

Cincinnati  

1066 

184 

70 

1341 

Dayton  

1117 

202 

76 

1414 

Cleveland  

1301 

180 

109 

1603 

Columbus  

1204 

361 

107 

1689 

Toledo  

903 

120 

83 

1125 

Columbus  

1320 

286 

82 

1705 

Cincinnati  

916 

92 

80 

1115 

Cleveland  

1231 

249 

124 

1619 

Columbus  

1241 

435 

86 

1775 

Toledo  

826 

198 

50 

1087 

Dayton  

978 

201 

45 

1226 

Akron  

858 

160 

25 

1049 

Columbus  

1069 

410 

51 

1539 

Cincinnati  

973 

197 

84 

1271 

Cleveland  

1099 

563 

137 

1818 

Dayton  

1103 

366 

64 

1551 

Columbus  

1330 

619 

104 

2068 

Toledo  

1056 

271 

84 

1426 

Cincinnati  

1126 

323 

114 

1589 

Cleveland — Joint  Meeting  with  AMA 

Columbus  

1221 

527 

119 

1880 

Columbus  

544 

160 

717 

Columbus  

830 

411 

130 

1421 

No  Meeting 

Columbus  

1262 

130 

65 

507 

157 

2121 

Cleveland  

1502 

158 

15 

411 

328 

2414 

Cincinnati  

1362 

293 

27 

491 

214 

2387 

Columbus  

1533 

162 

221 

462 

230 

2608 

Cleveland  

1587 

260 

102 

707 

376 

3032 

Cincinnati  

1208 

162 

185 

647 

352 

2554 

Cleveland  

1366 

204 

49 

687 

395 

2701 

Cincinnati  

1155 

180 

224 

578 

298 

2435 

Columbus  

1222 

197 

173 

701 

252 

2545 

Cincinnati  

1360 

211 

185 

738 

317 

2810 

Cleveland  

1601 

338 

120 

1029 

489 

3577 

Columbus  

1164 

149 

320 

689 

368 

2690 

Cincinnati  

1327 

164 

45 

674 

325 

2535 

Columbus  

1359 

293 

445 

721 

364 

3182 

Cleveland  

1642 

489 

48 

1026 

447 

3652 

Cincinnati  

1256 

231 

24 

751 

301 

2563 

Columbus  

1304 

265 

343 

736 

371 

3019 

Cleveland  

1502 

336 

19 

893 

441 

3191 

Columbus  

1428 

332 

297 

1002 

376 

3435 

Columbus  

1330 

275 

335 

968 

394 

3302 

Cleveland  

1484 

309 

22 

865 

355 

3035 

Columbus  

1327 

286 

394 

1178 

405 

3590 

Cincinnati  

1300 

230 

35 

1287 

613 

3465 

Columbus  

1344 

219 

208 

1780 

518 

4069 

Columbus  

1160 

189 

224 

1355 

477 

3405 

Columbus  

1049 

159 

182 

1116 

451 

2957 

Cincinnati  

1118 

204 

37 

1172 

498 

3029 

Columbus  

1100 

130 

93 

1260 

431 

3014 
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Woman’s  Auxiliary  Report 


Highlights  of  Activities  Presented 
Before  the  OSMA  House  of  Delegates  in  Columbus 

By  Mrs.  Louis  Loria^  1972-1973  President, 

\Voinan’s  .\uxiliary  to  OSMA 


V\rilEN  MAKING  PLANS  early  last  spring 
for  this  year,  I asked  Dr.  Schultz  what  he 
would  like  the  Auxiliary  to  do  this  year.  He  sug- 
gested two  things:  ( 1 ) .V  Speaker’s  Bureau  to  “Up 
the  Doctor's  Image”  and  help  toward  better  com- 
munity health,  and  (2)  Work  in  the  legislative 
area. 

Accordingly,  in  cooperation  with  and  fi- 
nanced by  OSMA,  plans  were  formed  during  the 
summer  for  a training  session  which  was  held  in 
■September.  Twenty-five  women  participated  in 
this  excellent  training.  Brochures  were  made  and 
material  for  speeches  given  to  each  participant. 
These  brochures  were  then  distributed  through 
the  counties  to  lay  groups.  The  speakers  have  been 
used  to  a fair  extent  and  we  hope  to  achieve  even 
more,  success  ne.xt  year.  New  programs  have  been 
made  up  and  printed,  and,  by  giving  them  out  this 
spring,  we  hope  the  community  groups  will  use 
them  in  the  coming  year’s  programs.  We  appreci- 
ate your  cooperation  and  financing. 

Legislativewise  we  have  set  up  LEGSline 
(Legislative  Effort  Group  System).  I prefer  to 
think  of  it  as  Legislative  Emergency  Go  Signal, 
because  this  enables  us  to  cjuickly  get  a message 
to  county  members  from  National  or  State  con- 
cerning proposed  legislation.  Again  with  the  co- 
operation of  O.SM.X,  a day  was  set  up  at  the 
Legislature  with  18  women  attending.  We  ap- 
preciate Dave  Rader’s  help.  Because  of  a contact 
made  that  day  we  were  able  to  have  an  .\uxiliary 
member  appointed  to  the  Governor's  Health  Task 
Force. 

Many  counties  have  had  programs  on  legisla- 
tion. We’ve  promoted  Harry  Schwartz’s  book,  The 
Case  for  American  Medicine : A Realistic  Look  at 
Our  Health  Care  System.  We  learned  about  the 
various  NHI  proposals,  PSRO,  and  took  part  in 
the  LEGSline  alert  about  HMO’s.  I think  Auxil- 
ians  are  more  aware  and  alert  legislatively  than 
ever  before.  We  feel  that  even  more  interest  and 
knowledge  could  be  had  if  our  county  legislative 
chairmen  could  participate  in  your  district  legis- 
lative meetings.  Many  of  us  have  the  time  that 


you  Doctors  do  not  have  to  actively  work  in 
politics  and,  beliexe  me,  your  wives  are  very 
capable.  I’ve  found  this  to  be  true  as  I've  traveled 
in  the  counties. 


Mrs.  Louis  Loria  addresses  the  House  of  Delegates. 


My  theme  this  year  was  “Improving  the 
Quality  of  Life  Through  Health  Education.”  An 
amazing  amount  of  work  has  been  done  in  the 
recruitment  of  allied  health  personnel.  Approxi- 
mately $3,000  in  loans  and  $30,000  in  scholarships 
have  been  given  to  nurses,  premed  and  paramedi- 
cal students.  Approximately  $96,000  has  been 
given  to  AMA-ERF  in  Ohio  and  roughly  half 
of  that  was  raised  by  Auxilians.  We  have  col- 
lected your  unused  pharmaceuticals,  books,  instru- 
ments, magazines,  tape  recordings  and  have  made 
certain  types  of  clothing  to  send  to  needy  areas 
both  overseas  and  in  this  country.  Much  has 
been  done  for  Health  Education  in  the  area  of 
VD,  drug  abuse,  smoking,  safety  (including  a 
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good  slide  presentation  on  lawn  mower  safety ) , 
and  nutrition.  And  I don’t  have  to  tell  you  how 
much  volunteer  community  work  your  wives  do! 

At  least  seven  counties  have  activities  honor- 
ing Doctors  — you,  our  husbands.  I know  some 
men  object  to  a Doctor's  Day,  but  March  30’th 
was  proclaimed  National  Doctor's  Day  in  1954  by 
the  President  of  the  U.S.  If  done  in  a tasteful  re- 
strained way  we  as  your  wives  want  to  proclaim 
to  you  how'  great  you  are  as  individuals,  giving  of 
yourselves  in  service  to  your  fellowman.  I wrote  a 
short  article  in  the  March  OSMA  Journal  as  a 
tribute  to  you  on  Doctor’s  Day.  I said  in  essence 
that  we  your  wives  and  your  children,  knowing 


the  demands  medicine  makes  on  you,  try  always 
to  graciously  accept  and  live  with  these  demands. 
We  don’t  always  succeed!  We  live  with  you  and 
love  you  as  you  are.  Your  patients  love  you  be- 
cause of  )Our  ministering  to  them  and  so  often 
put  you  on  a pedestal.  If  we  sometimes  topple 
you  off  and  bring  you  back  to  earth,  forgive  us 
for  these  things  and  love  us  for  what  we  are. 

And  in  conclusion,  in  my  travels  over  the 
state  I’ve  met  many  women.  Pm  awed  by  the 
tremendous  amount  of  talent,  ability  and  energy 
that  these  women  have,  your  wives.  Let  us  know 
and  share  in  the  problems,  the  activities,  and  ad- 
vancements of  your  association.  Use  us  when  pos- 
sible — we  often  have  the  time  that  you  don’t 
have. 


why  buy 
equipment? 

leasing  from 
costs  less 

The  smart  way  to  equip  anything  from  a front  offioe  to  a factory  is  to 
lease,  not  buy.  Capital  Financial  Services  Leasing  leases  just  about 
everything  except  large  rolling  stock. 

Leasing  means  you  use  our  capital — not  yours.  You  make  no  large 
cash  outlay  — not  even  a down  payment.  Lease  charges  are  ordinary 
business  expenses  and  may  be  written  off  accordingly.  In  most  cases, 
the  tax  advantage  is  considerable. 

Capital  Services  assures  you  of  quick  delivery.  Most  lease  arrange- 
ments are  completed  within  five  days,  so  there’s  no  long  wait. 

Call  George  Stumpf  collect  at  614/228-6301  or  mail  coupon.  Let 
us  show  you  how  to  save  money  on  equipment  — it’s  the  lease  we 
can  do. 


Name Street 

City  and  State Zip. 

Type  of  equipment  needed 

Business  Office  Name 

CcipH^cil 
Serwices 

Executive  Offices  100  E Broad  Street.  Columbus.  Ohio  43215 
Affiliated  with  THE  CONTINENTAL  CORPORATION 


Proceedings  of  The  Council 


Meeting  of  May  10,  1973 


* I 'HE  COUNCIL  met  at  8:30  a.m.,  on  Thurs- 
T day,  May  10,  1973,  at  tlie  Sheraton-Columbus 
Motor  Hotel,  Columbus,  at  the  close  of  the  1973 
Annual  Meeting  of  the  Association.  All  members 
of  the  Council  were  present,  except  Drs.  Steplien 
P.  Hogg,  Cincinnati,  and  Robert  G.  Thomas 
Elyria.  Also  present  w’ere:  Dr.  Richard  E.  Hartle, 
Lancaster,  the  newly  elected  Councilor  of  the 
Eighth  District;  Dr.  John  H.  Budd,  Cleveland, 
.\M.\  Board  of  Trustees;  Mr.  James  E.  Pohlman, 
Columbus,  OSMA  Legal  Counsel,  and  Messrs. 
Page,  Edgar,  Gillen,  Campbell,  Clinger,  Rader, 
Mrs.  W isse,  Mr.  Moore  and  Mrs.  Dodson,  of  the 
headquarters’  office  staff. 

Thanks  Expressed 

President  Clarke  thanked  the  members  of  the 
staff  for  their  efficiency  in  carrying  out  Annual 
Meeting  assignments. 

Coniniittee  on  Medical  Care  in 
Jails  and  Prisons 

The  president  announced  the  formation  of  the 
Committee  on  Medical  Care  in  Jails  and  Prisons 
and  asked  for  suggestions  from  the  Councilors  for 
members  to  serve  in  this  capacity. 

Optometry  Ciourt  Case 

Mr.  Pohlman  discussed  a court  case  involving 
the  illegal  ]jractice  of  optometry  which  has  an 
effect  upon  enforcement  of  the  Medical  Practice 
Act.  The  case  is  being  appealed  by  the  Attorney 
General  for  reversal.  The  Council  voted  to  enter 
the  case  amicus  curiae  at  the  discretion  of  Mr. 
Pohlman. 

Committee  Appointments  Approved 

The  Council  ratified  the  President’s  appoint- 
ments to  Special  Committees  for  1973-1974,  with 
some  minor  amendments.  (See  this  issue  of  The 
Ohio  State  Medical  Journal,  page  553  for  the  per- 
sonnel of  these  committees.)  It  was  voted  to  elim- 
inate the  Ohio  State  Medical  Association  Liaison 
Committee  with  Ohio  Department  of  Public  Wel- 
fare and  use  the  Government  Medical  Gare  Com- 
mittee for  this  purpose. 


Auditing  and  Appropriations 

The  Council  approved  the  recommendation 
of  the  Committee  on  Auditing  and  Appropriations 
that  a specific  computerized  membership  system 
be  implemented  and  the  following  resolution  was 
thereupon  adopted : 

“BE  IT  RESOLVED,  that  the  President-Elect 
of  the  Ohio  State  Medical  Association  be  autho- 
rized to  execute  a contract,  in  form  approved  by 
legal  counsel,  in  accordance  with  instructions  out- 
lined in  the  request  for  bid  (Proposed  Com- 
puterized Membership  System  Ohio  State  Medical 
Association — revised  March  22,  1973)  with  The 
Republic  Corporation,  the  terms  and  conditions 
of  which  shall,  inter  alia,  including  a conversion 
and  implementation  cost  not  to  exceed  $9,282.00.” 

HMO’s 

The  Council  approved  a position  paper  on 
Health  Maintenance  Organizations,  which  reads  as 
follows : 

“The  term  ‘Health  Maintenance  Organiza- 
tion’ was  derived  by  and  from  political  expediency. 
It  is  a confusing  term  since  there  is  a vast  dif- 
ference between  the  word  ‘health’  as  it  is  influ- 
enced by  various  life  styles,  accidents,  and  related 
problems  in  the  environment  in  which  we  live, 
versus  the  word  ‘medical  care.’  In  these  issues,  one 
often  confuses  socioeconomic  problems  with  health 
and  medical  care  (and  lumps  these  problems  into 
a conglomerate  mass). 

“A  ‘health  maintenance  organization’  is  a 
system  for  payment  for  services  on  a capitation 
and  prepayment  basis.  The  actual  health  services 
continue  to  be  delivered  or  provided  by  individual 
physicians  who,  in  the  case  of  the  ‘health  mainte- 
nance organization,’  have  elected  to  provide  ser- 
vices on  a prepaid,  capitation  plan. 

“If  HMO’s  are  to  be  evaluated  honestly  and 
accurately,  they  should  not  be  brought  into  being 
or  maintained  under  the  artificial  stimulation  of 
tax  dollars.  HMO’s  should  be  required  to  be  self- 
starting on  the  same  basis  as  present,  self- 
sustaining,  successful  systems  of  medical  care  de- 
liver)', such  as  solo  practice,  partnership,  group 
practice  and  prepaid  group  practice. 

“In  view  of  the  epidemic  over-indulgence  of 
.'\mericans  in  their  eating,  smoking  and  drinking 
(Continued  on  page  574) 
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Jhe  diabetic 
who  has 
too  much... 


too  much  sugar, 
toomudifat. 


Maybe  the  last  thing  she  needs  is  more  of  her 
own  insulin.  Especially  when  you  consider 
that  many  overweight  diabetics  already  have 
normal  or  high  levels  of  endogenous  insulin 
and  that  insulin  is  lipogenic. 


If  she  jigtvron't  diet  and  oral  therapy  is 
indicate  in  adult-onset,  nonketotic  diabetes 


phenformin  HCT"^ 


lowers  blood  sugar  without  raising 

blood  inuiiin.  7 


Forcor^ietetietaiis,  including  dosage, 
please  prescribing  information. 

It’s  summ^M^  below 


II®  phenformin  HCI 
llets  of  25  mg. 

II-TD"  phenformin  HCI 
ned-Disinteg  ration 
psules  of  50  and  100  mg. 

f/caf/ons;  Stable  adult  diabetes  mellitus;  sulfonyl- 
sa  failures,  primary  and  secondary;  adjunct  to 
;ulin  therapy  of  unstable  diabetes  mellitus. 
intraindications:  Diabetes  mellitus  that  can  be 
gulated  by  diet  alone;  juvenile  diabetes  mellitus 
at  is  uncomplicated  and  well  regulated  on  in- 
lin;  acute  complications  of  diabetes  mellitus 
etabolic  acidosis,  coma,  infection,  gangrene); 
ring  or  immediately  after  surgery  where  insulin 
indispensable;  severe  hepatic  disease;  renal  dis- 
se  with  uremia;  cardiovascular  collapse  (shock); 
er  disease  states  associated  with  hypoxemia 
irninas:  Use  during  pregnancy  is  to  be  avoided 
ecautions:  1 . Starvation  Ketosis:  This  must  be 
ferentiated  from  insulin  lack"  ketosis  and  is 
aracterized  by  ketonuria  which,  in  spite  of  rel- 


atively normal  blood  and  urine  sugar,  may  result 
from  excessive  phenformin  therapy,  excessive  in- 
sulin reduction,  or  insufficient  carbohydrate  intake 
Adjust  insulin  dosage,  lower  phenformin  dosage, 
or  supply  carbohydrates  to  alleviate  this  state  Do 
not  give  insulin  without  first  checking  blood  and 
urine  sugar. 

2.  Lacf/c  Ac/dos/s.  This  drug  is  not  recommended 
in  the  presence  of  azotemia  or  in  any  clinical  situ- 
ation that  predisposes  to  sustained  hypotension 
that  could  lead  to  lactic  acidosis.  To  differentiate 
lactic  acidosis  from  ketoacidosis,  periodic  deter- 
minations of  ketones  in  the  blood  and  urine  should 
be  made  in  diabetics  previously  stabilized  on  phen- 
formin, or  phenformin  and  insulin,  who  have  be- 
come unstable.  If  electrolyte  imbalance  is  sus- 
pected, periodic  determinations  should  also  be 
made  of  electrolytes,  pH,  and  the  lactate-pyruvate 
ratio  The  drug  should  be  withdrawn  and  insulin, 
when  required,  and  other  corrective  measures 
instituted  immediately  upon  the  appearance  of  any 
metabolic  acidosis. 


3.  /-/ypog/ycem/a;  Although  hypoglycemic  re- 
actions are  rare  when  phenformin  is  used  alone, 
every  precaution  should  be  observed  during  the 
dosage  adjustment  period  particularly  when  insulin 
or  a sulfonylurea  has  been  given  in  combination 
with  phenformin 

Adverse  Reactions:  Principally  gastrointestinal; 
unpleasant  metallic  taste,  continuing  to  anorexia, 
nausea  and,  less  frequently,  vomiting  and  diarrhea 
Reduce  dosage  at  first  sign  of  these  symptoms.  In 
case  of  vomiting,  the  drug  should  be  immediately 
withdrawn  Although  rare,  urticaria  has  been  re- 
ported, as  have  gastrointestinal  symptoms  such  as 
anorexia,  nausea  and  vomiting  following  excessive 
alcohol  intake  (B)  98-146-103-E  (6/72) 

For  complete  details,  including  dosage,  please 
see  lull  orescribino  information. 

GEIGY  Pharmaceuticals  2 

Division  of  CIBA-GEIGY  Corporation  ^ 

Ardsley,  New  York  10502  “ 


Before  prescribing  Dalmane  (flurazepam 
HCI),  please  consult  Complete  Product 
Information,  a summary  of  which  follows: 
Indications:  Effective  in  all  types  of  insom- 
nia characterized  by  difficulty  in  falling 
asleep,  frequent  nocturnal  awakenings 
and/or  early  morning  awakening;  in 
patients  with  recurring  insomnia  or  poor 
sleeping  habits;  and  in  acute  or  chronic 
medical  situations  requiring  restful 
sleep.  Since  insomnia  is  often  transient 
and  intermittent,  prolonged  administra- 
tion is  generally  not  necessary  or 


recommended. 

Contraindications:  Known  hypersensi- 
tivity to  flurazepam  HCI. 

Warnings:  Caution  patients  about  pos- 
sible combined  effects  with  alcohol  and 
other  CNS  depressants.  Caution  against 
hazardous  occupations  requiring  com- 
plete mental  alertness  (e.g.,  operating 
machinery,  driving).  Use  in  women  who 
are  or  may  become  pregnant  only  when 
potential  benefits  have  been  weighed 
against  possible  hazards.  Not  recom- 
mended for  use  in  persons  under  15  years 


of  age. Though  physical  and  psychologftJi 
dependence  have  not  been  reported  oHc 
recommended  doses,  use  caution  in  aciJrc 
ministering  to  addiction-prone  individlita 
or  those  who  might  increase  dosage.  »| 


Precautions:  In  elderly  and  debilitatecl’*-^ 
initial  dosage  should  be  limited  to  15  rrjr* 
to  preclude  oversedation,  dizziness  anj 
or  ataxia.  If  combined  with  other  drug 
having  hypnotic  or  CNS-depressant 
effects, consider  potential  additive  effd 
Employ  usual  precautions  in  patients 
who  are  severely  depressed,  or  with 


for  7 to  8 hours  without  need  to  repeat 
dosage  during  the  night 

No  sleep  medication  has  been  as  rigorously  evaluated  in  the  sleep  research 
laboratory  as  Dalmane.  Insomnia  patients  given  one  30-mg  capsule  of  Dalmane 
at  bedtime  on  average:  fell  asleep  within  17  minutes,  had  fewer  nighttime 
awakenings,  spent  less  time  awake  after  sleep  onset,  and  slept  for  7 to  8 hours 
with  no  need  to  repeat  dosage  during  the  night. 


with  consistency 

Dalmane  has  been  shown  to  be  consistently  effective  even  during  consecutive 
nights  of  administration.  Thus  there  is  little  likelihood  for  the  need  to  increase 

dosage  to  maintain  therapeutic  effect. 

Dalmane  (flurazepam  HCI)  is  a distinctive  sleep  medication-a  benzo- 
diazepine  specifically  indicated  for  insomnia.  It  is  not  a barbiturate  or  metha- 
qualone,  nor  is  it  related  chemically  to  any  other  available  hypnotic. 


with  relative  safety 

Chronic  tolerance  studies  have  confirmed  the  relative  safety  of  Dalmane;  no 
depression  of  cardiac  or  respiratory  function  was  noted  in  patients  adrninistered 
recommended  or  higher  doses  for  as  long  as  90  consecutive  nights.  Dalmane  is 
generally  well  tolerated  and  morning  “hang-over”  is  relatively  infrequent. 
Dizziness,  drowsiness,  lightheadedness  and  the  like  have  been  the  side  effects 
noted  most  frequently,  particularly  in  elderly  and  debilitated  patients.  (An 
initial  dose  of  Dalmane  15  mg  should  be  prescribed  for  these  patients.) 


V— 


DALMANE 

(flurazepam  HCI)  _ 

When  restful  sleep  is  indicated 

One  30-mg  capsule  /i.s.— usual  adult  dosage 
(15  mg  may  suffice  in  some  patients). 

One  15-mg  capsule  h.s.— initial  dosage  for  elderly 
or  debilitated  patients. 


ROCHE  LABORATORIES 
Division  of  Hoffmann-La  Roche  Inc. 
Nutley,  New  Jersey  07110 


depression  or  suicidal  tendencies, 
lie  blood  counts  and  liver  and  kid- 
nction  tests  are  advised  during 
ted  therapy.  Observe  usual  precau- 
n presence  of  impaired  renal  or 
ic  function. 

se  Reactions:  Dizziness,  drowsi- 
ightheadedness,  staggering,  ataxia 
Ming  have  occurred,  particularly 
;rly  or  debilitated  patients.  Severe 
I on,  lethargy,  disorientation  and 
, probably  indicative  of  drug  intoler- 
)r  overdosage,  have  been  reported. 


Also  reported  were  headache,  heart- 
burn. upset  stomach,  nausea,  vomiting, 
diarrhea,  constipation,  Gl  pa  in',  •nervous- 
ness, talkativeness,  apprehension,*irri- 
tability,  weakness,  palpitations,  chest 
pains,  body  and  joint  pains  and  GU  com- 
plaints.There  have  also  been  rare  occur- 
rences of  sweating,  flushes,  difficulty  in 
focusing,  blurred  vision,  burning  eyes, 
faintness,  hypotension,  shortness  of 
breath,  pruritus,  skin  rash,  dry  mouth, 

bitter  taste,  excessive  salivation,  anorexia, 

euphoria,  depression,  slurred  speech. 


confusion,  restlessness,  hallucinations, 
and  elevated  SGOT,  SGPT,  total  and  direct 
bilirubins  and  alkaline  phosphatase. 
Paradoxical  reactions,  e.^.,  excitement, 
Stimulation  and  hyperactivity,  have  also 
been  reported  in  rare  instances. 

Dosage:  Individualize  for  maximum  bene- 
ficial effect.  Adults:  30  mg  usual  dosage; 
15  mg  may  suffice  in  some  patients. 
Elderly  or  debilitated  patients:  15  mg 
initially  until  response  is  determined. 
Supplied:  Capsules  containing  15  mg  or 
30  mg  flurazepam  HCI. 


I ^ 


> 


^^Prescription 


drugs  - 
who  should 
determine  the 
maker?^^ 


Dispenser  of 
Medicine 


Clifton  J.  Latiolais 
President 
American 
Pharmaceutical 
Association 


Maker  of 
Medicine 


C.  Joseph  Stetler 
President 
Pharmaceutical 
Manufacturers 
Association 


“Too  many  doctors  are  indiffa 
ent  to  the  economic  consequencesjl^ 
their  decisions.”  So  stated  a recent  r 
issue  of  Medical  News  Report  (De-! 
cember  4,  1972),  an  independent] 
weekly  newsletter  published  by  for| 
AMA  Chief  Executive  F.  J.  L.  Blasirf^= 
game,  M.D. 


Doctor,  are  you  indifferent . . . ? 

In  discussing  an  anticipated  in 
crease  in  Blue  Shield  rates.  Dr.  Bias 
ingame’s  newsletter  had  this  to  say^t 

"In  general,  it  can  be  said,  MD 
have  given  the  impression  they  are 
not  particularly  concerned  with  the 
increase  in  cost  of  health  care  to  thi 
patients... 

“True,  an  MD’s  training  is  pri- 
marily scientific,  but  in  the  real  wor 
of  practice,  all  of  his  scientific  deck 
sions  have  a price  tag,  or  an  econoi 
impact.  The  economics  of  health  ca 
beckon  the  practitioner's  attention^ 
Concern  for  economics  of  medicini 


When  the  pharmacist  recom- 
mends that  a drug  product  other  thf 
the  one  ordered  be  dispensed,  the 
prescriber  invariably  permits  the 
change  when  he  feels  the  best  inteij 
ests  of  the  patient  will  be  served. 


Shortcomings  of  Pro-Substitution 
Argument 

The  fact  remains  that  it  is  nec( 
sary  for  the  prescriber  to  know  that 
the  change  is  being  contemplated, 
and  to  be  in  a position  to  consent  or 
demur.  Without  that  opportunity,  th 
unilateral  decision  of  the  pharmaci; 
made  in  the  absence  of  clinical  kno' 
edge  of  the  patient,  could  expose  hi 
to  needless  risks,  and  in  addition, 
jeopardize  the  relationship  betweer 
the  professions  of  Pharmacy  and 
Medicine.  In  my  view,  there  is  nothi 
in  the  pro-substitution  argument  th; 
offsets  these  risks. 


The  Issue  of  Drug  Knowledge 

Substitution  advocates  claim  ** 


Advertisement 


that  the  primary  justification  for 
changing  the  rules  is  the  desire  to 
better  utilize  pharmacists’  knowled] 
about  drugs.  Yet  the  pharmacist’s 
task  to  keep  current  on  the  entire 
field  of  drug  therapy,  to  some  degre 
puts  him  at  a disadvantage.  Most 
often,  a practicing  physician  will  ne^ 
expert  knowledge  of  no  more  than  2 


sbuld  be  an  obligation  of  medical 
pctice. . . 

“Medical  societies  ought  to  con- 
c ct  continuing  campaigns  to  point 
ct  the  substantial  savings  that  could 
t realized  thru  deductible  insurance 
cd  protection  for  catastrophic  ill- 
r|SS.  At  the  very  least,  they  should,  in 
t3  patients’  interest,  question  the 
t:tics  of  any  insurance  organization 

fat  raises  health  care  costs  by  forc- 
g policyholders  to  buy  insurance 
tay  may  not  need  or  v\/ant  and  prob- 
f ly  won’t  ever  use. 

“Too  many  doctors  are  indiffer- 
|t  to  the  economic  consequences  of 
teir  decisions.  Too  many,  for  ex- 
nple,  habitually  hospitalize  patients 
fr  the  convenience  of  the  MD.  It’s 
iinsense  to  deny  such  habits  exist . . . 
'i-  “Doctors,  thru  their  medical  so- 
<eties,  have  unhesitatingly  appealed 
their  patients  for  support  in  the 
fcht  against  government  interference 
s|th  the  private  practice  of  medicine. 
:/id  the  public  in  the  past  has  re- 
Tonded.  It’s  time  the  American  Med- 
fel  Association  and  state  and  local 
iedical  societies  paid  off  the  debt  by 
Incisive  action  to  hold  down  the  cost 
< medical  care.’’ 

lost  of  Drugs 

Insurance  rates  and  hospital 
iiarges  are  only  two  factors  in  health 


care  costs.  The  cost  of  drugs— both 
prescription  and  nonprescription— is 
another. 

And  when  it  comes  to  drug 
costs,  the  nation’s  pharmacists  are 
concerned.  Through  their  national 
professional  society,  the  American 
Pharmaceutical  Association,  pharma- 
cists are  advising  the  public  to  use 
nonprescription  medication  cau- 
tiously and  conservatively,  and  to  seek 
the  advice  of  their  pharmacist  before 
selecting  or  purchasing  such  drugs. 

Outdated  Laws 

The  pharmacist  also  is  aware 
that  when  it  comes  to  prescription 
drugs,  often  he  has  an  even  greater 
opportunity  to  reduce  the  cost  to  the 
patient— with  no  sacrifice  in  the  qual- 
ity of  the  medication  dispensed.  But 
in  many  states,  outdated  and  anti- 
quated laws  prevent  the  pharmacist 
from  engaging  in  drug  product  selec- 
tion. “Drug  product  selection’’  simply 
means  that  the  pharmacist  functions 
in  the  patient’s  interest  by  con- 
sciously choosing,  from  the  multiple 
brands  available,  a low-cost  quality 
brand  of  the  specific  drug  to  be  dis- 
pensed in  response  to  the  physician’s 
prescription  order. 

Much  misinformation  has  been 
purposely  spread  by  those  who  stand 
to  gain  financially  by  maintaining 


high  drug  costs  to  the  public.  An  end- 
less stream  of  propaganda  has  ema- 
nated from  the  drug  industry  in  an 
effort  to  persuade  the  medical  profes- 
sion that  these  so-called  anti-substitu- 
tion laws  should  be  retained.  And  as 
long  as  these  laws  are  retained,  the 
drug  industry  will  continue  its  current 
marketing  practices  which  contribute 
unnecessarily  to  high  drug  costs  to 
patients.  These  practices  also  are  in- 
viting government  agencies  to  expand 
their  restrictive  controls  on  physi- 
cians and  pharmacists. 

APhA  Efforts 

As  pharmacists,  we  are  con- 
cerned about  health  care  costs.  We 
hope  that  every  physician  shares  our 
concern  on  this  vital  issue,  and  will 
give  his  personal  support  to  the  con- 
structive efforts  APhA  has  undertaken 
in  the  interest  of  all  patients. 

(For  a complete  discussion  of 
drug  product  selection,  you  are  invited 
to  request  a free  copy  of  the  “White 
Paper  on  the  Pharmacist's  Role  in 
Product  Selection”  from:  American 
Pharmaceutical  Association, 

2215  Constitution  Avenue,  N.W., 
Washington,  D.C.  20037.) 


' 30  drugs  that  he  selects  to  treat  the 
^lajority  of  conditions  encountered  in 
is  practice.  Moreover,  the  physi- 
|an’s  choice  of  a specific  brand  is 
3sed  on  his  knowledge  of  the  pa- 
ent’s  medical  history  and  current 
Dndition,  and  his  experiences  with 
le  particular  manufacturer’s 
*^oduct. 

Some  substitution  proponents 
ave  argued  that  the  dispensing  of  a 
rescription  is  a simple  two-party 
•fansaction  between  the  pharmacist 
nd  the  patient,  and  that  a substitut- 
|ig  pharmacist  may  avoid  even  a 
hchnical  breach  of  contract  by  simply 
otifying  the  patient  that  he  is  making 
le  substitution.  I would  judge  that 
3w  courts  would  be  sympathetic 
)ward  a pharmacist  who  substituted 
'ithout  physician  approval  and  who 
jndertook  a legal  defense  that  seeks 
) make  the  patient  responsible  for 
ie  pharmacist’s  actions, 
educed  Prescription  Prices? 

Substitution  advocates  are 
luggesting  to  the  consumer,  and  par- 
icularly  the  consumer  activist,  that 
educed  prescription  prices  could 
pilow  legalization  of  substitution. 

|Ve  have  seen  absolutely  no  evidence 
3 justify  this  claim.  To  the  contrary, 
experience  in  Alberta,  Canada,  where 
lubstitution  is  authorized,  suggests 


the  opposite. 

Many  pharmacists  understand- 
ably are  concerned  about  the  cost  of 
maintaining  multiple  stocks  of  similar 
products.  While  there  is  no  doubt  that 
inventory  costs  rise  when  additional 
brands  are  stocked,  it  would  be  inter- 
esting to  know  how  much  they  rise, 
and  how  many  pharmacists  actually 
stock  all  brands  — of,  say,  ampicillin 
or  tetracycline  — or  how  long  they 
keep  “slow  moving”  products  on  their 
shelves  before  they  are  returned  for 
credit.  To  ask  that  the  industry  elimi- 
nate multiple  sources  is  to  ask  com- 
petitors to  stop  competing. 

Drug  Substitution— A License  for 
the  Unethical 

Anti-substitution  repeal  would 
favor  “corner  cutting”  pharmacists 
and  manufacturers.  For  them,  free 
substitution  would  be  not  a right,  but 
a license.  As  an  aftermath,  it  is  quite 
likely  that  the  confidence  of  both  phy- 
sicians and  patients  in  the  profession 
of  Pharmacy  would  be  eroded,  as 
revelations  about  the  unconscionable 
behavior  of  an  undisciplined  few  were 
magnified  in  the  press  or  in  profes- 
sional circles. 

Summary 

In  short,  what  the  American 
Pharmaceutical  Association  advo- 


cates as  a broad-spectrum  panacea 
looks  to  us  to  be  not  only  a minority 
view  (advocacy  of  substitution  is  by 
no  means  a uniform  policy  in  Phar- 
macy), but  also  an  extraordinarily 
costly  and  ineffective  remedy,  whose 
side  effects  are  odious.  We  believe 

(1)  that  an  impressive  majority  of 
pharmacists  prefer  to  work  with 
Medicine  and  with  industry,  for  the 
consumer,  and  for  the  general  good, 

(2)  that  they  seek  the  privilege  to  sub- 
stitute when  the  patient  might  gain 
and  when  the  patient’s  doctor  agrees, 
and  (3)  that  they  seek  to  work  for  the 
resolution  of  genuine  grievances 
openly  and  professionally. 

(For  amplification  of  PM  A views, 
please  write  for  our  booklet,  "The 
Medications  Physicians  Prescribe: 
Who  Shall  Determine  the  Source?” 

It  is  available  from:  Pharmaceutical 
Manufacturers  Association,  1155 
Fifteenth  Street,  N.W.,  Washington, 
D.C.  20005.) 


Pharmaceutical 
Manufacturers  Association 
1155  Fifteenth  Street,  N.  W . 
Washington,  D.  C.  20005 


habits,  plus  their  a\ersion  to  walking  and  to  ade- 
quate exercise,  only  a drastic  change  in  those 
habits  would  enable  “health  maintenance.’ 

“Ta.x  dollars  should,  therefore,  be  devoted  to 
iinproxement  in  the  many  other  aspects  of  Amer- 
ican life  recjuiring  support,  such  as  improved 
housing,  education  and  environmental  factors, 
rather  than  in  the  artificial  stimulation  of  the 
theoretical  and,  as  yet,  unproved  concept  of 
‘health  maintenance  organizations.’ 

“The  Ohio  State  Medical  Association  supports 
the  need  for  experimentation  with  various  forms 
of  health  care  delixery  and  encourages  a fair 
evaluation  of  the  performance  of  the  various  sys- 
tems. 

“The  experimental  HMO  activities  being  fos- 
tered by  the  federal  government  should  be  care- 
fully obserxed  and  their  performance  documented, 
both  scientifically  and  fiscally,  in  order  that  a true 
comparison  of  costs  and  effectix  eness  of  the  various 
systems  of  health  care  delivery  are  ax^ailable  for 
critical  exaluation  and  appropriate  action.” 

Life  Membership  Committee 

In  connection  xvith  the  adojDtion  of  Resolution 
No.  56-73,  establishing  a category  of  Life  Member- 
ship, the  president  appointed  the  following  com- 
mittee to  implement  this  resolution:  James  L. 
Henry,  Chairman;  Maurice  F.  Lieber,  and  Robert 
E.  Rinderknecht. 


1974  Annual  .Meeting 

Dates  for  the  1974  .Annual  Meeting,  in  Clexe- 
land,  Ohio,  xvere  established  as  Sunday,  May  12 
through  Wednesday,  May  15.  The  first  session  of 
the  House  of  Delegates  is  to  be  held  on  Sunday 
exening,  and  the  final  session  is  to  be  held  on 
Wednesday. 

It  was  decided  to  haxe  all  exhibits  open  from 
9:00  a.m.  to  4:30  p.m.,  Tuesday,  May  14  and 
Wednesday,  May  15. 

Greenbrier  Meeting 

The  Council  authorized  a September  meeting 
(September  28-30),  at  The  Greenbrier  in  West 
\5rginia. 

Other  Council  dates  xvere  established  as  fol- 
lows: July  14-15;  November  3-4;  December  15-16, 
and  January  25-27,  1974. 

Commission  on  Education 

The  Council  approved  a proposal  that  a rep- 
resentative of  the  American  Medical  Association 
be  invited  to  meet  with  the  Commission  on  Edu- 
cation xvith  regard  to  the  AMA  services  available 
to  reinforce  the  Ohio  State  Aledical  Association 
Continuing  Education  Program. 

The  Council  then  adjourned. 

ATTEST:  Hart  F.  Page 

Executive  Director 
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WINDSOR  HOSPITAL 

A NONPROFIT  CORPORATION 
— ESTABLISHED  7898  — 

Chagrin  Falls,  Ohio 

247  - 530C 

A hospital  for  the  treatment 
of  Psychiatric  Disorders 

High  on  a Hill-Top,  Overlooking  Beautiful 
Chagrin  River  Valley. 


Accredited  by  Joint  Commission  on  Accreditation  of  Hospitals. 


GUY  H.  WILLIAMS,  Jr.,  M.D. 
Medical  Director 


G.  PAULINE  WELLS,  R.N. 
Admin.  Director 


Booklet  available  on  request. 

HERBERT  A.  SIHLER,  Jr. 
President 


MEMBER;  American  Hosoital  Association  — National  Association  of  Private  Psychiatric  Hospitals 
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an  effective  combination  of  medication 
and  psychology  for  rheumatoid  arthritis 


unique  10-grain  buffered  aspirin 

CAMA 


INLAY-TABS 


Each  tablet  contains  aspirin,  600  mg.  (10  grains);  magnesium  hydroxide,  N.F.,  150  mg. 
aluminum  hydroxide  dried  gel,  150  mg. 


Unique  design.  In  shape,  size  and  color, 

CAMA  looks  like  no  other  aspirin.  It  gives 
patients  an  “individualized”  medication— one 
they  may  find  more  acceptable  and  possibly 
respond  to  more  positively. 

Fils  prescribing  patterns.  CAMA’s  10-grain 
aspirin  strength  is  suited  to  the  higher  dosage 
regimens  generally  used  for  arthritis. 
Adjustable  dosage.  Scored  tablet  lets  you 
increase  or  decrease  dosage  in  5 or  10  grain 
increments. 


Economical.  CAMA  costs  no  more  per  dose 
than  many  5-grain  buffered  aspirin  tablets. 
Give  your  arthritic  patients  the  added  benefits 
of  CAMA.  Ask  your  Dorsey  representative  for  a 
generous  supply  or  write  Director  of 
Professional  Relations. 

Doivey 

LABORATORIES  ^ 

Division  of  Sandoz-Wander,  Inc. 

Lincoln,  Nebraska  68501 


Woman’s  Auxiliary  Highlights 


Report  on  the  1973  Annual  Meeting 
Woman’s  Auxiliary  to  the  OSMA,  Cincinnati 


By  Mrs.  S.  L.  XIeltzer,  Publicity  Chairman 
2442  Dorman  Drive,  Portsmouth  45662 


HIS  YEAR  OF  1973  witnessed  the  thirty- 
third  annual  convention  of  the  Woman’s 
Auxiliary  to  the  Ohio  State  Medical  Association. 
It  took  place  on  May  7,  8 and  9 and  the  scene  of 
activity  was  the  Christopher  Inn  in  Columbus. 
Mrs.  Louis  Loria,  1972-73  president,  chose  as  her 
convention  theme  “Open  A New  Door.” 

I couldn’t  help  but  ruminate  about  the  con- 
trasts in  time — the  world  as  we  knew  it  in  1940 
when  Ohio’s  Auxiliary  came  into  being,  and  the 
world  in  which  we  live  today.  Thirty-three  years 
ago,  who  would  have  really  believed  that  man 
would  land  on  the  moon?  Who  (other  than  the 
scientists  feverishly  at  work)  would  have  really  be- 
lieved that  some  five  years  later  there  would  be 
an  atom  bomb  that  would  trigger  destruction  of 
unbelievable  magnitude?  Television?  Organ  trans- 
plants? The  Pill?  Women  construction  workers? 
In  1940,  words  of  magic  possibly,  but  certainly 
not  of  reality! 

Many  doors  hav'e  been  opened  since  that  first 
year  of  Auxiliary — sociologically,  medically,  eco- 
nomically, scientifically  and  technologically.  Yet 
there  is  always  another  door  to  be  opened  by  dedi- 
cated doctors’  wives  whose  organization  has  grown 
with  the  years  into  an  ever  richer  maturity.  Al- 
ways the  standard  bearer  must  be  “Open  A New 
Door.” 

That  was  the  awareness  that  pervaded  as  the 
gavel  sounded  the  opening  of  the  first  business 
session  of  the  thirty-third  annual  convention  on 
Tuesday,  May  8 at  9 a.m.  at  the  Christopher  Inn 
in  Columbus,  and  presided  over  by  Mrs.  Loria, 
president.  The  invocation  was  given  by  Mrs.  H.  R. 
Hunt,  of  Trumbull  County,  which  had  been  writ- 
ten by  Mrs.  B.  E.  Goodman,  also  of  Trumbull.  It 
was  an  especially  warm  and  moving  invocation, 
“tailored”  for  the  doctor’s  wife. 

The  pledge  of  allegiance  was  led  by  Mrs. 
William  Crawford,  Butler  County,  and  the  pledge 
of  loyalty  by  Mrs.  W.  F.  Stevenson,  Columbiana 
County.  Mrs.  Floyd  Beman,  president,  Franklin 
County,  extended  greetings  and  a warm  welcome 
to  the  delegates,  members  and  out  of  state  guests. 


Dr.  ^Villiam  R.  Schultz,  President,  OSMA, 
urged  the  auxiliary  to  continue  its  Speakers’  Bu- 
reau activity  to  help  with  the  “Up  With  Medi- 
cine” aims  of  the  doctors.  “We  can  help  change 
the  direction  of  thinking  in  this  country,”  said  Dr. 
Schultz  as  he  urged  the  auxiliary  to  keep  pushing 
forward  for  medicine’s  sake.  The  OSMA  president 
warmly  greeted  the  Plouse  of  Delegates  and  ac- 
knowledged with  thanks  the  outstanding  contri- 
butions made  by  the  auxiliary. 

Mrs.  Malachi  W.  Sloan,  II,  state  past  presi- 
dent and  North  Central  Regional  legislation  chair- 
man, introduced  these  out  of  state  guests:  Mrs. 
Robert  Beckley,  president,  national  au.xiliary;  Mrs. 
John  H.  Eves,  president,  Pennsylvania;  Mrs. 
Frederick  Gilmore,  president-elect,  Pennsylvania; 
Mrs.  Robert  Hartman,  president,  Illinois;  Mrs. 
Philip  Smith,  immediate  past  president,  Indiana; 
Mrs.  Willis  Stogsdill,  president,  Indiana;  Mrs. 
Barbour  Fleming,  president,  Michigan;  and  Xlrs. 
William  J.  Jones,  president-elect,  Michigan. 

Airs.  Loria  then  introduced  her  two  conven- 
tion chairmen:  Airs.  Paul  S.  Aletzger  and  Airs. 
Donald  L.  Lewis.  These  are  the  two  women  from 
Franklin  County  who  spearheaded  this  year’s  con- 
vention with  zest,  enthusiasm  and  dedication. 
Along  with  their  advisor,  Mrs.  Floyd  Beman,  and 
their  innumerable  hard-working  committees,  these 
women  made  possible  a smooth-running,  efficient 
and  happy  convention.  Thank  you  much,  Franklin 
County. 

The  traditional  “early  bird”  prizes  were 
drawn  and  presented  by  Airs.  H.  W.  Davis,  Dela- 
ware County.  Roll  Call  report  by  Mrs.  Dale 
Dickens,  Franklin  County,  revealed  an  attendance 
of  108,  with  a cjuorum  established. 

National  President 

Airs.  Robert  Beckley,  president  of  the  Wom- 
an’s Auxiliary  to  the  American  Medical  Associa- 
tion, was  introduced  by  Mrs.  Armin  Melior,  Scioto 
County.  Airs.  Beckley  has  visited  three  Ohio  con- 
ventions— first,  as  president  of  the  Pennsylvania 
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auxiliary;  second,  as  treasurer  of  the  national 
auxiliary;  and  this  third  time  as  national  president. 

“We  should  be  committed  to  helping  our 
husbands,”  she  said,  “in  effect,  building  the  bridge 
for  them.”  She  went  on  to  discuss  what  she  called 
the  three  challenges  in  building  that  bridge:  First, 
strength  and  unity  in  the  profession;  second,  be- 
coming invoked  in  health  education  in  the  schools; 
and  third,  educating  the  public  generally  about 
the  medical  profession. 

Mrs.  Beckley  talked  of  the  $740,388  given 
las  year  by  the  auxiliaries  for  AMA-ERF  and  the 
$654,889  contributed  in  scholarships  and  loans  for 
paramedical  careers,  making  a total  of  $1,395,278 
for  the  year  1972.  The  national  president  said 
there  are  90,000  auxiliary'  members  in  the  United 
States  and  1,200  organized  counties.  She  added 
that  she  was  indeed  happy  to  announce  that  at 
long  last  New  York  City  has  become  organized  as 
an  auxiliary.  She  urged  that  good  fellowship  be 
encouraged  among  physicians’  families  and  that 
no  auxiliary  should  apologize  for  its  social  activi- 
ties. Mrs.  Beckley,  in  discussing  the  various  auxil- 
iary activities,  announced  that  the  1973-74  year 
would  also  focus  on  the  battered  child  syndrome 
and  alcohol  on  the  highways. 

Mrs.  Loria’s  Report 

The  detailed  report  of  Mrs.  Louis  Loria, 
1972-73  president,  will  be  found  elsewhere  in  this 
issue.  This  is  the  report  of  Ohio’s  auxiliary  as  it 
was  presented  to  the  House  of  Delegates  of  the 
Ohio  State  Medical  Association.  Here  I highlight 
just  a few  of  the  remarks  our  state  president  made 
before  our  own  House  of  Delegates:  “You,  as 
counties,  have  done  the  work,”  said  Mrs.  Loria  as 
she  discussed  such  outstanding  activities  as  the 
Speakers’  Bureau,  the  LEGS  jtrogram,  the  Health 
Manpower  survey.  Doctors’  Day  observ'ance  in  the 
counties,  and  AMA-ERE.  “Some  $29,000  was 
offered  in  Jlealth  Manpower  loans,”  she  pointed 
out,  “with  over  $2500  in  outright  gifts.”  She  spoke 
of  the  International  Flealth  program  and  the 
18,000  pounds  of  drugs  and  equipment  sent  to 
World  Medical  Relief.  Eileen  Loria’s  year  of  fur- 
ther emphasis  on  health  education,  community 
service,  legislation  and  nutrition  paid  off  in  dk'i- 
dends  of  accomplishment.  In  this  past  year’s  work- 
book, Mrs.  Loria  used  a quotation  from  Oliver 
Wendell  Holmes  which  sums  it  all  up  neatly: 
“The  great  thing  in  this  world  is  not  so  much 
where  we  stand  as  it  is  in  what  direction  we  are 
moving” 

Nominative  Slate 

Mrs.  Russell  Wiessinger,  immediate  past  presi- 
dent and  chairman  of  the  Nominating  Committee, 
presented  her  committee’s  recommended  1973-74 
slate  of  officers  who  were  subsequently  elected  by 


voice  vote:  President-elect,  Mrs.  S.  J.  Glueck, 
Clark;  first  vice-president,  Mrs.  Howard  E.  Smith, 
Lucas;  second  vice-president,  Mrs.  Henry  Holden, 
Mahoning;  third  vice-president,  Mrs.  Albert  May, 
Marion;  recording  secretary,  Mrs.  Paul  Chrenka, 
Cuyahoga;  corresponding  secretary,  Mrs.  Carl  F. 
Coll,  Jefferson;  treasurer,  Mrs.  William  Myers, 
Pickaway.  Directors-at-large  to  serve  two  years : 
Mrs.  Emil  L.  Barrows,  Hamilton;  Mrs.  Donald 
Dewald,  Richland;  Mrs.  Thomas  L.  Manning, 
Cuyahoga.  Director-at-large  to  serve  one  year: 
Mrs.  Robert  Holladay,  Allen  (to  finish  the  term 
of  Mrs.  Myers  who  became  treasurer) . District 
directors:  First — Mrs.  Charles  Blase,  Hamilton; 
Third — Mrs.  Emeliano  Feliciano,  Mercer;  Fifth — ■ 
Mrs.  Wesley  Pignolet,  Lake;  Seventh — Mrs.  David 
Creamer,  Belmont;  Ninth — Mrs.  B.  U.  Howland, 
Scioto;  Eleventh — Airs.  John  Emery,  Huron. 

Mrs.  Wiessinger  then  presented  the  names  for 
the  1973-74  Nominating  Committee:  four  from 
the  Board,  two  of  whom  are  to  be  elected;  ten 
from  the  general  membership,  five  of  whom  are 
to  be  elected.  As  there  were  no  nominations  from 
the  floor.  Airs.  Loria  announced  that  the  election 
for  the  1973-74  Nominating  Committee  would  be 
by  ballot  at  the  designated  voting  hours  that  after- 
noon. 

The  President  then  called  for  nominations  for 
delegates  and  alternates  to  the  convention  of  the 
\Voman’s  Auxiliary  to  the  American  Aledical  Asso- 
ciation to  be  held  in  New  AYrk  City  June  24-28. 
Twenty- three  such  names  were  placed  in  nomina- 
tion. Instructions  for  voting  were  then  detailed  by 
Airs.  Edward  L.  Doermann,  Lucas,  parliamen- 
tarian. 

AAIA  Speaker — Dr.  Ellis 

Effie  Ellis,  AI.D.,  keynote  speaker,  who  is  the 
AAIA’s  Special  Assistant  for  Flealth  Servdces,  was 
introduced  by  Mrs.  Annin  Alelior,  Scioto  County. 
“She  is  no  stranger  to  Ohio,”  Airs.  Alelior  asid. 
“Prior  to  joining  the  American  Aledical  Associa- 
tion, Dr.  Ellis  was  director  of  Alaternal  and  Child 
Health  for  the  Ohio  State  Department  of  Health. 
During  her  career,  she  has  served  and  is  serving 
on  numerous  distinguished  committees  and  boards 
for  health  and  social  agencies  on  regional  and 
federal  levels”.  . . . 

The  “theme”  of  Dr.  Ellis’  talk  was  “Quality 
of  Life,”  and  it  was  a forceful,  knowledgeable  and 
thought-provoking  talk.  “Over  and  above  the  tech- 
nical aspects  on  delivery  of  health  care,”  said  Dr. 
Ellis,  “must  come  the  message  loud  and  clear  that 
physicians  do  care.  And  when  we  speak  of  Quality 
of  Life,  we  must  raise  the  level  of  awareness  to 
such  important  facts  as  having  to  begin  before 
one  is  even  conceived,  if  we  are  to  embark  on  an 
intelligent  course  of  prevention. 

“Quality  of  Life  begins  with  the  birth  of  his — 
the  baby’s — parents.  What  you  do  in  one  stage 
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affects  what  hajjpens  in  e\ery  other  stage — not 
only  where  physical  well-being  is  concerned  but 
in  the  social  and  emotional  growth  at  the  same 
time.”  Dr.  Ellis  spoke  of  dividing  life  into  three 
major  phases — between  conception  and  adoles- 
cence; middle  years;  aging  years.  “As  we  go 
through  life,”  commented  the  AM/\  speaker,  “we 
]5ass  through  many  en\ironments  ....  there  is 
the  need  of  social  services  designed  for  everyone, 
both  poor  and  affluent  alike.  . . .” 

Dr.  Ellis  spoke  of  her  visit  to  China  last  Fall 
and  the  attitude  of  the  Chinese  toward  their  chil- 
dren. The  Chinese  recognize  that  the  children  are 
the  future  of  their  country  and  they  nurture  them 
like  hothouse  plants.  “Our  children  are  the  future 
ambassadors  and  negotiators  with  other  countries,” 
she  reminded  her  audience.  “We  have  the  greatest 
country  in  the  world,  and  we  must  try  to  keep  it 
that  way.”  Dr.  Ellis  closed  her  talk  with  “recom- 
mit yourselves  to  im])roving  the  Quality  of  Life 
....  show  the  world  we  care”.  . . . 

Later,  I asked  Dr.  Ellis  what  she  considered 
the  single  most  important  part  of  the  Quality  of 
Life  program.  Eler  immediate  answer:  “the  baby 
in  the  womb.” 

In  Memoriam 

A simple,  impressive  Memorial  Service  was 
conducted  by  Mrs.  Russell  \Viessinger,  Allen 
County,  immediate  past  president.  She  spoke  of 
the  ceremony  of  graduation  at  the  end  of  each 
school  year  and  likened  it  to  the  “meeting  at  the 
end  of  our  auxiliary  year  to  observe  a similar 
ceremony  of  graduation  ....  twenty-six  of  our 
colleagues  have  finished  their  courses  and  have 
graduated  from  earthly  concerns  to  eternal  life.” 
Mrs.  Wiessinger  described  these  women,  and  the 
others  who  had  preceded  them,  as  those  who 
“have  shown  us  the  way,  who  have  given  us  the 
incentive  and  challenge  and  who  have  made  us 
proud  to  be  a part  of  this  great  organization  with 
its  far-reaching  programs  ....  the  past  is  behind 
us  and  nothing  we  can  do  will  affect  it.  The  future 
is  before  us  and  everything  we  do  will  affect  it.” 

The  first  business  meeting  recessed  at  11:35 

a.m. 

Immediately  following,  there  was  a mad 
scramble  for  the  Sheraton-Columbus  Hotel  and 
the  OMPAC  luncheon. 

Mark  Russell 

“This  inside-W'ashington  comedian  without 
an  equal”  is  a past  master  at  creating  what  is 
inelegantly  known  as  the  “belly  laugh.”  As  one 
commentator  put  it — ^“you  don’t  feel  you’ve  been 
enlightened  by  Mark  but  you  know  you’ve  been 
entertained.”  Mr.  Russell  in  his  “Politics  Are  A 


Laughing  Matter”  took  “them”  all  on  - the  big 
peojde,  the  establishment  people  and  their  big  in- 
stitutions. lie  spared  no  one  and  he  said  his  things 
well  and  he  not  only  said  them  but  he  even  sang 
them  and  rhymed  them!  He  is  a satirist  par  excel- 
lence and  he  turns  his  satire  into  hilarity. 

OMPAC  was  “heard,”  of  course,  and  its  im- 
portance emphasized  yet  again.  As  it  should  be. 
.\s  it  must  be.  But  Mr.  Rus.sell’s  prescription  for 
laughter  proved  a terrific  tonic  for  the  doctor  and 
the  doctor’s  lady.  . . . 

Workshop  Session 

On  Monday  afternoon,  there  had  been,  for 
the  first  time  in  au.xiliary  convention  history,  a 
Leadership  Conference  for  the  state  board,  and 
for  county  presidents  and  presidents-elect  for 
1973-74,  conducted  by  the  dynamic  Mrs.  S.  B. 
Pfahl,  Erie  County.  Then  Mrs.  Edward  L.  Doer- 
mann  had  taken  on  that  Waterloo  of  most  pre- 
siding officers — parliamentary  procedure  (at  least 
it  always  seemed  to  be  my  Waterloo!)  Mrs.  Doer- 
man,  an  able  parliamentarian,  involved  the  group 
with  a “true  or  false”  Parliamentary  Pepper- 
Upper.  Mrs.  Pfahl  included  in  her  presentation 
such  provocative  discussions  as  How  Good  A Lis- 
tener Are  You?;  An  Outline  for  Group  Decision 
Making;  Specific  Procedures  for  Brainstorming; 
Some  Problems  and  Suggested  Solutions  In  Criti- 
cal Thinking;  and  The  Role  of  the  Leader. 

The  Tuesday,  May  8,  afternoon  \Vorkshop 
Session  hit  at  the  specifics  of  AMA-ERF  (with 
Mrs.  Henr)'  Holden,  chairman)  ; Legislation  (with 
Mrs.  Malachi  Sloan  and  Mrs.  Pfahl)  ; Plealth 
Manpower  (with  Mrs.  Jack  Weiland  and  Mrs. 
Ernest  Fox)  ; Health  Education  (with  Mrs.  Armin 
Melior)  ; Health  Services  (with  Mrs.  Albert  May)  ; 
Program  Development  (with  Mrs.  S.  J.  Glueck)  ; 
Safety  (with  Mrs.  F.  M.  Freimann  and  Mrs. 
Donald  Dewald). 

President’s  Breakfast 

Wednesday,  May  9 started  mighty  early! 
Would  you  believe  7:30  a.m.?  Yet  there  was  a 
terrific  turn-out  for  Eileen  Loria’s  Breakfast  and 
the  County  Reports — but  this  time  in  skit  form. 
^Vith  the  ingenuity  and  talents  of  Mrs.  J.  Paul 
Sauvageot  at  work  (Ludel  Sauvageot,  Summit 
County,  is  editor  of  MB’s  Wife)  the  skit  pre.senta- 
tion  was  one  of  the  most  effective  yet  devised  with 
which  to  dramatize  the  outstanding  projects  of  the 
county  auxiliaries. 

The  large  posters  were  beautifully  done  ( I 
suspect  by  the  very  fine  artist  in  Ludel’s  office) 
and  each  county  carried  out  its  particular  en- 
deavor in  most  effective  fashion.  What  struck  me 
the  most  in  viewing  the  efforts  of  the  different 
counties  was  the  wide  diversity  of  activities — each 
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of  such  importance  in  the  medical  picture — in 
which  the  various  groups  engage.  There  couldn’t 
have  been  a more  effective  eye-opener  for  early  in 
the  morning! 

Second  Business  Session 

The  second  business  session  was  called  to 
order  by  the  President  at  9:55  a.m.  Dr.  Oscar  W. 
Clarke,  incoming  president  of  the  Ohio  State 
Medical  Association,  addressed  the  auxiliary  Plouse 
of  Delegates  in  that  very  special,  engaging  way  he 
has  of  speaking.  If  I sound  a bit  “prejudiced,” 
well,  I am.  He  has  always  been  a particular  friend 
of  the  auxiliary,  serving  for  a number  of  years  on 
the  OSMA  Advisory  Committee  to  our  organiza- 
tion. W’hen  I was  state  president.  Dr.  Clarke  was 
chairman  of  that  committee  and  I shall  never 
forget  his  cooperation  and  interest,  and  his  will- 
ingness to  help  in  any  way  he  could.  And  he 
did — often! 

In  his  talk  this  May  9 morning,  he  promised 
to  keep  the  auxiliary  informed  as  much  as  possible. 
“Help  with  our  profile,”  he  asked  the  auxiliary. 
“I  don’t  like  the  word  ‘image.’  There  is  so  much 
the  public  doesn’t  know.”  Dr.  Clarke  suggested 
that  the  auxiliary  help  to  establish  the  true  profile 
of  the  physician  on  the  county  level,  that  the 
auxiliary  continue  with  the  Speakers’  Bureau 
which  came  into  being  this  1972-73  year,  that  the 
auxiliary  continue  its  LEGS  effort,  that  each  doc- 
tor’s wife  read  Harry  Schwartz’s  book  “The  Case 
for  American  Medicine.”  “Read  that  book  for 
your  own  sakes,”  Dr.  Clarke  said. 

If  there  are  OSMA  district  meetings  this  ’73- 
’74  year.  Dr.  Clarke  promised  that  the  county 
legislation  chairman  would  be  invited  so  that  she 
could  be  kept  thoroughly  informed.  He  said  we 
must  show  more  concern  over  alcoholism  in  youth, 
citing  this  state  of  Michigan  example:  Since  the 
legal  drinking  age  was  lowered  there  to  eighteen 
years — the  accident  rate  in  that  age  grouj3  has 
risen  three  hundred  percent! 

The  new  OSM.A  president  made  two  other 
suggestions:  “Re-name  ‘Doctor’s  Day’  to  ‘Doctor’s 
Recognition  Day’  and  be  your  doctor’s  critic  at 
home  ....  he  may  not  like  it,  but  he  needs  it!” 

The  Roll  Call  report  of  Mrs.  Dale  Dickens 
revealed  207  registered.  It  was  established  that  a 
quorum  was  present.  Mrs.  T.  A.  Russell,  Trumbull 
County,  resolutions  chairman,  presented  the  Cour- 
tesy Resolution  of  her  committee.  The  House  of 
Delegates  voted  its  adoption. 

AMA-ERF  Awards 

Mrs.  Henry  Holden,  Mahoning  County,  State 
.^MA-ERF  chairman,  jjresented  these  awards: 
To  Hamilton  County  for  the  largest  contribution 
in  the  state  ($6,756.19)  ; to  Montgomery  County 


for  the  greatest  increase  over  the  preceding  year 
(an  increase  of  $2,475,  making  a total  contribu- 
tion of  $4,960.27)  ; and  to  Butler  County  for  the 
largest  increase  per  capita  (from  $30  to  $34  per 
member) . Mrs.  Holden  announced  that  as  of  con- 
vention, $95,486.49  had  been  contributed  to  AMA- 
ERF  this  1972-73  year,  a $22,000  increase  over 
last  year.  The  total  figure  will  undoubtedly  be 
higher  by  the  time  the  final  results  are  in  for 
National  Convention.  A twenty-gun  salute  to 
\Tlma  Flolden  and  state  AMA-ERF  treasurer, 
Mrs.  R.  A.  Wiltsie! 

OMPAC  Chairman 

The  chairman  of  the  OMPAC  Board,  Dr. 
H.  William  Porterfield,  told  auxiliary  members 
that  “OMPAC  needs  \our  help,  gals — get  behind 
us — it’s  a new  ball  game  in  politics  and  we  w’ant 
you  to  join  the  game — the  name  of  the  game  is 
MONEY,  helping  the  candidates,  using  the  money 
where  it  is  most  effective — supporting  the  free 
practice  of  medicine”.  . . . 

Dr.  Porterfield  spoke  of  “candidate  develop- 
ment” at  the  grass  roots  level.  He  explained  that 
the  PAC’s  number  one  role  in  off  years  is  raising 
funds  that  can  be  tucked  into  the  bank  for  the 
next  year  when  it  is  needed.  He  reminded  the 
House  of  Delegates  that  PAC’s  concept  is  to  pro- 
vide support  for  those  who  are  supporting  medi- 
cine, and  it  is  definitely  nonpartisan.  He  urged 
the  doctors’  wives  to  become  members  on  their 
own.  Dr.  Porterfield  was  asked  if  an  auxiliary 
group  membership  were  possible.  He  said  that 
something  could  probably  be  worked  out  along 
those  lines. 

New  Business 

Mrs.  Joseph  Tomashefski,  Cuyahoga,  state 
finance  chairman,  presented  the  1973-74  budget. 
It  was  mo\ed  that  the  budget  be  adopted.  Motion 
passed.  The  report  of  the  election  and  tellers  com- 
mittee was  given  by  Mrs.  Karl  Wieneke,  Mahon- 
ing, who  announced  the  results  of  the  previous 
day’s  balloting:  Those  elected  to  the  1973-74  Nom- 
inating Committee  from  the  Board — Mrs.  Louis 
Loria,  Trumbull;  Mrs.  Robert  E.  Krone,  Hamil- 
ton. Those  elected  from  the  general  membership: 
Mrs.  Brooks  Hurd,  Franklin;  Mrs.  George  F. 
Jones,  Fairfield;  Mrs.  Ronald  McLin,  Montgom- 
ery; Mrs.  Robert  Perchan,  Cuyahoga;  and  Mrs. 
\\k  F.  Stevenson,  Columbiana.  Mrs.  Wieneke  then 
announced  the  names  of  the  17  elected  delegates 
to  the  convention  of  the  Woman’s  Auxiliary  to 
the  American  Medical  Association  in  New'  York. 

Installation 

It  was  a “star-studded”  installation  in  the 
capable  hands  of  Mrs.  Christopher  Colombi,  past 
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state  president,  Cuyahoga.  \’i  Coloinhi  said  slie 
liad  l)orro\ved  the  idea  of  an  astrological  ceremony 
from  Mrs.  William  Thuss,  a j)ast  national  presi- 
dent, who  had  used  that  a])proach  in  a national 
installation.  .-\nd  .so  each  of  the  officers  was  placed 
in  her  particular  spot  in  the  zodiac  and  each  was 
told  what  the  stars  portend.  Airs.  Karl  Ulicny, 
president,  is  a Leo  and,  say  the  stars,  she  is  a 
determined  leader  who  will  guide  us  well.  Mrs. 
S.  J.  Glueck,  president-elect,  is  a Capricorn  who 
“always  carries  with  her  a jjocketful  of  dreams.” 
\ irgo,  Libra,  Scorpio,  Sagittarius  and  Pisces  spot- 
lighted the  new  group  of  officers  as  well.  As  she 
formally  installed  the  1973-74  leaders  of  the  Ohio 
.Auxiliary,  Airs.  Colombi  said : “Alay  the  stars 
shine  brightly  on  you  this  coming  year.” 

Airs.  Louis  Loria  was  presented  the  past 
president’s  pin  by  A4rs.  Russell  ^\4essinger,  imme- 
diate past  president,  who  expressed  the  auxiliary’s 
deep  appreciation  for  a job  well  done.  Mrs.  Loria, 
in  turn,  presented  the  president’s  pin  and  gavel  to 
Airs.  Karl  Ulicny  and  expi’essed  good  wishes,  on 
behalf  of  the  organization,  for  a most  successful 
year. 

Inaugural  Address 

Airs.  Ulicny’s  opening  words  were  a bit  dif- 
ferent: “I’m  going  to  establish  a new  record  for 
short  speeches.”  She  went  on  to  say  that  through 
our  Ohio  Auxiliary  she  has  met  “the  nicest  people 
I have  ever  been  privileged  to  get  to  know  .... 
auxiliary  is  the  best  thing  that  ever  happened  to 
me.”  She  went  on  to  say  that  the  national  and 
state  auxiliaries  establish  guidelines  for  the  various 
programs  and  projects,  but  that  in  the  last  analysis 
it  is  up  to  the  local  auxiliary  to  choose  what  it 
wants  to  do  and  feels  it  can  best  do.  “If  an  auxil- 
iary chooses  to  remain  social,  that’s  great  too,” 
Airs.  Ulicny  commented.  “Having  you  get  together 
as  doctors’  wives  is  far  more  important  than  not 
getting  together  at  all!” 

The  new  jiresident  said  her  1973-74  year 
would  place  emphasis  on  nutrition,  safety,  health 
education,  health  services,  legislation,  the  battered 
child  syndrome,  public  relations,  AMA-ERF  and 
health  manpower.  “Your  State  Board  which  is 
made  up  of  really  knowledgeable  people  stands 
ready  to  serve  you,”  she  pointed  out.  “Let  us  know 
what  you’d  like  from  us.  I will  travel  any  place  in 
the  State  of  Ohio.  I will  work  with  you  and  for 
you  and  that,  of  course,  is  ecjually  true  of  your 
State  Board.” 

Airs.  Ulicny  announced  a new  format  for 
Fall  Conference  this  year.  Instead  of  having  it  in 
one  jdace  on  one  day,  she  has  divided  the  state 
into  four  regions,  and  Fall  Conference  will  be 
scheduled  in  this  fashion:  October  22,  Findlay; 
October  23,  A’oungstown;  October  30,  Dayton; 


October  31,  Cambridge.  “We’re  coming  to  you,” 
she  explained.  ‘AVe  feel  that  if  we  can  bring  our 
Fall  Conference  closer  to  home  so  to  speak,  we’ll 
get  greater  jjarticipation.” 

.At  the  conclu.sion  of  her  talk.  Airs.  Ulicny 
])resented  her  family:  Dr.  Karl  Ulicny,  daughters 
Susan  and  Sara,  sons  Alichael  and  Karl,  Jr.  Also 
present  were  another  son’s  wife,  .Alice,  and  tiny 
daughter,  Kelly  (Terry  himself  could  not  be 
there).  She  also  introduced  the  members  from 
her  home  auxiliary,  Columbiana.  Eileen  Loria 
gave  the  new  president  a toy  horse  and  buggy  “to 
help  in  getting  you  around  the  state.” 

It  was  at  11:45  a.m.  that  Airs.  Loria  declared 
the  Thirty-third  Annual  Convention  adjourned. 
Airs.  Ulicny  and  her  incoming  officers  were  hon- 
ored at  a champagne  reception  given  by  the 
Columbiana  County  auxiliary. 

“The  Birds  and  The  Bees” 

That  was  the  rather  provocative  designation 
given  to  the  IVednesday  luncheon  at  Christopher 
Inn.  Cuest  speaker,  introduced  by  Airs.  S.  J. 
Clueck,  president-elect,  was  the  Reverend  Robert 
Huff  who  serves  as  pastor  of  Trinity  Lutheran 
Church  in  Alidland,  Alichigan.  For  the  past  five 
years,  he  has  conducted  a course  on  marriage  for 
married  people  at  his  church.  “The  Love  and 
Cherish  Course”  has  been  open  to  the  public.  In 
addition.  Pastor  Huff  does  extensive  marriage 
counseling  and  a great  deal  of  sjieaking,  lecturing 
and  seminar  work  on  marriage  relationships. 

The  Reverend’s  opening  statement  was  some- 
thing of  a bombshell : “Doctors  generally  have  the 
worst  marriages  of  any  in  the  country  ....  clergy- 
men come  in  second.”  Pastor  Pluff  is  as  dynamic 
a speaker  as  I have  ever  listened  to  and  he  minced 
no  words,  believe  me!  If  he  shocked  us  a bit  from 
time  to  time,  he  more  than  impressed  us  all  of  the 
time  and  I’ll  wager  that  every  wife  in  that  room 
ended  up  by  doing  some  soul  searching! 

It’s  impossible,  of  course,  to  repeat  in  its 
entirety  the  rousing  talk  he  gave.  Instead,  in  the 
interests  of  space.  I’ll  give  some  “bits  and  pieces” 
that  I thought  particularly  pertinent : “Even  in 
this  year  of  1973,  there  is  still  confusion  as  to 
what  it  is  to  be  a man  or  a woman  ....  you  must 
be  realistic  about  life  and  must  deal  with  maleness 
and  femaleness  and  accept  the  fact  that  men  and 
women  are  not  the  same!  ....  when  your  hus- 
bands act  the  part  of  masculinity,  you  like  them 
the  least 

“It  is  the  differences  between  man  and 
woman  that  create  the  problems  ....  and  the 
basic  difference  is  that  the  man’s  sex  organs  are 
on  the  outside  and  the  woman’s  sex  organs  are 
on  the  inside  ....  Cod  did  not  create  neutral 

( Continued  on  page  585) 
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beings;  He  created  man  and  woman  ....  and 
just  as  the  sex  organs  are  externalized  and  in- 
ternalized, so  are  the  emotions  ....  man  tends 
to  externalize  emotionally  and  woman  tends  to 
internalize  emotionally  ....  women  are  more 
secure  in  their  femininity;  men  are  not  so  secure 
in  their  masculinity  ....  therefore  a man  feels 
he  has  to  prove  his  masculinity  and  so  he  is  driven 
outside  himself  to  function  ....  man  surrounds 
himself  with  all  the  phases  of  his  life  and  manages 
to  keep  the  jihases  separated,  ....  woman  can- 
not ....  men  want  women  to  be  like  them,  keep- 
ing each  phase  apart  from  the  other  ....  women’s 
jjhases  are  like  marbles  in  a can,  you  juggle  one 
and  you  juggle  them  all  ...  . man  tends  to  relate 
to  things  and  to  functions  rather  than  people  .... 
man  mo\es  from  sex  to  love,  woman  from  love 
to  sex  ....  man’s  masculinity  is  more  vulnerable 
than  woman’s  femininity  ....  to  men,  sex  is 
synonymous  with  achie\ement;  man  doesn’t  be- 
lieve his  wife  loves  him  if  he  doesn’t  achieve  .... 
it  is  the  woman  who  must  be  more  compassionate, 
more  understanding,  more  willing  to  help ” 

Reverend  Huff’s  closing  remarks  struck  at  the 
heart  of  the  matter:  “If  you  accept  the  fact  and 
differences  of  maleness  and  femaleness,  you  will 
not  be  antagonistic,  but  rather  you  will  comple- 
ment each  other.  If  you  support  him  and  encour- 
age him,  you  will  grow  together.  Don’t  shoot  him 
down.  Tell  him  you  think  he’s  great.”  Maybe  not 
all  of  us  agreed  with  all  that  the  speaker  said, 
but  one  thing  is  certain : he  piwided  a lot  of  food 
for  thought!  And,  hopefully,  some  .sense  of  direc- 
tion for  happier  marriages 

Reflections 

It  just  isn’t  possible  to  include  in  this  story 
on  convention  full  details.  The  State  Board  meet- 
ing on  Monday,  May  7 was  for  old  and  new 
members.  The  State  Board  luncheon  at  noon  that 
day  also  included  the  1973-74  county  presidents 
and  presidents-elect.  On  Tuesday  afternoon,  there 
was  the  Gavel  Club  tea  (the  annual  get-together 
of  the  past  state  presidents).  Both  Eileen  Loria 
and  Susie  Ulicny  received  some  beautiful  gifts.  The 
favorite  meeting  j^lace  was  the  Pool  Lounge  Area. 
AMA-ERF  did  a brisk  business  in  the  hotel  lobb)’. 
Late  Tuesday  afternoon  featured  the  reception 
for  the  1972-73  Board  and  county  presidents  and 
presidents-elect,  courtesy  of  Dr.  and  Mrs.  Loria 
and  Dr.  and  Mrs.  Ulicny  (the  men  did  a terrific 
job  of  “hosting.”) 

It  was  a good  convention — a happy  conven- 
tion. It  was  a time  for  learning  and  for  fun,  for 
renewing  old  friendships  and  making  new  friend- 
ships. To  steal  a quote  from  our  new  president: 
“Auxiliary  is  the  best  thing  that  ever  happened 
to  me!” 


Continuing  Medical  Education 
Courses  for  Physicians 

July 

Urologic  Outing  — Sponsored  by  the  OSU 
College  of  Medicine,  July  30  - August  1,  at  At- 
wood Lodge  (between  New  Philadelphia  and 
Carrollton);  for  details  contact  the  Center  for 
Continuing  Medical  Education,  A-352  Starling 
Loving,  320  \V.  Tenth  Ave.,  Columbus  43210. 

August 

Ohio  Academy  of  Family  Physicians  Annual 
Scientific  Assembly  — Sheraton-Columbus  Motor 
Hotel,  downtown  Columbus,  August  3-5.  For  de- 
tails, contact  the  Academy  at  4075  N.  High  St., 
C!olumbus  43214. 

Fifth  Semiannual  Short  Course  on  Laser 
Safety — Sponsored  by  the  Medical  Laser  Labora- 
tory and  the  office  of  Continuing  Medical  Educa- 
tion (CONMED)  of  the  University  of  Cincinnati; 
August  6-10;  at  the  University;  tuition  $325; 
course  director,  R.  James  Rockwell,  Jr.,  for  details 
contact  CONMED,  114  Medical  College,  Cincin- 
nati 45219;  phone  513/861-8000,  Ext.  405. 


MOBILE  AND  ATTACHE 
PHONES 

Place  and  Receive  calls  as  on  your  office 
phone.  Add  hours  of  productive  time  to  your 
schedule,  be  In  constant  contact  for  those 
emergencies. 


FREE  INSTALLATION. 

ONE  YEAR  WARRANTY  ON  ALL  EQUIPMENT 
Write  your  Tele-Communications  Specialists 

TELE  COM  CO. 

1395  E.  DUBLIN-GRANVILLE  ROAD 
COLUMBUS.  OHIO  43229  or 
Phone:  Columbus  614/846-3855 
Cleveland  216/243-6410 
fSee  Page  5881 
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V’incent  LaMaida,  Cleveland 
Harry  C.  Mack,  Toledo 
Frederick  Merchant,  Marion 
William  A.  White,  Jr.,  Canton 
John  Worthman,  Dayton 


MEDICAL  ADVISORY  COMMITTEE 
I'O  NATIONWIDE  (Part  B 
Carrier) 

Judson  S.  Millhon,  Columbus, 
Chairman 

Richard  L.  Fulton,  Columbus 
Robert  N.  Smith,  Toledo 
James  G.  Roberts,  Akron 
Nicholas  G.  DePiero,  Cleveland 
Harold  Schiro,  Cincinnati 
Joseph  M.  Wilson,  Dayton 
Jerome  R.  Sheets,  Portsmouth 

OHIO  MEDICAL  INDEMNITY 
LIAISON 

William  R.  Schultz,  Wooster, 

Chairman 

Robert  G.  Thomas,  Elyria 
Maurice  F.  Lieber,  Canton 
Mr.  Hart  F.  Page,  Executive  Director, 
OSMA,  Columbus 
Mr.  Jerry  J.  Campbell,  Secretary, 
Committee  on  Insurance,  OSMA, 
Columbus 

OSMA  MEMBERS  OF  OSMA-OIUO 
STATE  BAR  ASSOCIATION 
LIAISON  COMMITTEE 
Oscar  W.  Clarke,  Gallipolis,  Chairman, 
OSMA  Delegation 
Walter  A.  Daniel,  Tiffin 
Homer  A.  Anderson,  Columbus 
Richard  L.  Fulton,  Columbus 

OSMA  ADVISORY  COMMITTEE 
TO  THE  OHIO  STATE 
SOCIETY  OF  MEDICAL 
ASSISTANTS 

William  M.  Wells,  Newark,  Chairman 
Robert  G.  Thomas,  Elyria 
James  G.  Tye,  Dayton 

OSMA  MEMBERS  OF  THE  JOINT 
COMMLETEE  ON  SCHOOL 
BUS  DRIVER  EXAMINATIONS 
Carey  B.  Paul,  Jr.,  Columbus, 
Chairman 

Drew  L.  Davies,  Columbus 
Ralph  D.  Lach,  Columbus 


OSMA  MEMBERS  OF  LHE  JOINT 
ADVISORY  COMMEL'I  EE  ON 
SPECIAL  EDUCATION 
Carey  B.  Paul,  Jr.,  Columbus, 
Chairman 

J.  Philip  Ambuel,  Columbus 
Elizabeth  R.  Aplin,  Columbus 
Robert  P.  Hardman,  Dayton 
Karl  W.  Hess,  Cleveland 
Carl  G.  Opaskar,  Cleveland 
Edward  J.  Pike,  Toledo 

G.  Dean  Timmons,  Akron 
Thomas  W.  Wykoff,  Cleveland 

OSMA  MEMBERS  OF  THE  JOINT 
ADVISORY  COMMITTEE  ON 
SPORTS  MEDICINE 
Sol  M.  Maggied,  West  Jefferson, 
Chairman 

Mary  M.  Clift,  Cincinnati 

H.  Royer  Collins,  Cleveland 
James  C.  Good,  Columbus 
Ned  B.  Hein,  Toledo 
James  J.  Houglan,  Dover 
John  R.  Jones,  Toledo 

Marvin  R.  McClellan,  Cincinnati 
Charles  H.  McMullen,  Loudonville 
Robert  J.  Murphy,  Columbus 
Carey  B.  Paul,  Jr.,  Columbus 
Sanford  Press,  Steubenville 
Brady  F.  Randolph,  Jr.,  Hamilton 
De  Wayne  G.  Richey,  Cleveland 
Thomas  E.  Shaffer,  Columbus 
Richard  F.  Slager,  Columbus 
Walter  W.  Stoll,  Jr.,  Kenton 
Donald  M.  Thaler,  Gallipolis 
Michael  J.  Vuksta,  Youngstown 
Gene  E.  Wright,  Lima 
Luis  A.  Vasquez,  St.  Clairsville 

OSMA  MEMBERS  OF  THE  COM- 
MITTEE FOR  VOLUNTARY 
HEALTH  PLANNING 
Dwight  L.  Becker,  Lima 
Robert  M.  Craig,  Dayton 
Robert  E.  Reiheld,  Orrville 


DELEGATES  AND  ALTERNATES 


DELEGATES  TO  THE  AMERICAN 
MEDICAL  ASSOCIATION 
Oscar  W.  Clarke,  Gallipolis 
Henry  A.  Crawford,  Cleveland 
Harry  K.  Hines,  Cincinnati 
Richard  L.  Meiling,  Columbus 
Lawrence  C.  Meredith,  Oberlin 
Frederick  P.  Osgood,  Toledo 
P.  John  Robechek,  Cleveland 
Robert  N.  Smith,  Toledo 
Robert  E.  Tschantz,  Canton 


ALTERNATE  DELEGATES 
TO  THE  AMA 
George  N.  Bates,  Toledo 
Dwight  L.  Becker,  Lima 
Richard  L.  Fulton,  Columbus 
Jerry  L.  Hammon,  West  Milton 
Bernard  L.  Huffman,  Jr.,  Toledo 
W.  J.  Lewis,  Dayton 
H.  William  Porterfield,  Columbus 
Jack  Schreiber,  Canfield 


For  Roster  of  County  Medical  Societies 
Refer  to  May  Issue  of  The  Journal 
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JOURNAL  ADVERTISERS 

Advertisers  in  The  Journal  are  friends  of  the  profession. 
By  accepting  their  advertising  we  show  confidence  in  them 
and  in  their  services  and  products.  They  underwrite  a large 
portion  of  die  printing  cost  of  The  Journal,  and  help  make 
it  a quality  publication.  In  return  we  place  their  messages 
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Classified  Advertisements 

Rates:  50  cents  per  line.  Minimum  charge  SI. 00  for  each  insertion.  Disolay  classified.  SI. 00  per 
line.  (9  lines  to  the  inch)  Prices  cover  the  cost  of  remailing  answers.  Forms  close  the  8th  of  the 
month  preceding  publication.  To  assure  prompt  deliver}-,  when  replying  to  an  advertisement  n\er 
a Journal  box  number,  address  letters  as  follows: 

Box  (insert  number),  c/o  The  Ohio  State  Medical  Journal 
17  South  High  Street,  Suite  500,  Columbus.  Ohio  43215 


Physicians  seeking  locations  in  Ohio  are  in- 
vited to  contact  the  Physicians'  Placement  Service 
in  the  executive  offices  of  the  Ohio  State  Medical 
.\ssociation,  17  South  High  Street.  Suite  500. 
Columbus,  Ohio  43215.  Through  this  medium 
efforts  are  made  to  establish  communications  be- 
tween physicians  seeking  locations  and  com- 
munities where  physicians  are  needed,  or  other 
physicians  who  are  in  need  of  associates. 


OHIO.  F.AIRFIELD.  Space  available  in  modern 
Medical  Building,  15  miles  from  Cincinnati.  General 
Practitioner  and  Specialist  needed.  Reply  to  Box  616. 
c/o  The  Ohio  State  Medical  Journal. 


PHYSICI.-\.\"S  OFFICE  FOR  RENT  in  Marie- 
mont.  a \'illage  adjacent  to  Cincinnati,  near  a good 
hospital.  Contact  L.  Hermanies,  3900  Oak  St.,  Marie- 
mont,  Ohio,  Phone  271-0291. 

FOR  RENT:  Two-family  cottage  with  tennis  court 
on  lake,  Northern  Michigan.  Available  May  through 
October  by  the  week.  Reply  Box  675,  c/o  Ohio  State 
Medical  Journal. 

IMMEDIATE  OPENING  for  Ob-Gyii,  Internal 
Medicine  and  Orthopedic  specialties  to  establish  success- 
ful practice  with  14-man  multi-specialty  group.  Excellent 
group  benefits;  pension  plan;  modern  clinic  facilities; 
progressive  community  with  excellent  educational  system 
including  two  colleges;  city  population  35,000;  good 
recreational  facilities;  each  specialty  must  be  board  eli- 
gible or  certified.  Contact:  Business  Manager,  The  Mani- 
towoc Clinic,  601  Reed  Avenue,  Manitowoc,  Wisconsin 
54220. 


UNIVERSITY  HEALTH  SERVICE— Ohio— Ex- 
cellent opportunity  to  join  compatible  staff  in  well 
equipped  modern  facility;  liberal  vacation  and  time  off 
with  manv  other  fringe  benefits;  salary  negotiable. 
Contact:  Henry  Vogtsberger,  M.D.,  Student  Medical 
Center,  Bowling  Green  State  University,  Bowling  Green, 
Ohio  43043.  .Vn  Equal  Opportunity  Employer. 


VACATION  CONDOMINIUM  — New  Smyrna 
Beach,  Fla.  — just  south  of  Daytona  and  away  from  the 
crowds,  but  enjoying  the  same  beautiful  beach.  Two 
bedrooms,  2 baths,  wall-to-wall  carpeting,  completely  and 
tastefully  furnished  including  linens,  color  TV  and  dish- 
washer, HE.VTED  POOL,  and  sauna.  $400  per  month. 
For  reservations  or  further  information,  contact  5Vm.  W. 
Conner.  M.D..  517  Lakeshore  Dr.,  Eustis,  Florida 
32726.  Phone  904-357-5715. 


DIRECTOR  OF  FAMILY  PR.A.CTICE  PRO- 
GR.VM:  The  search  committee  of  the  Family  Practice 
Residency  Committee  of  the  Toledo  Hospital,  Toledo, 
Ohio  43606,  is  prepared  to  interview  interested  physi- 
cians for  a full-time  position  in  a new  Family  Practice 
Residency  Program  to  begin  about  September  1,  1973. 
For  information  or  an  appointment  for  interview  please 
contact:  Henry  R.  Silverman,  M.D.  4352  Sylvania 
.V venue,  Toledo,  Ohio  43623.  Telephone:  419/882-7165. 

HOUSE  PHYSICIANS  MEDICAL  AND  SURGI- 
CAL ECFMG  CERTIFICATE  REQUIRED.  Board 
eligibility  desirable.  Salary  commensurate  with  training 
and  experience.  Fringe  benefits  include  paid  hospitaliza- 
tion, uniforms,  meals,  and  malpractice  insurance.  Con- 
tact: Dept,  of  Medical  Education,  Lakewood  Hospital, 
14519  Detroit  Road,  Lakewood,  Ohio  44107. 

FINANCIALLY  SUCCESSFUL  PRACTICE.  High 
income,  acute  general  practice.  No  OB  unless  desired. 
Located  in  central  Ohio  close  to  boating,  fishing,  skiing. 
Established  practice  in  new  office  with  6 exam  rooms, 
lab.,  x-ray,  etc.  Available  July  1st.  Call  614-891-5311, 
or  reply  Box  654,  c/o  Ohio  State  Medical  Journal. 

FOR  S.VLE:  Physicians  Examining  Table;  Burdick 
EKG  Machine,  (late  model)  and  a new  Sterilizer.  Con- 
tact W.  H.  Miller,  M.D.,  328  E.  State  St.,  Columbus 
43215.  Telephone  614/221-3743. 

50-50  P.VRTNERSHIP  in  family  practice,  N.W. 
Ohio.  Very  prolific  practice  in  a beautiful  rural  area. 
No  investment.  You  don’t  spend  a year  building  a 
practice  . . . it’s  ready  made.  Four  weeks  vacation  every 
year.  Good  hospital  facilities.  Medical  Building  has 
dentist,  optometrist,  offices  two  private  doctor’s  offices, 
four  examination  rooms,  emergency  room,  pharmacy  and 
professional  library.  For  further  information  contact: 
D.  L.  Savoca,  Box  747,  Edgerton,  Ohio  43517,  or  phone 
419/298-2116  or  419/298-2953. 


— More  Classified  Ads  on  Next  Page  — 
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PSYCHIATRIST,  Board  Certified  or  eligible. 
PHYSICIAN,  INTERN.\L  MEDICINE,  Board  Certi- 
fied or  eligible  with  subspecialty  in  cardiology.  GEN- 
ERAL PRACTITIONER.  Salary  open.  Normal  40-hr. 
week.  Liberal  fringe  benefits.  Housing  available.  License 
any  state  required.  Midwest  city,  40,000  population, 
with  excellent  community  schools,  colleges  and  universi- 
ties. Located  near  Interstate  1-69,  65  miles  north  of 
Indianapolis,  50  miles  south  of  Fort  Wayne.  Equal  op- 
portunity employer.  Contact  Chief  of  Staff,  V.A.  Hos- 
pital, Marion,  Indiana  46952,  or  call  Collect  Area  317, 
674-3321. 


GYNECOLOGICAL  CONSULTANT  needed  for 
part  time  work  in  the  Student  Health  Service  at  Miami 
University,  Oxford,  Ohio,  starting  in  September  1973. 
Contact  Director  of  Health  Service,  MacMillan  Hospital, 
Oxford,  Ohio  45056. 


ASSOCIATES  WANTED;  Cincinnati  based  pro- 
fessional corporation  seeks  full  or  part-time  associates. 
Openings  available  in  Emergency  rooms,  community 
clinics,  or  Industrial  Medical  Centers.  Medical  Health 
Services,  Inc.,  5902  Robison  Rd.,  Cincinnati,  Ohio 
45213.  Phone:  513/631-0200. 


FOR  SALE:  Profex  100  mx  S-Ray  with  fluoro- 
scope,  screen,  stainless  steel  developing  tank,  cassettes 
and  Buckey  table.  Excellent  condition.  Approved  by 
Ohio  Department  of  Health.  Hazel  L.  Sproull,  M.D., 
113  E.  Mulberry  St.,  West  Union,  Ohio  45693.  Phone 
513/544-2522. 


GOOD  OPENING  FOR  GENERAL  PRACTI- 
TIONER to  a solo  existing  practice  in  well  established, 
modern  office  in  Medical  Arts  Building  in  northwestern 
Ohio.  Reason  for  leaving,  retirement — no  surgery,  no 
obstetrics.  Thirty-two  hours  in  the  office  weekly.  Reply 
Box  681,  c/o  Ohio  State  Medical  Journal. 


INTERNISTS,  FAMILY  PHYSICIANS;  Position 
available  on  Health  Care  Teams  of  physicians  and  den- 
tists providing  family  care  to  inner-city  residents  of 
Cleveland.  Neighborhood  Health  Center  well  orga- 
nized to  allow  physicians  to  provide  the  best  care  they 
are  capable  of.  Salaries  competitive,  liberal  fringe  bene- 
fits. Address  inquiries  to  David  G.  Miller,  M.D.,  Medi- 
cal Director,  Hough-Norwood  Family  Health  Care  Cen- 
ter, 1465  E.  55th  St.,  Cleveland,  Ohio  44103. 


OFFICE  FOR  RENT : 5 rooms  and  1 dark  room, 
2 lavatories,  712  sq.  ft.,  new  building,  air  conditioned, 
free  parking,  near  bus  stop.  $120.  19451  Euclid  Ave., 
Euclid,  Ohio  44117.  See  from  3-8  pm.  (no  Thursday). 
Phone  216/481-3058  or  216/371-4168. 


PRACTICE  OF  30-YEARS  STANDING  available 
in  west  central  Ohio  community  surrounded  by  prosper- 
ous farm  area;  10  minute  drive  to  hospital;  office- 
apartment  combination  available.  Reply  Box  683,  c/o 
Ohio  State  Medical  Journal. 


ANESTHESIOLOGIST : Board  certified  or  eli- 

gible is  desired  to  join  a group  of  4 Anesthesiologists 
and  associated  Nurse  Anesthetist.  Practicing  in  a city, 
population  70,000,  midway  between  Cincinnati  and 
Dayton,  Ohio.  Reply  Box  682,  c/o  Ohio  State  Medical 
Journal. 


FARM  FOR  SALE:  143  acre  finest  black  sandy 
loam,  all  tillable;  Henry  County;  Harrison  d'ownship; 
moderate  modern  house  and  barn.  Inquire  George 
Rafferty,  Rt.  5,  Box  175,  Napoleon,  Ohio  43545. 


PHYSICIANS  NEEDED:  Psychiatrists,  Internists, 
General  Practitioners.  Fully  accredited  1000  bed  psy- 
chiatric hospital.  Convenient  location  between  Akron  and 
Cleveland.  Pleasant  working  conditions.  Attractive  fringe 
benefits.  Ohio  License  necessary.  Call  collect  216/467- 
5663  or  write  Eliere  J.  Tolan,  M.D.,  Superintendent, 
Hawthornden  State  Hospital,  Box  305,  Northfield, 
Ohio  44067. 


OFFICE  SP.ACE  AVAILABLE:  Densely  populated 
residential  area  in  need  of  doctors.  1500  block  of  East 
Livingston  Ave.,  Columbus,  Ohio.  For  further  informa- 
tion, contact:  Joseph  E.  Shade,  1567  E.  Livingston  Ave., 
Columbus,  Ohio  43205.  614/252-6631. 


FOR  RENT:  Excellent  facilities  for  Dermatologist 
in  fast  growing  N.E.  Ohio  community.  Phone  216/449- 
0573  or  write  Paul  J.  Pusateri,  1743  Edgefield  Dr., 
Lyndhurst,  Ohio  44124. 


CAREFULLY  SELECTED  PATIENTS  WAIT- 
ING due  to  sudden  death  of  GP/Anesthesiologist.  Hos- 
pital one  block  from  modern  rented  office.  Call  collect 
419/592-4706  or  592-4015. 


— More  Classified  Ads  on  Next  Page  — 
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HOUSE  STAFF  PHYSICIANS:  Full  time  positions 
for  qualified  physicians  at  an  established,  medium-sized 
facility.  Applicants  must  possess  either  E.C.F.M.G.  or 
state  license.  Liberal  fringe  benefits  include  paid  hos- 
pitalization, vacation,  malpractice  insurance,  cafeteria 
privileges,  free  guarded  parking.  Call  or  write:  Herbert 
W.  Salter,  M.D.,  c/o  Administrative  Office,  Woman’s 
General  Hospital,  1940  East  101st  Street,  Cleveland, 
Ohio  44106.  Telephone:  216/791-2600  ext.  203. 

VIRGIN  ISLAND  RENTAL  (WATER  ISLAND) 
Spectacular  location,  well  furnished,  available  year 
round,  minimum  two  weeks  for  responsible  couple,  in- 
cludes ’72  VW,  details:  Robert  L.  Turton,  111  W. 
Third  Ave.,  Columbus,  Ohio  43201. 

OHIO  MED.  Lie.  Prerequisite  to  qualify  for  full 
or  part-time  STAFF  PSYCHIATRIST  interested  in 
community  psychiatry.  Flexible  40  hr.  wk.,  including 
lunch  hours,  does  not  require  night  call.  1 mo.  pd. 
vacation,  paid  sick  leave  cumulative  to  120  days  total. 
Opportunities  to  attend  selected  lectures  and  seminars 
on  clinic  time  & expense.  Limited  private  practice. 
Salary  to  $33,000,  depending  upon  qualifications.  Con- 
tact: Dr.  Thomas  Di  Mauro,  Dir.,  Stark  County  Com- 
munity Mental  Health  Center,  618  Second  St.,  N.W., 
Canton,  Ohio  44703  or  call  collect  216/455-9407. 

CHILD  PSYCHIATRIST  to  develop,  direct  new 
children’s  services.  Salary  depending  on  qualifications 
and  experience.  Full  or  part-time  to  allow  for  private 
practice  may  be  considered.  Contact:  Mrs.  S.  Sommer, 
Admin.  Director,  Stark  County  Mental  Health  Center, 
618  Second  St.,  N.W.,  Canton,  Ohio  44703  or  call 
collect  216/455-9407. 

EMERGENCY  ROOM  PHYSICIAN  NEEDED 
Established  group  of  two  full  time  and  six  part  time 
physicians  need  third  full  time  man  for  active  emergency 
service.  Incorporated.  Salary  very  good  and  negotiable, 
leading  to  full  partner  status  within  six  to  twelve 
months.  Excellent  300  bed  general  hospital  in  com- 
munity of  45,000  only  40  miles  from  Columbus.  Many 
fine  specialists  available  for  help  and  referral.  Please 
contact:  J.  F.  Barker,  M.D.,  614-344-0331,  Newark,  O. 


EMERGENCY  ROOM  PHYSICIAN  — Accredited 
280  bed  progressive  general  hospital  in  beautiful  Hunting- 
ton,  West  Virginia;  excellent  income  and  working  condi- 
tions ; send  resume  to  Assistant  Administrator,  Cabell 
Huntington  Hospital,  1340  Sixteenth  St.,  Huntington, 
West  Virginia  25701. 


YOUR  OWN 

24-Hour  Answering  Service 


RECORD-A-CALL  will  take  those  calls  for  you 
for  only  $1 4.83/month. 

Remote  Models  and  Answer-Only  Units 
Also  Available 

FREE  INSTALLATION. 

ONE  YEAR  WARRANTY  ON  ALL  EQUIPMENT 
Write  your  Tele-Communications  Specialists 

TELE-COM  CO. 

1395  E.  DUBLIN-GRANVILLE  ROAD 
COLUMBUS,  OHIO  43229  or 
Phone:  Columbus  614/846-3855 
Cleveland  216/243-6410 
rSee  Page  5811 
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Our  Expert  Area 
Managers  Are  Here 
To  Help  You... 

and  your  assistant 

By  helping  your  assistant  to  file 
Blue  Shield  claims  properly... 
our  experts  will  save  your 
office  valuable  time. 


Ohio  Medical  Indemnity’s 
area  managers  are  your  question 
and  answer  men . . . Experts  in 
answering  your  questions  about 
Blue  Shield.  Use  them.  Contact... 


OHIO  MEDICAL 
INDEMNITY,  INC 


6740  NORTH  HIGH  STREET.  WORTHINGTON.  OHIO  43085  Q 614/846-4600 


How  strong 
must  a tranquilizer  be 
for  severe  anxiety? 


As  strong  as  Librium  25  rng 

(chlordiazepoxide  hicl) 


The  achievement  of  desireci  clierapeutic 
results  is  ohen  a function  of  the  dosage 
strength  as  well  as  the  drug’s  intrinsic  action.  Thus,  when 
anxiety  is  severe,  the  25-mg  strength  of  Librium  fre- 
quently provides  the  necessary  antianxiety  action  with  a 
minimum  of  unwanted  adverse  reactions.  Librium  25  mg 
is  a convenient  dosage  form  for  the  relief  of  severe, 
incapacitating  anxiety,  specifically  formulated  to  supple- 
ment your  counsel  and  reassurance. 


Benefits -to-risks  ratio 
permits  higher  dosage 


For  over  1 3 years, 

Librium  has  been  recog- 
nized for  its  excellent 
benefits-to-risks  ratio,  an 
asset  in  the highei'  dosAge  ranges  ;is  in  more  common  clini- 
cal applications.  Thus,  the  frequency  of  dosage  with 
Librium  25  mg  can  be  Hexibly  adjusted  to  the  needs  and 
response  of  the  individual  patient,  up  to  100  mg  daily  if 
required.  Total  daily  dosage  for  the  elderly  and 
debilitated  should  not  exceed  20  mg.  When  severe 
anxiety  has  been  reduced,  Librium  dosage  should  be 
correspondingly  reduced  or  discontinued  entirely. 


basic  support 
in  severe  anxiety 

Librium  25  mg 

(chlordiazepoxide  HCI) 

1 capsule  t.i.d./q.i.d. 

<^B0^ 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc 

Nutley.  N J 07110 


Before  prescribing,  please  consult  com-  ' 
plete  product  information,  a summary  of 
which  follows: 

Indications:  Relief  of  anxiety  and  tensionj 
occurring  alone  or  accompanying  various  disease) 
states. 

Contraindications;  Patients  with  known 
hypersensitivity  to  the  drug. 

Warnings:  Caution  patients  about  possible 
combined  effects  with  alcohol  and  other  CNS 
depressants.  As  with  all  CNS-acting  drugs,  eautioi 
patients  against  hazardous  occupations  requiring 
complete  mental  alertness  {e.g.,  operating  machin 
cry,  driving).  Though  physical  and  psychological  | 
dependence  have  rarely  been  reported  on  recom-  j 
mended  doses,  use  caution  in  administering  to 
addiction-prone  individuals  or  those  who  might 
increase  dosage;  withdrawal  symptoms  (includinji 
convulsions),  following  discontinuation  of  the 
drug  and  similar  to  those  seen  with  barbiturates, 
have  been  reported.  Use  of  any  drug  in  pregnancy 
lactation,  or  in  women  of  childbearing  age  requite: 
that  its  potential  benefits  be  weighed  against  its 
possible  hazards. 

Precautions:  In  the  elderly  and  debilitated, 
and  in  children  over  six,  limit  to  smallest  effec- 
tive dosage  (initially  1 0 mg  or  less  per  day)  to 
preclude  ataxia  or  oversedation,  increasing  gradu- 
ally as  needed  and  tolerated.  Not  recommendedj  I 
in  children  under  six.  Though  generally  not  rec- 
ommended, if  combination  therapy  with  other 
psychotropics  seems  indicated,  carefully  consider 
individual  pharmacologic  effects,  particularly  in 
use  of  potentiating  drugs  such  as  MAO  inhibitors 
and  phenothiazines.  Observe  usual  precautions  im 
presence  of  impaired  renal  or  hepatic  function. 
Paradoxical  reactions  ( e.g.,  excitement,  st imulatioi, 
and  acute  rage)  have  been  reported  in  psychiatric  i 
patients  and  hyperactive  aggressive  children.  I 
Employ  usual  precautions  in  treatment  of  anxietli 
states  with  evidence  of  impending  depression;  j 
suicidal  tendencies  may  be  present  and  protective! 
measures  necessary.  Variable  effects  on  blood 
coagulation  have  been  reported  very  rarely  in 
patients  receiving  the  drug  and  oral  anticoagu- 
lants; causal  relationship  has  not  been  establishes 
clinically. 

Adverse  Reactions:  Drowsiness,  ataxia  anc 
confusion  may  occur,  especially  in  the  elderly  anc 
debilitated.  These  are  reversible  in  most  instance: 
by  proper  dosage  adjustment,  but  are  also  occa- 
sionally observed  at  the  lower  dosage  ranges.  In  a 
few  instances  syncope  has  been  reported.  Also  en 
countered  are  isolated  instances  of  skin  eruptions, 
edema,  minor  menstrual  irregularities,  nausea  ani 
constipation,  extrapyramidal  symptoms,  increase# 
and  decreased  libido— all  infrequent  and  generally 
controlled  with  dosage  reduction;  changes  in  EEC 
patterns  (low-voltage  fast  activity)  may  appear 
during  and  after  treatment;  blood  dyscrasias  (in- 
cluding agranulocytosis),  jaundice  and  hepatic 
dysfunction  have  been  reported  occasionally,  mak 
ing  periodic  blood  counts  and  liver  function  tests 
advisable  during  protracted  therapy. 

Supplied:  Librium®  Capsules  containing 
5 mg,  10  mg  or  25  mg  chlordiazepoxide  HCI. 
Libritabs®  Tablets  containing  5 mg,  10  mg  or 
25  mg  chlordiazepoxide. 
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and  a few  may  need  counseling 
and  the  psychotropic  action  of  Valium®  (diazepam). 


Everylxxly  experiences  psychic  tension. 


Some  people  develop  excessive  psychic 


Most  people  can  handle  this  tension. 


your  counseling, 


Before  deeiding  to  make  \'alium 
(diazepam)  part  of  your  treatment 
plan,  eheck  on  whether  or  not  the 
patient  is  presently  taking  drugs 
and,  if  so,  w hat  his  response  has 
been.  Along  w ith  the  medical  and 
social  history,  this  information  can 
help  you  determine  initial  dosage, 
the  possibility  of  side  effects  and 
the  ultimate  prospects  of  success 
,or  failure. 

While  Valium  can  be  a most 
helpful  adjunct  to  your  counseling, 
it  should  be  prescribed  only  as  long 
as  excessive  psychic  tension  per- 
sists and  should  be  discontinued 
w hen  you  decide  it  has  accom- 
iplished  its  therapeutic  task.  In 
jgeneral,  w hen  dosage  guidelines 
lare  follow  ed.  Valium  is  w ell 
tolerated  (see  Dosage),  f or  con- 
venience it  is  available  in  2-mg,  5-mg 
land  lo-mg  tablets. 

I Drow  siness,  hitiguc  and  ataxia 
jhave  been  the  most  commonly  re- 
ported side  effects. 

Until  response  is  determined, 
patients  receiving  Valium  should 
be  cautioned  against  engaging  in 
hazardous  occupations  requiring 
complete  mental  alertness,  such 
as  driving  or  operating  machinery. 

Roche  Laboratories 
Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  N J 07110 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  I'ension  and  anxiety  states;  somatic  com- 
plaints which  are  concomitants  of  emotional  factors;  psycho- 
neurotic  states  manifested  by  tension,  anxiety,  apprehension, 
fatigue,  depressive  symptoms  or  agitation;  symptomatic  relief 
of  acute  agitation,  tremor,  delirium  tremens  anu  hallucinosis 
due  to  acute  alcohol  withdrawal;  adjunctively  in  skeletal 
muscle  spasm  due  to  reflex  spasm  to  local  pathology,  spasticity 
caused  by  upper  motor  neuron  disorders,  athetosis,  stirF-man 
syndrome,  convulsive  disorders  (not  for  sole  therapy). 

Contraindicated:  Known  hypersensitivity  to  the  drug. 
Children  under  6 months  of  age.  Acute  narrow  angle  glau- 
coma; may  be  used  in  patients  u ith  open  angle  glaucoma  who 
are  receiving  appropriate  therapy. 

Warnings:  Not  of  value  in  psychotic  patients.  Caution 
against  hazardous  occupations  requiring  complete  mental 
alertness.  When  used  adjunctively  in  convulsive  disorders, 
possibility  of  increase  in  frequency  and/or  severity  of  grand 
mal  seizures  mav  require  increased  dosage  of  standard  anti- 
convulsant medication;  abrupt  withdrawal  may  be  associated 
with  temporary  increase  in  frequency  and/or  severity  of 
seizures.  Advise  against  simultaneous  ingestion  of  alcohol  and 
other  CNS  depressants.  W ithdrawal  symptoms  (similar  to 
those  vv  ith  barbiturates  and  alcohol)  have  occurred  following 
abrupt  discontinuance  (convulsions,  tremor,  abdominal  and 
muscle  cramps,  vomiting  and  sweating).  Keep  addiction-prone 
individuals  under  careful  surveillance  because  of  their  pre- 
disposition to  habituation  and  dependence.  In  pregnancy, 
lactation  or  women  of  childbearing  age,  weigh  potential 
benefit  against  possible  hazard. 

Precautions:  If  combined  with  other  psychotropics  or 
anticonvulsants,  consider  carefully  pharmacology  of  agents 
employed;  drugs  such  as  phenothiazines,  narcotics,  barbi- 
turates, .\1A()  inhibitors  and  other  antidepressants  may  poten- 
tiate its  action.  Usual  precautions  indicated  in  patients 
severelv  depressed,  or  u ith  latent  depression,  or  with  suicidal 
tendencies.  Observe  usual  precautions  in  impaired  renal  or 
hetiatic  function.  Limit  dosage  to  smallest  effective  amount  in 
elderly  and  debilitated  to  preclude  ataxia  or  oversedation. 

Side  Effects:  Drowsiness,  confusion,  diplopia,  hypoten- 
sion, changes  in  libido,  nausea,  fatigue,  depression,  dysarthria, 
jaundice,  ^in  rash,  ataxia,  constipation,  headache,  incon- 
tinence, changes  in  salivation,  slurred  speech,  tremor,  vertigo, 
urinary  retention,  blurred  vision.  Paradoxical  reactions  such 
as  acute  hyperexcited  states,  anxiety,  hallucinations,  increased 
mu.scle  spasticity,  insomnia,  rage,  sleep  disturbances,  stimula- 
tion have  been  reported;  should  these  occur,  discontinue  drug. 
Isolated  reports  of  neutropenia,  jaundice;  periodic  blood 
counts  and  liver  function  tests  advisable  during  long-term 
therapy. 

Dosage:  Individualize  for  maximum  beneficial  effect. 
Adults:  Lension,  anxict\’  and  psychoneurotic  states,  2 to  10  mg 
b.i.d.  to  q.i.d.;  alcoholism,  10  mg  t.i.d.  or  q.i.d.  in  first  24  hours, 
then  5 mg  t.i.d.  or  q.i.d.  as  needed;  adjunctively  in  skeletal 
muscle  spasm,  2 to  10  mg  t.i.d.  or  q.i.d.;  adjunctively  in 
convulsive  disorders,  2 to  10  mg  b.i.d.  to  q.i.d.  Geriatric  or 
debilitated  patients:  2 to  2 Vi  mg,  1 or  2 times  daily  initially, 
increasing  as  needed  and  tolerated.  (See  Precautions.)  Children: 

I to  2 Vi  mg  t.i.d.  or  q.i.d.  initially,  increasing  as  needed  and 
tolerated  (not  for  use  under  6 months). 

Supplied:  V'alium®  (diazepam)  Lablets,  2 mg,  5 mg  and 
10  nm;  bottles  of  100  and  500.  All  strengths  also  available  in 
I'el-E-Dose®  packages  of  1000. 


Wiunt 

(diazepam) 

To  help  you  manage  excessive  psychic  tension 


Table  of  Contents 


The  Ohio  State 

MEDICALJOURNAL 


VOL.  69  AUGUST,  1973  No.  8 


OSMA  OFFICERS 
President 

Oscar  W.  Clarke,  M.D. 
Flolzer  Medical  Center  Clinic 
Box  344,  Gallipolis  45631 

President-Elect 

James  L.  Henry,  M.D. 

250  E.  Park  St. 

Grove  City  43123 

Past  President 

William  R.  Schultz,  M.D. 
1749  Cleveland  Road 
Wooster  44691 

Secretary-T  reasurer 

William  M.  Wells,  M.D. 
241  Hudson  Ave. 

Newark  43055 


EDITORIAL  STAFF 
Editor 

Perry  R.  Ayres,  M.D. 

Managing  Editor  and  Business  Mgr. 
Hart  F.  Page 

Public  Relations  Editor 
Charles  W.  Edgar 

Public  Health  and  Hospital 
Affairs  Editor 

Herbert  E.  Gillen 

Organization  Services  Editor 
Jerry  J.  Campbell 

Photographic  Editor 
Robert  D.  Clinger 

Legislative  News  Editor 
David  L.  Rader 

Membership  Editor 

Mrs.  Katherine  Wisse 

Convention  Editor 

Mrs.  Gail  E.  Dodson 

Executive  Editor  and 
Executive  Business  Manager 
R.  Gordon  Moore 

Address  All  Correspondence : 

The  Ohio  State  Medical  Journal 
17  South  High  Street,  Suite  500 
Columbus,  Ohio  43215 

Published  monthly  under  the  direction  of 
The  Council  for  and  by  members  of  The 
Ohio  State  Medical  Association,  17  South 
High  Street,  Suite  500,  Columbus,  Ohio 
43215,  a scientific  society,  nonprofit  orga- 
nization, with  a definHe  membership  for 
scientific  and  educational  purposes. 

Subscription,  $5.00  per  year  to  nonmem- 
bers; single  copy,  50  cents  (outside  Con- 
tinental U.S.,  $6.50  and  65  cents). 

Entered  as  second  class  matter  July  5, 
1905,  at  the  Post  Office  at  Athens,  Ohio, 
under  the  Act  of  Congress  of  March  3, 
1879.  Acceptance  for  mailing  at  special 
rote  of  postage  provided  for  in  Section 
1103,  Act  of  Oct.  3,  1917.  Authority  July 
10,  1918.  Second-Class  Postage  Paid  at 
Athens,  Ohio. 

The  Journal  does  not  assume  responsibil- 
ity for  opinions  expressed  by  the  essayists. 
Advertiser  must  conform  fo  policies  and 
regulations  established  by  The  Council  of 
the  Ohio  State  Medical  Association. 

Publication  office:  900  East  State  Street, 
Athens,  Ohio  45701. 

Printed  by 

The  Lawhead  Press,  Inc.,  Athens,  Ohio 


Page  Clinical  and  Scientific  Features 

()03  Li"htning’.s  Incredible  Attack  on  American  Football 
in  1970.  Sol  M.  Maggied,  M.D.,  West  Jefferson. 

607  Contact  Lenses  and  Athletics.  Frank  J.  Weinstock, 
AI.l).,  Canton,  and  Joseph  Bitontc,  B.E.E., 
Columbus. 

609  Clinical  Notes  and  Personal  Opinions:  Little  League 
Sports  Programs.  Another  Medical  View. 
Richard  F.  Slager,  M.D.,  Columbus. 

611  Shower  Cap  Technique.  An  Absorbent  Dressing  for 
Draining  Sinuses.  Victor  C.  Laughlin,  M.D., 
Cleveland. 

614  Malignant  Mesenchymoma  of  the  Mediastinum. 

Report  of  a Case.  Raymond  G.  Hawley,  M.D., 
and  Mysore  S.  N.  Murthy,  M.D.,  Columbus. 

617  E.N.T.  Case  of  the  Month.  Andrew  W.  Miglets, 

Jr.,  M.D.,  Columbus. 

618  Occlusion  of  Saphenous  Vein  Aorto-Coronary 

Grafts.  Case  Report  of  Total  Occlusion  at  the 
Site  of  Aortic  .\nastoinosis.  Josef  Edelstein, 
M.D.;  Joseph  Krall,  M.D.;  and  Ernesto  Lopez, 
M.D.,  Cleveland. 


Professional  Activities 

622  Community  Health  News — Notes  from  the  Ohio 
Department  of  Health 

627  AM  A House  of  Delegates  Actions  at  the  New  York 
Convention 

631  Athens,  Reynoldsburg  Residents  Receive  OSMA 
Family  Practice  Scholarships 

633  State  Medical  Board  Policy  on  Acupuncture 

( Continued  on  Page  641 ) 


an  effective  combination  of  medication 
and  psychology  for  rheumatoid  arthritis 


unique  10-grain  buffered  aspirin 

CAIVl^  INLAY-TABS 

Each  tablet  contains  aspirin,  600  mg.  (10  grains):  magnesium  hydroxide,  N.F.,  150  mg.; 
aluminum  hydroxide  dried  gel,  150  mg. 


Unique  design.  In  shape,  size  and  color, 

CAMA  looks  like  no  other  aspirin.  It  gives 
patients  an  “individualized”  medication— one 
they  may  find  more  acceptable  and  possibly 
respond  to  more  positively. 

Fits  prescribing  patterns.  CAMA’s  10-grain 
aspirin  strength  is  suited  to  the  higher  dosage 
regimens  generally  used  for  arthritis. 
Adjustable  dosage.  Scored  tablet  lets  you 
increase  or  decrease  dosage  in  5 or  10  grain 
increments. 


Economical.  CAMA  costs  no  more  per  dose 
than  many  5-grain  buffered  aspirin  tablets. 
Give  your  arthritic  patients  the  added  benefits 
of  CAMA.  Ask  your  Dorsey  representative  for  a 
generous  supply  or  write  Director  of 
Professional  Relations. 

Dorjey 

LABORATORIES  ^ 

Division  of  Sandoz-Wander,  Inc. 

Lincoln,  Nebraska  68501 


Must  vasodilators 
and  therapy  for 
other  diseases 
come  into 
conflict? 


not  If  the  vasodilator  Is 

VASODILAN’ 

(ISOXSUPRINE  HCI) 

the  compatible  vasodilator... 
no  treatment  conflicts  reported 

The  cerebral  or  peripheral  vascular  disease  patient  often  has 
coexisting  disease^  which  calls  for  another  drug  along  with  his 
vasodilator.  It  may  be  a hypoglycemic,  miotic,  antihypertensive, 
diuretic,  anticoagulant,  corticosteroid,  or  coronary  vasodilator. 
Vasodilan  is  not  incompatible  with  any  of  these  drugs-no  treatment 
conflict  has  been  reported.  And,  unlike  other  vasodilators,  Vasodilan 
has  not  been  reported  to  affect  carbohydrate  metabolism,  liver 
function,  or  intraocular  pressure-or  to  complicate  treatment  of 
diabetes,  hypertension,  peptic  ulcer,  glaucoma,  or  liver  disease. 

In  fact,  there  are  no  known  contraindications  to  the  use  of  Vasodilan 
in  recommended  oral  doses,  other  than  that  it  should  not  be  given 
in  the  presence  of  frank  arterial  bleeding  or  immediately  postpartum. 

1.  Gertler,  M.  M.,  et  al.:  Geriatrics  i’5. 134-148  (May)  1970. 


Indications:  Based  on  a review  of  this  drug  by  the  National  Academy 
of  Sciences-National  Research  Council  and/or  other  information,  the 
FDA  has  classified  the  indications  as  follows; 

Possibly  Effective: 

1.  For  the  relief  of  symptoms  associated  with  cerebral  vascular 
insufficiency. 

2.  In  peripheral  vascular  disease  of  arteriosclerosis  obliterans, 
thromboangiitis  obliterans  (Buerger’s  Disease)  and  Raynaud's  disease. 

3.  Threatened  abortion. 

Final  classification  of  the  less-than-effective  indications  requires 
further  investigation. 


Composition;  Vasodilan  tablets,  isoxsuprine  FICI,  10  mg.  and  20  mg. 
Dosage  and  Administration:  10  to  20  mg.  three  or  four  times  daily. 
Contraindications  and  Cautions:  There  are  no  known  contraindications  to 
oral  use  when  administered  in  recommended  doses.  Should  not  be  given 
immediately  postpartum  or  in  the  presence  of  arterial  bleeding. 

Adverse  Reactions:  On  rare  occasions,  oral  administration  of  the  drug  has 
been  associated  in  time  with  the  occurrence  of  severe  rash.  When  rash 
appears,  the  drug  should  be  discontinued.  Occasional  overdosage  effects 
such  as  transient  palpitation  or  dizziness  are  usually  controlled 
by  reducing  the  dose. 

Supplied:  Tablets,  10  mg.— bottles  of  100,  1000,  5000  and  Unit  Dose; 

20  mg.-bottles  of  100,  500  and  Unit  Dose. 

Q 1973  MEAD  JOHNSON  & COMPANY  • EVANSVILLE,  INDIANA  -17721  U-S.A.  734017 


AMA  President  Honored  by 
University  of  Cincinnati 


Dr.  Charles  A.  (Carl)  Hoffman,  right,  1972- 
1973  President  of  the  American  Medical  Associa- 
tion, was  guest  speaker  for  a function  of  the  Com- 
mencement Ceremonies  of  the  Uni\ersity  of  Cin- 
cinnati College  of  Medicine  and  was  gi\'en  an 
honorary  degree. 

\\’ith  him  in  the  above  jjicture  are  Dr.  Robert 
S.  Daniels,  interim  dean  of  the  College  of  Medi- 
cine, and  Russell  Kridel,  center,  UC  junior  medi- 
cal student  and  president  of  the  Student  AMA. 

Dr.  Hoffman  was  invited  by  the  Medical 
College  seniors  to  speak  at  their  Honors  Day  pro- 
gram where  he  discussed  the  state  medical  care 
in  this  country  and  concluded  his  remarks  by  tell- 
ing the  seniors,  “The  sanctity  of  man  as  a [lerson 
begins  with  you.” 


,\t  the  annual  University  of  Cincinnati  Med- 
ical .‘\lumni  Association  banquet.  Dr.  Hoffman 
received  the  honorary  degree  of  Doctor  of  .Science, 
conferred  by  University  President  \\  arren  Bennis. 
He  received  his  M.D.  degree  from  the  University 
of  Cincinnati  in  1935. 

.\t  the  commencement  ceremonies.  110  seniors 
received  their  Doctor  of  Medicine  degrees. 


d'he  American  Academy  of  Ophthalmology 
and  Otolaryngology  will  hold  its  annual  meeting 
at  the  Convention  Center  in  Dalla.s,  Texas,  the 
week  of  September  16-20.  Further  information  may 
be  obtained  from  Mr.  Theodore  Berland,  2729  \S'. 
hunt  Avenue,  Chicago,  Illinois  60645. 
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Ground-Breaking  Launches 

O 

Third  Building  C^onstruction 
for  Toledo  Medical  C'ollege 

A ground-breaking  ceremony  for  tlie  $15.4 
million  Health  Sciences  Facility  at  the  Medical 
College  of  Ohio  in  Toledo  was  held  early  in  July, 
with  local,  state  and  national  dignitaries  attending. 

College  President  Dr.  Marion  C.  .\nderson 
said  the  building  will  be  the  largest  of  the  three 
now  being  built  on  the  college’s  new  camj)us. 

It  will  contain  two  250-seat  lecture  rooms; 
two  100-seat  seminar  rooms;  eight  multi-purpose 
teaching  facilities;  faculty  offices  and  laboratories; 
and  the  college’s  Animal  Research  Facility. 

It  is  the  first  of  the  college’s  buildings  to  re- 
cei\e  any  federal  support  for  construction — $4.9 
million.  Fhe  State  of  Ohio  is  contributing  more 
than  $10.5  million. 

4'he  Health  Sciences  Facility  will  be  one  of 
the  key  resources  in  enabling  the  Medical  College 
to  reach  its  goal  of  1 50  medical  students,  per  class, 
by  the  1980’s,  Dr.  Anderson  said.  The  building  is 
expected  to  be  completed  in  September,  1975. 


Ohioan  (iets  Mead  Johnson 
Family  Practice  Award 

Dr.  Terry  Ilankey,  author  of  a 1971  article 
in  The  Journal  on  his  experiences  in  a community 
medicine  jirecejitee  ]jrogram,  has  been  named  a 
recipient  of  the  Mead  Johnson  .■Xward  for  Gradu- 
ate Training  in  Family  Practice.  The  monetary 
award  is  gi\en  each  year  to  ten  outstanding  resi- 
dents in  family  jnactice. 

former  resident  of  the  Xenia  area,  he  re- 
ceived his  medical  degree  from  Duke  School  of 
Medicine  in  1972  after  graduating  magna  cum 
laude  from  ^Vright  State  University. 

Terry  Flankey  wrote  the  article  in  the  Febru- 
ary, 1971  issue  of  The  Journal  entitled  “A  Pre- 
ceptee’s  Experience  in  Community  Medicine,”  a 
detailed  account  of  his  reaction  to  a program 
sponsored  by  the  Miami  County  Medical  Society. 
(Please  refer  to  February  1971  issue  of  The 
Journal,  beginning  on  page  156.) 

The  award  was  announced  to  Dr.  Ilankey 
at  St.  Marys  Hospital,  Madison,  Wisconsin,  his 
chosen  institution  for  his  family  practice  residency. 


we  can  provide 
some  form  of 
health  insurance 
to . . . 


of  OSMA  members — regardless  of  health  history 


Complete  protection  is  available  for  you  and 
your  family  with  the  OSMA  sponsored  Extra 
Cash  Hospital  Plan  and  comprehensive  Major 
Medical  Insurance.  Also  available  to  Ohio  phy- 
sicians are  Disability  Income  Protection,  Practice 
Overhead  Expense  Protection  and  Accidental 
Death,  Dismemberment  and  Disability  Insurance. 
Choose  the  plans  that  fill  your  insurance  needs 
and  send  the  coupon  today  for  complete  de- 
tails. Or  better  yet,  for  immediate  information, 
call  us  collect! 

Spencer  W.  Cunningham 
DANIELS-HEAD  & ASSOCIATES,  INC. 

Daniels-Head  Building 
Portsmouth,  Ohio  45662 
Telephone  614/354-4561 


I have  checked  the  plans  in  which  I am  most  interested.  Please 
send  me  complete  details  on  how  I can  take  advantage  of  this 
high  value  insurance  protection  at  low  group  rates. 

OSMA  SPONSORED  PLANS 

□ EXTRA  CASH  HOSPITAL  □ COMPREHENSIVE  MAJOR 

PLAN  MEDICAL  INSURANCE 

ALSO  AVAILABLE  TO  OHIO  PHYSICIANS 

□ DISABILITY  INCOME  □ PRACTICE  OVERHEAD 

PROTECTION  EXPENSE  PROTECTION 

□ ACCIDENTAL  DEATH,  DISMEMBERMENT  and  DISABILITY 


INSURANCE 

Name 

Address, 

City 

State 


□ LIFE  INSURANCE 


-Zip. 
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Following  are  names  of  new  members  of  the 
Ohio  State  Medical  Association  certified  to  the 
headquarters  office  during  June.  List  shows  name 
of  physician,  county,  and  city  in  which  he  is  prac- 
ticing, or  in  which  he  is  taking  postgraduate  work. 


CLARK 

Simeon  J.  Palomino, 
Springfield 
Sajjad  H.  Siddiqi, 
Yellow  Springs 
Damanjit  Yakhmi, 
Springfield 

CUYAHOGA 

Dhafir  Al-Fayadh, 
North  Olmsted 

FRANKLIN  (Columbus, 
except  as  noted) 
Harley  M.  Blank, 
Reynoldsburg 
Eun  Koo  Choe 
Antonio  J.  Del  Rosario, 
Reynoldsburg 
Walton  R.  Garner 
Joseph  F.  Meara 
Ernesto  L.  Perez 

JEFFERSON 

Fortunato  T.  Elizaga, 
Steubenville 
Augusto  P.  Fojas, 
Steubenville 

MONTGOMERY 
Arthur  Gardikes, 
Dayton 

RICHLAND 
Rockn  Jalili, 

Mansfield 


STARK  (Canton, 
except  as  noted) 
Loreto  C.  Bautista, 
Alliance 

Ralph  A.  Polumbo 
Alexis  S.  Sayoc 
Charulata  S.  Shirali 

SUMMIT 

Ramon  V.  Banez, 
Barberton 
Albert  J.  Cook, 
Akron 

Ivan  A.  Gradisar,  Jr. 
Akron 

Robert  W.  Gulmi, 
'Fallmadge 
David  L.  Hoff, 
Tallmadge 
Suk  Ho  Kang, 
Cuyahoga  Falls 
Chin  Kyll  Kim, 
Cuyahoga  Falls 
Manohar  Lai, 

Akron 

Alfredo  L.  Salcedo, 
Cuyahoga  Falls 
Jack  L.  Summers, 
Akron 

D.  Venkataramani, 
Cuyahoga  Falls 

I'RUMBULL 
Avutu  R.  Reddy, 
Warren 

VINTON 

Altai  Flussain, 
McArthur 


Tlie  University  of  Louksville  School  of  ^ledi- 
cine  will  present  its  Sexenth  Annual  Newborn 
Symposium  on  November  8-9,  at  the  Health  Sci- 
ences Center  Auditorium  in  Louisville.  For  more 
information,  write  Billy  F.  Andrews,  M.D.,  226 
East  Chestnut  Street,  Louisville,  Ky.  40202. 


FOR 

FAMILY 
PRACTICES 
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DEPENDABLE 

□ Diagnostics 

□ RxTreatment 

□ Service 

□ Results 


Since  patients  with  atopic  diseases  have  in  common 
an  inherited  predisposition  to  develop  sensitivity, 
the  Family  Practice  Physician  usually  sees  these 
patients  first. 

To  assist  in  identifying  the  causative  factors  and 
treat  them  specifically,  Barry  has  designed  a 
Proven  Service  for  the  Family  Physician. 

OVER  44  YEARS  OF  SUPERIOR  SERVICE 

Call  or  Write  for  Full  Details 
Toll  Free  - (800)  327-1  141 
Florida  Call  Collect  (305)  943-7722 

BARRY 

LABORATORIES, INC. 

POMPANO  BEACH,  FLORIDA  33064 


SERVICE 


MDs  in  the  News 

Dr.  K..  D.  McMurrain,  Jr.,  medical  director 
of  the  Procter  and  Gamble  Ciomj^any,  Cincinnati, 
was  named  a member  of  the  Board  of  Directors  of 
the  Industrial  Medical  Association  at  the  organiza- 
tion’s 58th  annual  meeting  in  Den\er. 

Dr.  \\  alter  .A.  Hoyt,  Jr.,  Akron,  was  installed 
as  president  of  the  American  Academy  of  Ortho- 
jjaedic  Surgeons  at  the  group’s  recent  annual 
meeting  in  Las  \'egas. 

Dr.  Frederick  C.  Robbins,  Dean  of  Case 
Western  Reser\e  School  of  Medicine,  was  elected 
President  of  the  85-year-old  American  Pediatric 
Society  at  its  annual  meeting  in  San  Francisco  on 
May  17.  Dr.  Robbins,  who  is  Professor  of  Pedi- 
atrics, ser\ed  as  Chairman  of  the  Department  of 
Pediatrics  at  Cleveland  Metropolitan  General  Hos- 
pital for  14  years. 

Dr.  Robert  G.  Page,  provost  and  dean  of  the 
Medical  College  of  Ohio  at  Toledo,  has  been 
appointed  to  a four-year  term  on  the  Program 
Advisory  Committee  for  general  research  support 
in  the  National  Institutes  of  Health,  Division  of 
Research  Resources.  The  committee  is  responsible 
for  advising  NIH’s  General  Research  and  Bio- 
medical Sciences  Support  Grant  Programs. 


Ohio  National  Guard  Needs 
Physicians  in  Certain  Areas 

'File  Ohio  Army  National  Guard  has  need 
for  physicians  at  facilities  in  several  areas  of  Ohio, 
and  ])ersonnel  of  the  Guard  would  like  to  discuss 
the  ad\antages  of  this  type  of  ser\  ice  with  doctors 
who  may  be  interested. 

communication  from  Colonel  John  J.  Sim- 
mons, of  the  Adjutant  General’s  Department  in 
\Vorthington,  said  that  facilities  at  the  following 
locations  are  in  need  of  physicians:  Ashtabula, 
Athens,  Cincinnati,  Cleveland,  Dayton,  Greens- 
burg,  Portsmouth,  Toledo,  Westerville,  and  Wor- 
thington. 

Physicians  interested  in  more  information  are 
invited  to  write  the  Adjutant  General’s  Depart- 
ment, P.  O.  Box  660,  Worthington  43085,  or 
phone  Major  Robert  Green  at  614/889-8354;  or 
Walter  Donaugh,  614/469-5926  during  normal 
working  hours.  Mr.  Donaugh  also  will  be  glad  to 
answer  questions  after  normal  working  hours  at 
614/274-5806. 


The  American  College  of  Physicians  has  an- 
nounced dates  and  locations  of  29  Regional  meet- 
ings and  43  Postgraduate  Courses  to  be  held  be- 
tween September  1 and  June  30,  1974.  Additional 
information  may  be  obtained  by  writing  the 
American  College  of  Physicians,  4200  Pine  Street, 
Philadelphia,  Pa.  19104. 


tlie  "Wendt— Bristol  co. 

many  locations  to  serve  you 
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FbrcomH 
please  r J 
It’s  surnm; 


Maybe  the  last  thing  she  needs  is  more  of  her 
own  insulin.  Especially  when  you  consider 
thet  many  b&erweight  diabetics  already  have 
normal  or  high  levels  of  endogenous  insulin 
and  thaH^i^in  is  lipogenic. 

If  she  jumybn’t  diet  and  oral  therapy  is 
indicat^in  adult-onset,  nonketotic  diabetes. 


phenformin  HCT"'^ 


lowers  blood  sugar  without  raising 
blood  iniMlIb. 


Jetails,  including  dosage, 
b prescflbN^  information, 
d below 


Jhe  diabetic 
who  has 
too  much... 

too  much  sugar, 
too  mii^at. 


* phenformin  HCI 
sts  of  25  mg. 

TD“  phenformin  HCI 
)d-Disintegration 
iutes  of  50  and  100  mg. 

:af/ons;Stableadult  diabetes  mellitus;  sulfonyl- 
failures,  primary  and  secondary;  adjunct  to 
lin  therapy  of  unstable  diabetes  mellitus. 
traindications:  Diabetes  mellitus  that  can  be 
ilated  by  diet  alone;  juvenile  diabetes  mellitus 
is  uncomplicated  and  well  regulated  on  in- 
i;  acute  complications  of  diabetes  mellitus 
abolic  acidosis,  coma,  infection,  gangrene); 
ig  or  immediately  after  surgery  where  insulin 
dispensable;  severe  hepatic  disease;  renal  dis- 
I with  uremia;  cardiovascular  collapse  (shock); 

' disease  states  associated  with  hypoxemia 
lings;  Use  during  pregnancy  is  to  be  avoided 
autions:  1 . Starvation  Ketosis:  This  must  be 
rentiated  from  "insulin  lack"  ketosis  and  is 
acterized  by  ketonuria  which,  in  spite  of  rel- 


atively normal  blood  and  urine  sugar,  may  result 
from  excessive  phenformin  therapy,  excessive  in- 
sulin reduction,  or  insufficient  carbohydrate  intake 
Adjust  insulin  dosage,  lower  phenformin  dosage, 
or  supply  carbohydrates  to  alleviate  this  state  Do 
not  give  insulin  without  first  checking  blood  and 
urine  sugar. 

2 Lactic  Acidosis:  This  drug  is  not  recommended 
in  the  presence  of  azotemia  or  in  any  clinical  situ- 
ation that  predisposes  to  sustained  hypotension 
that  could  lead  to  lactic  acidosis  To  differentiate 
lactic  acidosis  from  ketoacidosis,  periodic  deter- 
minations of  ketones  in  the  blood  and  urine  should 
be  made  in  diabetics  previously  stabilized  on  phen- 
formin, or  phenformin  and  insulin,  who  have  be- 
come unstable  If  electrolyte  imbalance  is  sus- 
pected, periodic  determinations  should  also  be 
made  of  electrolytes,  pH.  and  the  lactate-pyruvate 
ratio.  The  drug  should  be  withdrawn  and  insulin, 
when  required,  and  other  corrective  measures 
instituted  immediately  upon  the  appearance  of  any 
metabolic  acidosis 


3 Hypog/ycem/a:  Although  hypoglycemic  re- 
actions are  rare  when  phenformin  is  used  alone, 
every  precaution  should  be  observed  during  the 
dosage  adjustment  period  particularly  when  insulin 
or  a sulfonylurea  has  been  given  in  combination 
with  phenformin 

Adverse  Reactions:  Principally  gastrointestinal; 
unpleasant  metallic  taste,  continuing  to  anorexia, 
nausea  and,  less  frequently,  vomiting  and  diarrhea 
Reduce  dosage  at  first  sign  of  these  symptoms  In 
case  of  vomiting,  the  drug  should  be  immediately 
withdrawn  Although  rare,  urticaria  has  been  re- 
ported. as  have  gastrointestinal  symptoms  such  as 
anorexia,  nausea  and  vomiting  following  excessive 
alcohol  intake  (B)  98-146-103-E  (6/72) 

For  complete  details,  including  dosaae.  please 
see  full  prescribing  information. 

GEIGY  Pharmaceuticals  2 

Division  of  CIBA-GEIGY  Corporation  5 

Ardsley.  New  York  10502  ° 


^^Prescription 
drugs  - 
who  should 
determine  the 
maker?^^ 


Clifton  J.  Latiolais 
President 
American 
Pharmaceutical 
Association 


C.  Joseph  Stetler 
President 
Pharmaceutical 
Manufacturers 
Association 


“Too  many  doctors  are  indiffer 
ent  to  the  economic  consequencesc 
their  decisions.”  So  stated  a recent 
issue  of  Medical  News  Report  (De- 
cember 4,  1972),  an  independent  I 
weekly  newsletter  published  by  fortt; 
AMA  Chief  Executive  F.  J.  L.  Blasio 
game,  M.D. 


Doctor,  are  you  indifferent . . . ? 

In  discussing  an  anticipated  ir- 
crease  in  Blue  Shield  rates.  Dr.  Bias- 
ingame’s  newsletter  had  this  to  say 
"In  general,  it  can  be  said,  MO: 
have  given  the  impression  they  are 
not  particularly  concerned  with  the 
increase  in  cost  of  health  care  to  the 
patients...  I 

“True,  an  MD’s  training  is  pri- 
marily scientific,  but  in  the  real  woro 
of  practice,  all  of  his  scientific  deci- 
sions have  a price  tag,  or  an  econojr 
impact.  The  economics  of  health  car: 
beckon  the  practitioner’s  attentioit 
Concern  for  economics  of  medicine 


When  the  pharmacist  recom- 
mends that  a drug  product  other  the' 
the  one  ordered  be  dispensed,  the' 
prescriber  invariably  permits  the 
change  when  he  feels  the  best  inter- 
ests of  the  patient  will  be  served. 


Shortcomings  of  Pro-Substitution 
Argument 

The  fact  remains  that  it  is  nece 
sary  for  the  prescriber  to  know  that 
the  change  is  being  contemplated, 
and  to  be  in  a position  to  consent  or 
demur.  Without  that  opportunity,  tfi|; 
unilateral  decision  of  the  pharmaci; 
made  in  the  absence  of  clinical  knot 
edge  of  the  patient,  could  expose  hr 
to  needless  risks,  and  in  addition, 
jeopardize  the  relationship  betweel 
the  professions  of  Pharmacy  and  ? 
Medicine.  In  my  view,  there  is  nothf'|, 
in  the  pro-substitution  argument  tii 
offsets  these  risks.  i 


Advertisement 


The  Issue  of  Drug  Knowledge 

Substitution  advocates  claim) 
that  the  primary  justification  for 
changing  the  rules  is  the  desire  to 
better  utilize  pharmacists’  knowledf 
about  drugs.  Yet  the  pharmacist’s  , 
task  to  keep  current  on  the  entire 
field  of  drug  therapy,  to  some  degre  '< 
puts  him  at  a disadvantage.  Most 
often,  a practicing  physician  will  nef 
expert  knowledge  of  no  more  than  2 


hould  be  an  obligation  of  medical 
ractice. . . 

“Medical  societies  ought  to  con- 
uct  continuing  campaigns  to  point 
ut  the  substantial  savings  that  could 
e realized  thru  deductible  insurance 
nd  protection  for  catastrophic  ill- 
ess.  At  the  very  least,  they  should,  in 
le  patients’  interest,  question  the 
actics  of  any  insurance  organization 
aat  raises  health  care  costs  by  forc- 
pg  policyholders  to  buy  insurance 
iey  may  not  need  or  want  and  prob- 
biy  won’t  ever  use. 

“Too  many  doctors  are  indiffer- 
nt  to  the  economic  consequences  of 
leir  decisions.  Too  many,  for  ex- 
mple,  habitually  hospitalize  patients 
pr  the  convenience  of  the  MD.  It’s 
onsense  to  deny  such  habits  exist . . . 

“Doctors,  thru  their  medical  so- 
jieties,  have  unhesitatingly  appealed 
b their  patients  for  support  in  the 
'ght  against  government  interference 
'ith  the  private  practice  of  medicine, 
nd  the  public  in  the  past  has  re- 
ponded. It’s  time  the  American  Med- 
ial Association  and  state  and  local 
nedical  societies  paid  off  the  debt  by 
ecisive  action  to  hold  down  the  cost 
f medical  care.’’ 

ost  of  Drugs 

I Insurance  rates  and  hospital 
jharges  are  only  two  factors  in  health 


X 30  drugs  that  he  selects  to  treat  the 
najority  of  conditions  encountered  in 
lis  practice.  Moreover,  the  physi- 
ian’s  choice  of  a specific  brand  is 
lased  on  his  knowledge  of  the  pa- 
lent’s  medical  history  and  current 
ondition,  and  his  experiences  with 
ne  particular  manufacturer’s 
iroduct. 

! Some  substitution  proponents 
ave  argued  that  the  dispensing  of  a 
rescription  is  a simple  two-party 
'ansaction  between  the  pharmacist 
nd  the  patient,  and  that  a substitut- 
ig  pharmacist  may  avoid  even  a 
Bchnical  breach  of  contract  by  simply 
otifying  the  patient  that  he  is  making 
ne  substitution.  I would  judge  that 
3w  courts  would  be  sympathetic 
ward  a pharmacist  who  substituted 
'ithout  physician  approval  and  who 
ndertook  a legal  defense  that  seeks 
b make  the  patient  responsible  for 
ne  pharmacist’s  actions, 
educed  Prescription  Prices? 

Substitution  advocates  are 
uggesting  to  the  consumer,  and  par- 
cularly  the  consumer  activist,  that 
educed  prescription  prices  could 
dIIow  legalization  of  substitution. 

Je  have  seen  absolutely  no  evidence 
) justify  this  claim.  To  the  contrary, 
xperience  in  Alberta,  Canada,  where 
ubstitution  is  authorized,  suggests 


care  costs.  The  cost  of  drugs— both 
prescription  and  nonprescription— is 
another. 

And  when  it  comes  to  drug 
costs,  the  nation’s  pharmacists  are 
concerned.  Through  their  national 
professional  society,  the  American 
Pharmaceutical  Association,  pharma- 
cists are  advising  the  public  to  use 
nonprescription  medication  cau- 
tiously and  conservatively,  and  to  seek 
the  advice  of  their  pharmacist  before 
selecting  or  purchasing  such  drugs. 

Outdated  Laws 

The  pharmacist  also  is  aware 
that  when  it  comes  to  prescription 
drugs,  often  he  has  an  even  greater 
opportunity  to  reduce  the  cost  to  the 
patient— with  no  sacrifice  in  the  qual- 
ity of  the  medication  dispensed.  But 
in  many  states,  outdated  and  anti- 
quated laws  prevent  the  pharmacist 
from  engaging  in  drug  product  selec- 
tion. “Drug  product  selection”  simply 
means  that  the  pharmacist  functions 
in  the  patient’s  interest  by  con- 
sciously choosing,  from  the  multiple 
brands  available,  a low-cost  quality 
brand  of  the  specific  drug  to  be  dis- 
pensed in  response  to  the  physician’s 
prescription  order. 

Much  misinformation  has  been 
purposely  spread  by  those  who  stand 
to  gain  financially  by  maintaining 


the  opposite. 

Many  pharmacists  understand- 
ably are  concerned  about  the  cost  of 
maintaining  multiple  stocks  of  similar 
products.  While  there  is  no  doubt  that 
inventory  costs  rise  when  additional 
brands  are  stocked,  it  would  be  inter- 
esting to  know  how  much  they  rise, 
and  how  many  pharmacists  actually 
stock  all  brands  — of,  say,  ampicillin 
or  tetracycline  — or  how  long  they 
keep  “slow  moving”  products  on  their 
shelves  before  they  are  returned  for 
credit.  To  ask  that  the  industry  elimi- 
nate multiple  sources  is  to  ask  com- 
petitors to  stop  competing. 

Drug  Substitution— A License  for 
the  Unethical 

Anti-substitution  repeal  would 
favor  “corner  cutting”  pharmacists 
and  manufacturers.  For  them,  free 
substitution  would  be  not  a right,  but 
a license.  As  an  aftermath,  it  is  quite 
likely  that  the  confidence  of  both  phy- 
sicians and  patients  in  the  profession 
of  Pharmacy  would  be  eroded,  as 
revelations  about  the  unconscionable 
behavior  of  an  undisciplined  few  were 
magnified  in  the  press  or  in  profes- 
sional circles. 

Summary 

In  short,  what  the  American 
Pharmaceutical  Association  advo- 


high  drug  costs  to  the  public.  An  end- 
less stream  of  propaganda  has  ema- 
nated from  the  drug  industry  in  an 
effort  to  persuade  the  medical  profes- 
sion that  these  so-called  anti-substitu- 
tion laws  should  be  retained.  And  as 
long  as  these  laws  are  retained,  the 
drug  industry  will  continue  its  current 
marketing  practices  which  contribute 
unnecessarily  to  high  drug  costs  to 
patients.  These  practices  also  are  in- 
viting government  agencies  to  expand 
their  restrictive  controls  on  physi- 
cians and  pharmacists. 

APhA  Efforts 

As  pharmacists,  we  are  con- 
cerned about  health  care  costs.  We 
hope  that  every  physician  shares  our 
concern  on  this  vital  issue,  and  will 
give  his  personal  support  to  the  con- 
structive efforts  APhA  has  undertaken 
in  the  interest  of  all  patients. 

(For  a complete  discussion  of 
drug  product  selection,  you  are  invited 
to  request  a free  copy  of  the  "White 
Paper  on  the  Pharmacist’s  Role  in 
Product  Selection"  from:  American 
Pharmaceutical  Association, 

2215  Constitution  Avenue,  N.W., 
Washington,  D.C.  20037.) 


cates  as  a broad-spectrum  panacea 
looks  to  us  to  be  not  only  a minority 
view  (advocacy  of  substitution  is  by 
no  means  a uniform  policy  in  Phar- 
macy), but  also  an  extraordinarily 
costly  and  ineffective  remedy,  whose 
side  effects  are  odious.  We  believe 

(1)  that  an  impressive  majority  of 
pharmacists  prefer  to  work  with 
Medicine  and  with  industry,  for  the 
consumer,  and  for  the  general  good, 

(2)  that  they  seek  the  privilege  to  sub- 
stitute when  the  patient  might  gain 
and  when  the  patient’s  doctor  agrees, 
and  (3)  that  they  seek  to  work  for  the 
resolution  of  genuine  grievances 
openly  and  professionally. 

(For  amplification  of  PM  A views, 
please  write  for  our  booklet,  "The 
Medications  Physicians  Prescribe: 
Who  Shall  Determine  the  Source?" 

It  is  available  from:  Pharmaceutical 
Manufacturers  Association,  1155 
Fifteenth  Street,  N.W.,  Washington, 
D.C.  20005.) 


Pharmaceutical 
Manufacturers  Association 
1155  Fifteenth  Street,  N.  W. 
Washington,  D.C.  20005 


Obituaries 


Moorehead  Ankeney,  M.D.,  Dayton; 
t\'estern  Reserxe  Uni\ersity  School  of  Medicine, 
1918;  aged  80;  died  June  24;  member  of  OSMA, 
AM  A,  and  the  American  Academy  of  Family 
Physicians;  general  jnactitioner  in  Dayton  since 
1930  and  previously  a medical  missionary  in  China. 

Lothair  Jay  Carson,  M.D.,  Cleveland;  Western 
Reserve  University  School  of  Medicine,  1920;  aged 
81;  died  June  2;  member  of  OSMA,  AMA  and 
American  Academy  of  Dermatology;  practitioner 
of  long  standing  in  Cleveland  before  his  retire- 
ment, specializing  in  dermatology'. 

Linus  Leslie  Chandler,  M.D.,  Branch,  Mich.; 
Western  Reserve  University  School  of  Medicine, 
1913;  aged  85;  died  June  25  as  the  result  of  a 
traffic  accident;  member  of  OSMA  and  AMA; 
practicing  physician  and  surgeon  in  Cleveland  for 
many'  years  before  his  retirement  in  1967. 

Oscar  Ray  Clovis,  M.D.,  Canton;  Jefferson 
Medical  College  of  Philadelphia,  1917;  aged  81; 
died  June  3;  member  of  OSMA  and  AMA;  former 
surgeon  for  the  Ringling  Bros.  Circus,  and  prac- 
titioner in  Canton  from  1940  to  the  current  year; 
past  president  of  the  Canton  Medical  Library; 
veteran  of  World  War  I. 

Florian  P,  Cuthbert,  M.D.,  Massillon  and 
Canal  Fulton;  Northwestern  University  Medical 
School,  1935;  aged  65;  died  June  15;  member  of 
OSMA,  AMA,  American  Proctologic  Society  and 
American  Society  of  Abdominal  Surgeons;  Fellow, 


American  College  of  Surgeons;  practitioner  in 
western  Stark  County  since  1937,  early'  as  a gen- 
eral practitioner  and  later  as  a specialist  in  proc- 
tology. 

Charles  Webster  Elkins,  M.D.,  Tuscon,  Ari- 
zona; Western  Reserve  University'  School  of  Medi- 
cine, 1937;  aged  63;  died  in  early  June;  former 
member  of  OSM.\;  Fellow,  American  College  of 
Surgeons;  diploma te,  American  Board  of  Neuro- 
logical Surgery;  former  practitioner  in  Cleveland; 
veteran  of  W^orld  War  II. 

Arch  Dunham  Harvey,  M.D.,  Lebanon;  Uni- 
versity of  Cincinnati  College  of  Medicine,  1934; 
aged  65;  died  June  9;  member  of  OSMA  and 
AMA;  practitioner  of  long  standing  in  Lebanon 
and  Warren  County  health  commissioner  for  about 
20  years;  veteran  of  World  War  II. 

Otto  Fridrich  Lanka,  M.D.,  New  London; 
medical  degree  from  the  University  of  Latvia, 
1939;  aged  63;  died  June  25;  member  of  OSMA 
AMA,  .\merican  Academy  of  Family  Physicians, 
and  American  Society  of  Abdominal  Surgeons; 
practitioner  in  the  New  London  area  since  about 
1955,  specializing  in  general  surgery  and  Ob-gyn. 

Thomas  Livezey  Laughlin,  Jr.,  M.D.,  Cleve- 
land; Hahnemann  Medical  College  of  Philadel- 
phia, 1933;  aged  66;  died  June  4;  member  of 
OSM.\,  AMA,  and  American  Society  of  Abdom- 
inal Surgeons;  Fellow,  International  College  of 
Surgeons;  practitioner  in  the  Cleveland  area  since 


Wolman  Insurance  Agency,  Inc. 

Specialists  in  Professional  Liability 

Providing  Personal  Service  to  Physicians  and 
Surgeons  with  Qualified  Personnel  Available 
to  Discuss  Your  Insurance  Needs  in  Your 
Office. 


WOLMAN  INSURANCE  AGENCY,  INC. 
PHONE  614/221-5471 

38  JEFFERSON  AVENUE.  COLUMBUS.  OHIO  43215 


600  ! The  Ohio  State  Medical  Journal 


1936.  His  father  was  the  late  Dr.  Thomas  L. 
Laughlin,  Sr.,  of  Dayton.  A brother,  Dr.  \hctor 
C.  Laughlin,  of  Cleveland,  is  among  survivors. 

George  Lyle  Morris,  Jr.,  AI.D.,  Hillsboro; 
Temple  University  School  of  Medicine,  1946;  aged 
51;  died  June  27;  member  of  OSMA,  AMA,  the 
.American  Geriatrics  Society,  and  Aerospace  Med- 
ical Association;  general  practitioner  in  the  Hills- 
boro area  for  a number  of  years;  veteran  of  World 
War  11. 

Theodore  Sanford  Myers,  M.D.,  Carroll  and 
Columbus;  Ohio  State  University  College  of  Med- 
icine, 1952;  aged  54;  died  June  14;  member  of 
OSMA  and  AM.A;  resident  of  Carroll  and  prac- 
titioner in  Carroll  and  Columbus;  veteran  of 
World  War  H. 

Maynard  Smith  Owen,  M.D.,  Delaware;  Co- 
lumbia University  College  of  Physicians  and  Sur- 
geons, 1907;  aged  92;  died  April  22;  practitioner 
in  New  York  for  about  40  years. 


Wallace  Bowles  Taggart,  M.D.,  Dayton; 
Western  Reserve  University  School  of  Aledicine, 
1924;  aged  76;  died  June  4;  member  of  OSMA, 
■AM.A,  and  American  Academy  of  Pediatrics; 
diplomate,  American  Board  of  Pediatrics;  prac- 
titioner of  long  standing  in  Dayton,  specializing 
in  pediatrics,  and  associated  with  the  Children’s 
Medical  Center;  veteran  of  World  War  II. 


The  University  of  Aliami  School  of  Medicine, 
Department  of  Otolaryngology,  is  presenting  a 
postgraduate  course  entitled  “Otolaryngology  for 
the  Family  Practitioner.”  The  course  will  be  held 
October  26-27,  1973,  at  the  Playboy  Plaza  in 
Aliami,  Florida  and  it  is  accredited  by  the  AAGP. 
For  information  write:  Bruce  W.  Weissman,  M.D., 
Department  of  Otolaryngology,  Llniversity  of  Ali- 
ami, School  of  Aledicine,  P.O.  Box  875,  Biscayne 
■Annex,  Aliami,  Florida  33152. 


AVAILABLE  FOR  THE  TREATMENT  OF 

impotence 

due  to  androgenic  deficiency  in  the  American  male. 


Android  f 5"^ 

Methy  (testosterone  N.F.-5  mg. 

Androkfl  10 

Methyltestosterone  N.F.  -10  mg. 

Androicff25 

Methyltestosterone  N.F.  -25  mg. 


DESCRIPTION:  Methyltestosterone  is  17/bHydroxy*17*Methylandrosl-4  er. 
3-one. 

ACTIONS:  Methyltestosterone  is  an  oil  soluble  androgenic  hormone. 

INDICATIONS:  In  the  male:  1.  Eunuchoidism  and  eunuchism.  2.  Male 
climacteric  symptoms  when  these  are  seconlary  to  androgen  deficiency. 
3.  Impotence  due  to  androgenic  deficiency.  4.  Postpuberal  cryptor- 
chidism with  evidence  of  hypogonadism. 

Cholestatic  hepatitis  with  jaundice  and  altered  liver  function  tests,  such 
as  increased  BSP  retention  and  rises  in  SCOT  levels,  have  been  reported 
after  Methyltestosterone.  These  changes  appear  to  be  related  to 
dosage  of  the  drug.  Therefore,  in  the  presence  of  any  changes  in  liver 
function  tests,  drug  should  be  discontinued. 

PRECAUTIONS:  Prolonged  dosage  of  androgen  may  result  in  sodium  and 
fluid  retention.  This  may  present  a problem,  especially  in  patients 
with  compromised  cardiac  reserve  or  renal  disease.  In  treating  males 
for  symptoms  of  climacteric,  avoid  stimulation  to  the  point  of  increas- 
ing the  nervous,  mental,  and  physical  activities  beyond  the  patient’s 
cardiovascular  capacity. 

CONTRAINDICATIONS:  Contraindicated  in  persons  with  known  or  sus- 
pected carcinoma  of  the  prostate  and  in  carcinoma  of  the  male  breast. 
Contraindicated  in  the  presence  of  severe  liver  damage. 

WARNINGS:  If  priapism  or  other  signs  of  excessive  sexual  stimulation 
develop,  discontinue  therapy.  In  the  male,  prolonged  administration  or 
excessive  dosage  may  cause  inhibition  of  testicular  function,  with 
resultant  oligospermia  and  decrease  in  ejaculatory  volume.  Use  caut- 
iously in  young  boys  to  avoid  premature  epiphyseal  closure  or  pre- 
cocious sexual  development.  Hypersensitivity  and  gynecomastia  may 
occur  rarely.  FBI  may  be  decreased  in  patients  taking  androgens. 
Hypercalcemia  may  occur,  particularly  during  therapy  for  metastic 
breast  carcinoma.  If  this  occurs,  the  drug  should  be  discontinued. 

ADVERSE  REACTIONS:  Cholestatic  Jaundice  • Oligospermia  and  de- 
creased ejaculatory  volume.  • Hypercalcemia  particularly  in  patients 
with  metastic  breast  carcinoma.  This  usually  indicates  progression  of 
bone  metastases.  • Sodium  and  water  retention.  • Priapism  • Virili- 
zation in  female  patients  • Hypersensitivity  and  gynecomastia. 

DOSAGE  AND  ADMINISTRATION:  Dosage  must  be  stricly  individualized, 
as  patients  vary  widely  in  requirements.  Daily  requirements  are  best 
administered  in  divided  doses.  The  following  chart  is  suggested  as  an 
average  daily  dosage  guide. 

INDICATION  Average^  D^aMMosage 

In  the  male: 

Eunuchoidism  and  eunuchism  10  to  40  mg. 

Male  climacteric  symptoms  and  impotence 
due  to  androgen  deficiency  10  to  40  mg. 

Postpuberal  cryptorchism  30  mg. 

HOW  SUPPLIED:  5,  10.  25  mg.  in  bottles  of  60,  250. 
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Lightning’s  Incredible  Attack  on 
American  Football  In  1970 

Sol  M.  Maggied,  M.D. 


T IGHTNING  KILLS  approximately  400  per- 

sons  each  year  in  the  United  States.  Another 
1,000  or  so  are  injured  by  this  phenomenon  of 
nature. 

Incredibly,  during  a 26-day  span  in  the  fall 
of  1970,  a total  of  30  American  football  players, 
coaches,  and  spectators  were  struck  by  lightning 
on  or  near  playing  areas.  There  were  five  imme- 
diate deaths  (all  players),  two  neurologic  residuals 
(players),  and  23  concussions  (two  coaches,  one 
spectator,  and  20  players) . 

Why  lightning  had  affinity  for  this  relatively 
large  number  of  football  personnel  during  such  a 
short  time  span  in  1970  is  not  known. 

This  discussion  brings  many  factors  into  con- 
sideration but  does  not  lead  to  any  cause-and- 
effect  conclusions.  The  information  is  presented 
for  whatever  use  it  may  be  to  team  physicians, 
coaches,  and  others  who  deal  with  athletics.  Per- 
haps the  subject  calls  for  more  study  and  more 
statistical  data  that  may  lead  to  such  conclusions 
and  hopefully  afford  more  protection  to  our  youth 
who  pursue  outdoor  sports. 

Case  Reports* 

,\t  Pueblo,  Colorado,  on  August  29,  1970, 
D.N.,  a 21 -year-old,  white,  college  senior,  was  run- 

*Refer  to  Table 

Submitted  March  19,  1973. 


Two  things  most  to  be  feared  on  a golf  course 
are  lightning  and  a short  putt* 

The  hazard  of  standing  erect  in  an  open  field 
during  a thunderstorm  is  well  known.  In  this 
paper.  Dr.  Maggied  places  on  the  record  several 
tragic  incidents  that  occurred  in  eerie  sequence. 
With  the  thought  that  this  might  not  have  been 
a chance  occurrence,  we  publish  the  report  essen- 
tially as  submitted,  hoping  it  will  remind  others  of 
a common  hazard  that  might  recur  in  unexpected 
circumstances.  • — The  Editor 

^Substance  of  a statement  attributed  to  Sam  Snead. 


ning  a pass  pattern  at  3:35  PM  during  a light 
shower  at  which  time  he  was  knocked  uncon- 
scious by  a bolt  of  lightning.  Complete  cardiac 
arrest  was  forestalled  by  the  university  trainer, 
Fred  Oglesby,  using  external  cardiac  massage  for 
15  minutes.  Three  other  players  nearby  suffered 
concussion,  two  were  unconscious  for  about  15 
minutes,  but  all  three  recovered  with  no  known 
residual. 

D.N.  was  wearing  his  head  gear  over  medium- 
short  hair,  a metal  face  mask,  cleated  football 
shoes,  and  his  full  uniform  (light  shirt) . The 
temperature  w'as  80  F to  85  F. 

D.N.  was  burned  extensively  in  the  pubic  and 
belt  buckle  area  although  he  was  not  wearing  a 
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Table  1.  Facts  Relating  to  Seven  Football  Players  Struck  by  Lightning  in  the  Fall  of  1970 
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* Light  shower  commenced  immediately  after  lightning  struck 
t Severe  burns  on  head  and  feet 
t Severe  burns  on  right  arm,  right  chest,  right  leg 


The  Author 

• Dr.  Maggied,  VV'est  Jefferson,  is  in  family 
practice.  He  is  Chairman  of  the  Joint  Advisory 
Committee  on  Sports  Medicine  of  O.SMA  and  the 
Ohio  High  School  Athletic  Association,  and  is 
Delegate  from  Madison  County  to  the  O.SMA 
House  of  Delegates. 


belt  buckle.  A “blow-out”  spot  appeared  at  the 
left  shoe. 

He  was  unconscious  nearly  two  days,  but  he 
could  talk  by  the  fourth  day.  After  2^/2  weeks, 
he  returned  to  classes  but  not  to  football  because 
of  markedly  reduced  reflexes.  Three  weeks  after 
the  patient’s  discharge  from  the  hospital,  cataracts 
began  develojjing  in  both  of  his  eyes.  Despite  the 
lens  problem,  the  young  man  returned  to  football 
during  1971  for  the  first  six  games  and  then  was 
forced  to  quit  because  of  “a  severely  pinched  neck 
nerve,”  described  as  not  related  to  the  lightning 
strike.  This  young  man  was  scheduled  for  right- 
eye  cataract  surgery  at  Christmastime  1971,  and, 
if  necessary,  surgery  to  the  left  eye  at  a proper 
future  time. 

Nine  days  after  the  D.N.  incident,  four  more 
U.S.  athletes  were  killed  by  lightning! 

On  September  1,  1970,  at  11:30  AM  at  St. 
Petersburg,  Florida,  two  black,  high  school  foot- 
ball players  were  working  out  in  full  uniform, 
which  included  plastic-over-metal  face  masks  at- 
tached to  their  head  gear,  cleated  football  shoes, 
and  shoulder  pads  covered  by  light  jerseys.  Both 
boys  had  short  hair.  The  temperature  was  90  F 
with  no  rain  falling  when  the  bolt  struck.  However, 
thunder  was  heard  in  the  distance  and  a light 
rain  began  shortly  after  the  lightning  struck. 

R.J.N.,  a 17-year-old  senior,  was  badly  burned 
from  the  hips  down  with  what  could  be  termed 
a blow-out  spot  at  his  metal  belt  buckle  and  an- 
other at  both  shoes  which  contained  metal  posts 
in  the  cleats.  Artificial  resuscitation  was  not  suc- 
cessful. 

Teammate  M.V.W.,  a 16-year-old  sophomore, 
showed  burns  at  the  metal  rivets  in  his  head  gear 
and  at  his  metal  belt  buckle  with  some  blow-out 
spots  in  this  area.  Again  artificial  resuscitation  was 
not  successful.  According  to  Mr.  Floyd  E.  Lay,  Ex- 
ecutive Secretary  of  the  Florida  High  School  Ath- 
letic Association,  five  other  players,  two  coaches, 
and  one  spectator  suffered  concussion.  Four  were 
rendered  unconscious  and  were  not  breathing. 
Mouth-to-mouth  resu.scitation  rescued  these  four 
and  all  eight  recovered  with  no  known  residual 
at  this  time.  Each  of  the  five  players  wore  hip 
pads  with  metal  buckles,  but  they  suffered  no 
burns  or  blow-out  spots. 

The  State  of  Florida’s  Department  of  Health 
and  Rehabilitation  Services  has  only  one  other 
record  of  lightning  deaths  to  athletes  and  that 
occurred  in  1967  in  Pinellas  County  to  two  black 
males,  one  16  years  and  one  17  years  of  age. 
Except  for  being  uniformed,  no  other  details  were 
available  according  to  V.  Shands  McKeithen, 
M.D.,  Secretary  of  the  Pinellas  County  Medical 
Society. 

On  the  same  day  as  the  St.  Petersburg  inci- 
dent, at  4 PM  in  Cleveland,  Ohio,  two  14-year-old, 


white  freshmen  were  killed  by  lightning  while 
working  out  in  a light-but-increasingly-heavy 
shower  with  temperature  of  81  F.  Each  wore  a 
head  gear  over  medium-long  hair  and  each  wore 
a complete  football  uniform.  Information  concern- 
ing belt  buckles  was  not  available. 

A.F.  had  a plastic,  double-barred  face  mask 
and  was  wearing  a pair  of  soccer  shoes.  There 
were  no  splits,  burns,  or  blow-out  spots  seen  on 
this  player. 

His  teammate,  R.J.,  wore  cleated,  low-cut 
football  shoes  and  had  a metal  face  mask  at- 
tached. The  head  gear  was  split  down  the  middle 
and  a second  blow-out  spot  was  seen  at  one  shoe. 
Informant  Royer  Collins,  M.D.,  Head,  Sports 
Medicine  Section,  Cleveland  Clinic,  stated  his  in- 
vestigation revealed  that  x-ray  films  of  this  lad’s 
equipment  showed  much  metal  in  many  places. 

Twelve  other  players  and  coaches  suffered 
concussion  by  this  bolt,  but  all  recovered  fully 
with  no  known  residuals. 

Eourteen  days  later,  on  September  21,  1971, 
at  New  Concord,  Ohio,  D.C.,  a 14-year-old,  white 
freshman,  in  full  uniform,  wearing  cleated  football 
shoes  and  head  gear  with  plastic  face  bar  covering 
short  hair,  was  struck  by  lightning  as  his  team 
headed  toward  the  locker  room.  A sprinkle  of  rain 
had  started  and  the  temperature  was  80  E. 

According  to  Paul  A.  Jones,  M.D.,  of  New 
Concord,  Ohio,  this  boy  was  rendered  unconscious 
with  incipient  cardiac  arrest  which  responded  to 
closed  cardiac  massage  by  a coach’s  wife,  who  was 
a registered  nurse.  The  patient  was  unconscious  for 
.seven  weeks,  four  of  which  was  in  intensive  care. 
He  suffered  severe  burns  of  the  right  arm,  right 
chest,  and  right  leg,  but  no  true  blow-out  spot 
resulted.  No  burn  was  seen  in  the  belt  buckle  area 
and  he  was  not  wearing  a buckle. 

.\s  of  16  months  after  the  incident,  D.C.  was 
learning  to  read  and  write  again  and  was  relearn- 
ing old  processes  at  a very  slow  pace.  He  is  un- 
coordinated, irritable  at  times,  sensitive  to  noise, 
and  cannot  w'alk  or  run  fast. 

Two  days  after  the  New  Concord  incident, 
L.V.,  a white,  17-year-old  Zanesville,  Ohio,  senior. 
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had  just  showered  and  combed  his  long  hair  and 
started  toward  his  car  at  6:15  PM  in  a heavy 
downpour.  He  \vas  bareheaded,  wearing  high- 
laced  sneakers,  T shirt,  and  trousers  over  jockey 
shorts.  About  75  feet  from  the  locker  room,  light- 
ning struck  as  he  ran  along  a concrete  walk  to  the 
parking  lot.  The  temperature  was  70  F after  a 
short  drop  during  a very  humid  day. 

The  concrete  walk  exploded  under  his  feet 
but  a teammate  50  feet  behind  him  was  un- 
touched. The  latter  ran  for  the  coach.  Despite  al- 
most immediate  mouth-to-mouth  resuscitation,  no 
sign  of  life  returned.  Severe  burns  were  found  on 
the  back  of  his  head  and  his  feet.  No  other  burns 
were  found  even  though  he  wore  a metal  belt 
buckle. 

One  of  the  ironies  of  this  report  is  that  L.V. 
formerly  lived  next  door  to  D.C.  in  New  Concord. 
They  were  playmates  between  1957  and  1959.  The 
family  of  L.V.  mo\'ed  to  Zanesvalle,  approximately 
15  miles  from  New  Concord.  Despite  the  inter- 
vening miles,  lightning  struck  these  two  friends 
two  days  apart. 

Summary 

Four  of  the  victims  struck  were  in  Colorado 
which  has  greater  elevation  than  the  areas  of  the 
other  26  victims  (14  in  Florida;  10  in  Cleveland, 
Ohio;  one  in  New  Concord,  Ohio;  and  one  in 
Zanesville,  Ohio ) . There  was  great  variation  of 
rainfall  in  the  areas  studied,  varying  from  no  rain 
to  heavy  downfall. 

Six  of  those  struck  wore  head  gears,  while 
one  was  bareheaded  (long  hair).  Face  masks 
seemed  to  play  no  role  in  any  case.  Time  of  day 
seems  to  indicate  that  the  greatest  danger  is  from 
noon  till  dusk. 

Pigmentation  of  skin  seems  to  be  of  no  im- 
portance as  no  selectivity  of  strokes  seems  indi- 
cated. Length  of  hair  was  described  as  one  long, 
two  medium-long,  one  medium-short,  and  three 
short. 

The  only  recorded  instance  of  lightning  strik- 
ing football  personnel  on  a football  field  in  Ohio 
was  in  1936  on  the  old  Canton  Lehman  practice 
field.  Thirty  people  in  a huddle  were  struck  and 
one  player  was  killed  outright. 

The  remaining  players  and  coaches  were 
taken  to  a hospital.  Seventeen  people  including 
informant,  retired  coach  James  Robinson,  who 
spent  two  weeks  in  the  hospital,  suffered  concus- 


sion. No  residuals  were  documented  although  one 
surviving  player  was  blasted  out  of  his  laced,  high- 
top  shoes.  One  other  player  had  burned  feet.  No 
record  of  burns  on  the  slain  player  was  obtainable. 
Rain  started  after  the  lightning  struck. 

It  has  long  been  known  by  high-tension  line- 
men that  a wire  carrying  a high-voltage  current 
creates  a magnetic  field  around  the  wire.  This 
magnetic  current  will  cause  hair  to  be  raised  by 
a static-electricity  effect.  If  contact  between  the 
hair  and  the  wire  occurs,  a sparking  shock  ensues. 
For  this  reason,  electric  linemen  have  been  asked 
to  keep  their  hair  from  extending  below  their 
hats  or  helmets. 

The  pattern  of  these  strikes  and  burns,  other 
than  the  head  burn  of  D.C.,  indicates  that  items 
of  clothing  may  precipitate  static  electricity  on  the 
surface  of  the  body.  The  common  denominator 
would  be  the  athletic  supporter  rubbing  pubic  hair 
if  the  number  of  burns  and  blow-outs  on  the  sides, 
belt  buckles,  pubis,  and  hips  could  be  accepted. 

Clothing,  and  metal  objects  in  it  can  be  pin- 
pointed, although  23  persons  from  the  1970  inci- 
dents had  football  uniforms  on  while  seven  did 
not.  The  one  player  killed  and  the  one  spectator 
and  five  coaches  who  suffered  concussion  must 
have  had  some  metallic  articles  on  their  bodies 
that  would  have  equaled  the  metal  of  the  23 
uniformed  victims. 

Perhaps  the  one  pertinent  point  that  should 
be  considered  is  whether  athletes  should  have  their 
shoes  grounded,  in  order  to  dissipate  innate  pro- 
duction of  static  electricity,  in  the  manner  that 
hospital  personnel  do  when  they  enter  an  operating 
wing.  The  most  important  “first”  is  to  get  into 
a brick-steel  building. 

A parenthetic  finding  while  studying  football 
helmets  and  questioning  coaches  was  a nonlight- 
ning statistic,  that  while  long  hair  seems  to  play 
no  part  in  lightning  deaths  (with  the  possible 
exception  of  L.V.  of  Zanesville,  Ohio),  the  inci- 
dence of  traumatic  concussion  seems  greater  to 
the  player  who  stuffs  a headful  of  hair  into  a 
helmet,  thereby  disrupting  the  planned  transmis- 
sion of  forces  as  developed  by  helmet  manufac- 
turers, and  eliminating  most  of  the  suspension 
action  in  the  head  gear. 

In  regard  to  the  preceding,  it  still  seems  in- 
credible that  a 26-day  span  could  have  caused 
such  extensive  human  death  and  injury  — especi- 
ally in  light  of  no  comparable  record  before  or 
since  the  fall  of  1970. 
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ANY  INDIVIDUALS  who  have  refractive 
errors  dislike  spectacles  and  would  walk 
around  with  blurred  vision  if  it  were  not  for  con- 
tact lenses.  Some  persons  have  corneal  irregulari- 
ties, such  as  keratoconus  or  corneal  scars,  which 
make  it  impossible  to  obtain  adequate  vision  with 
spectacles  and  require  the  use  of  contact  lenses. 

Although  there  are  many  medical  conditions 
requiring  the  use  of  contact  lenses,  over  90  per- 
cent of  wearers  of  contact  lenses  do  so  for  cos- 
metic purposes  — they  do  not  want  to  wear  spec- 
tacles. This  is  a legitimate  reason  and  explains  why 
it  is  estimated  that  over  eight  million  individuals 
w'ear  contact  lenses.  A large  proportion  of  these 
are  young  persons,  many  of  whom  participate  in 
athletics.  The  physician  dealing  with  patients,  es- 
])ecially  those  involved  with  sports  teams,  must  be 
knowledgeable  about  these  magic  plastic  devices. 

Contact  lenses  come  in  three  major  types: 
(1)  scleral  lenses;  (2)  hard  corneal  lenses;  and 
(3)  the  newer,  soft  or  flexible  corneal  lenses. 

Types  of  Lenses 

Scleral  lenses  are  specialized  lenses  for  special 
cases,  usually  medical  diseases  in  which  corneal 
lenses  don’t  work.  They  were  introduced  about 
75  years  ago  and  are  considered  the  first  contact 
lenses  developed.  The  initial  purpose  of  the  lenses 
was  for  pathologic  conditions  primarily  and  visual 
uses  secondarily. 

Later,  scleral  lenses  were  also  used  for  cos- 
metic reasons  and  for  sports.  Because  of  the  large 
size  of  these  lenses,  with  the  edges  fitting  under  the 
upper  and  lower  lids,  they  stay  in  place  under  very 
adverse  conditions  (football,  basketball,  swimming. 
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and  other  sports)  ; but  because  of  their  large  size, 
the  lenses  are,  in  most  cases,  rather  uncomfortable 
and  can  be  worn  only  for  short  periods  of  time. 
The  short  wearing  period  is  not  a disadvantage  in 
sports,  because  most  sports  activities  do  not  last 
more  than  two  or  three  hours.  When  used  in  sports, 
the  athlete  often  wears  hard  corneal  lenses  most 
of  the  time  with  the  scleral  lenses  reser\  ed  for  the 
limited  time  of  sports. 

Hard  Corneal  Lens.  The  type  of  contact  lens 
most  often  used  in  the  United  States  is  currently 
the  hard  corneal  lens.  This  clear  piece  of  plastic 
measures  from  about  7 mm  to  10  mm  in  size  (the 
corneal  diameter  is  12  mm)  and  floats  on  the  tear 
film  of  the  cornea.  Since  the  cornea  has  no  blood 
\ essels  and  derives  its  nutrition  primarily  from  the 
oxygen  of  the  surrounding  air  and  from  the  tear 
film  layer,  the  eye  must  adapt  to  the  corneal  lens 
by  increasing  the  wearing  time  slowly.  If  a lens  is 
worn  too  long  (either  when  first  put  in  or  by  a 
sudden  increase  in  wearing  time  in  an  individual 
who  has  been  wearing  lenses)  or  if  a lens  is  fit 
very  tightly  and  constricts  the  cornea,  the  nutrition 
of  the  delicate  cornea  may  be  sufficiently  embar- 
rassed to  cause  a very'  painful  and  potentially  dan- 
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gerous  “corneal  abrasion”  (more  accurately  called 
oxenvearing  sxndrome  or  microcystic  corneal 
edema').  Some  practitioners  will  intentionally  fit 
athletes  with  abnormally  tight  corneal  lenses  in  the 
hope  that  they  will  not  poj)  out  of  the  eye  as  easily 
as  otherwise.  These  lenses  usually  can  only  be  worn 
for  a x ery  limited  number  of  hours  or  else  corneal 
damage  may  occur.  Since  they  can’t  be  xxorn  all 
day,  sexeral  problems  exist.  Patients  may  not  xvear 
them  exce])t  for  games,  and  thus  they  do  not  have 
the  adaptation  xvhich  xvould  have  been  built  uj)  by 
xvearing  xvell-fitting  lenses  exery  day.  Hard  lenses 
normallx'  should  be  xvorn  exery  day  and  about  the 
same  length  of  time  exery  day  so  that  the  indi- 
vidual does  not  lose  his  adaptation.  In  addition, 
the  athlete  may  forget  to  remove  the  “athletic” 
lenses  after  a game,  if  there  is  a celebration,  thus 
again  increasing  the  possibility  of  abrasions.  Abra- 
sions commonly  manifest  themselves  as  sex-ere 
pain,  sensitix  ity  to  light,  and  tearing  xvhich  shoxvs 
up  several  hours  after  removing  the  lenses  from 
the  eyes. 

If  the  athlete  is  not  comfortable,  he  may  be 
tearing  excessively,  thus  interfering  with  his  full 
concentration  on  his  role  in  the  sport  of  his  choice, 
lie  xvill  not  be  at  peak  efficiency  and  may  commit 
errors. 

Since  normal  fitting  methods  usually  alloxv  a 
contact  lens  to  stay  on  the  cornea  comfortably  10 
to  14  hours  a day,  so-called  athletic  corneal  lenses, 
which  are  fit  tight,  cannot  be  xvorn  full  time  and 
are  generally  to  be  condemned.  Ilowex’er,  if  the 
athlete  is  wearing  “athletic-type”  (tight  fitting) 
corneal  lenses,  he  should  be  equipped  also  with 
normal  fitting  corneal  lenses,  xvhich  he  could  and 
should  wear  an  appreciable  number  of  hours  each 
day.  A player  xvith  xvell-fitting  hard  corneal  lenses 
should  always  haxe  a spare  pair  ax-ailable  for 
“insurance.”  The  team  should  have  clean  water, 
contact  lens  solutions,  a flashlight,  and  a mirror 
available  in  case  a lens  is  lost  or  in  case  a player 
gets  dirt  (especially  mud  in  football)  in  his  eye 
while  playing.  A suction  cup  (such  as  the  DVM 
contact  lens  remoxer,  axailable  from  the  D\’M 
Contact  Lens  Company,  Zanesx’ille,  Ohio)  for  the 
quick,  clean  removal  of  a lens,  is  a useful  addition 
to  any  first  aid  kit. 

Contact  lenses  cannot  be  worn  by  all  indi- 
viduals and  are  contraindicated  in  certain  condi- 


tions, such  as  some  infections  and  some  corneal 
diseases.  Furthermore,  some  people  xvon’t  or  can- 
not tolerate  contact  lenses. 

In  contact  sports,  those  individuals  xvho  xvear 
sjjectacles  should  hax-e  3-mm  industrial-strength 
.safety  lenses  or  plastic  lenses. 

Sojt  Flexible  Contact  Lenses.  The  nexv,  .soft 
flexible  contact  lenses  are  often  more  comfortable 
and  adhere  to  the  eye  much  better  than  the  hard 
lenses,  thus  making  them  harder  to  pop  out  during 
play.  They  are  availably  only  for  myojjic  (near- 
sighted) eyes  at  this  time  and  are  not  satisfactory 
for  individuals  xvith  significant  astigmatism  or  hy- 
peropia (farsightedness),  except  for  people  xvho 
have  had  cataract  surgery.  The  overxvearing  syn- 
drome is  much  less  dangerous  with  them  so  that 
they  can  be  xvorn  by  players  xvho  don’t  xvant  to 
xvear  them  full  time,  and  there  is  much  less  risk 
of  difficulties.  Because  of  the  porosity  of  the  soft 
lens  material,  no  medication  or  solutions,  other 
than  specially  provided  solutions,  should  be  used 
xvith  these  lenses.  Damage  to  either  the  lens  or 
the  eye  could  occur  with  certain  eye  drops  or  solu- 
tions. These  “soft”  or  “flexible”  lenses  need  to  be 
cleaned  carefully  and  “sterilized”  after  each  wear- 
ing period  xvith  a special  sterilizing  kit  xvhich  is 
furnished  xvith  the  lenses.  (Standard  hard  lenses 
also  have  to  be  cleaned.) 

At  this  time,  no  contact  lenses  should  be  worn 
xvhile  sxvimming.  The  hard  lenses  often  will  float 
off  the  cornea  into  the  xvater,  and  the  soft  lenses 
may  theoretically  absorb  chlorine  and  other  nox- 
ious substances  from  the  water  to  cause  potential 
harm.  There  are  indications  that  the  soft  lenses 
eventually  may  have  uses  in  swimming  and  diving. 

Contact  lenses  may  provide  more  efficient 
xision  in  athletes  if  the  correct  type  is  used,  and 
if  they  are  fitted  and  worn  correctly. 

Summary 

Hard,  soft,  or  scleral  contact  lenses  may  be 
worn  by  athletes  xvho  wish  to  ax  oid  wearing  spec- 
tacles. lliey  must  be  fitted  correctly  and  adequately 
cared  for  to  axoid  damage  to  the  eyes.  Each  type 
of  lens  has  specific  indications,  contraindications, 
and  characteristics.  These  should  be  understood  by 
individuals  concerned  xvith  patients  participating  in 
sports. 
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Clinical  Xotes  and 
Personal  Opinions 


Little  League  Sports  Programs 
Another  Medical  View 
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ITTLE  LEAGUE  PROGRAMS  involving  pre- 
adolescent children  in  football  and  baseball 
have  been  the  source  of  continuing  controversy 
among  the  medical  profession.  Concern  stems  from 
the  potential  positive  effects  of  athletic  participa- 
tion versus  the  potential  for  injuries  to  the  young, 
growing,  rapidly  changing  skeletal  system  of  the 
preadolescent.  My  studies  have  shown  evidence 
that  I would  like  to  share. 

Although  the  primary  thrust  of  the  Joint  Ad- 
\isory  Committee  on  Sports  Medicine  of  the 
OSMA  and  the  Ohio  High  School  Athletic  Asso- 
ciation has  been  in  the  direction  of  adolescents  in 
sports  activities,  the  Committee  is  on  record  as 
supporting  for  preadolescents  (Grades  1 through 
6)  “well-supervised  sports  and  recreation  activi- 
ties.” It  is  recognized  by  this  group  that  the  healthy 
preadolescent  child  requires  much  daily  play.  Chil- 
dren enjoy  competition  and  will  find  ways  of  com- 
peting. They  enjoy  being  with  their  friends  and, 
since  they  do  not  yet  know  their  achievement  level 
or  that  of  their  friends,  will  include  all  in  atten- 
dance to  participate  without  discrimination.  It  has 
been  shown  that  a well-supervised  program  will 
keep  them  off  the  streets. 

Seldom  has  any  activity  of  children  gained  the 
printed  page  to  the  extent  of  Little  League  pro- 
grams. Reporters  seem  eager  to  authenticate  by 
news  releases  the  opinion  of  a professional,  who 
often  just  “shoots  from  the  hip.”  It  seems  that  they 
never  quote  statistics  of  the  general  population  but 
speak  in  rather  vague  generalities  about  specific 
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instances.  Orthopedic  overkill  is  often  supple- 
mented by  great  anxiousness  as  to  the  impact  from 
a psychological  standpoint  of  this  competition  on 
the  very  young. 

Baseball 

As  I have  attended  seminars  and  served  ac- 
tively as  a member  of  the  Joint  Advisory  Gom- 
mittee  on  Sports  Medicine,  I have  had  time  to 
reflect.  My  reflections  return  to  my  youth  when  I 
participated  in  Little  League  Baseball  with  little  or 
no  instruction  or  supervision.  The  games  were 
daily,  and  although  I rotated  the  pitching  duties, 
1 cannot  recall  ever  having  more  than  a transient 
.sore  elbow.  Never  did  I have  the  problem  to  the 
extent  that  I had  to  quit  pitching. 

Furthermore,  I was  not  aware  of  any  other 
pitcher  having  a disabling  elbow  condition.  To 
carry  it  further,  1 have  never  been  referred  a 
patient  with  “Little  League  Elbow”  in  13  years  of 
acti\  e practice  of  orthopedic  surgery.  When  asking 
my  colleagues  who  have  divergent  opinions  about 
the  condition,  1 have  been  unable  to  talk  to,  ex- 
amine, or  evaluate  a single  person  with  the  ail- 
ment. 

Aly  study  further  was  directed  to  the  Cub 
Scout  Baseball  Program  in  Tapper  Arlington,  Ohio. 
The  commissioner  of  the  program  stated  that  7,000 
boys  have  gone  through  the  program  and  that  he 
is  not  aware  of  one  lad  who  had  to  give  up 
pitching  because  of  “Little  League  Elbow.”  lie 
did  state  that  league  rules  would  not  allow  boys  to 
throw  curve  balls,  or  pitch  in  excess  of  three 
innings.  This  latter  may  include  9 or  99  pitches, 
which  also  could  be  questioned  by  many. 

With  the  interest  becoming  greater,  I asked 
if  the  physicians  of  Ohio  could  be  polled.  The  only 
response  to  the  poll  received  by  the  OSMA  was 
from  a mother  in  Dayton,  Ohio  whose  15-year-old 
son  had  had  a sore  elbow.  She  hoped  to  avoid  the 
problem  in  her  younger  son.  The  first  boy  has, 
howexer,  improved  to  such  an  extent  that  he  was 
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on  a full  athletic  (baseball)  scholarship  at  Eastern 
Kentucky  University. 

The  other  reported  preadolescent  cases  that 
had  pain  in  the  area  of  the  medial  epicondyle  in- 
cluded a young  hockey  player  who  was  slapping  at 
a puck,  a third  baseman  who  never  pitched,  a 
wrestler  who  fell  on  an  outstretched  arm,  and  a 
tennis  jdayer  who  was  practicing  forehand  volleys 
at  the  net.  .\lthough  I do  not  question  that  the 
condition  exists,  there  was  not  one  reported  case  in 
our  ]5oll  from  Little  League  Baseball  as  we  polled 
the  entire  state  of  Ohio. 

As  an  ortho]3edic  surgeon  with  sjiecial  interest 
in  sports  medicine,  I ha\  e been  allowed  to  examine 
and  treat  professional  baseball  pitchers  (Columbus 
Jets)  as  well  as  high  school  and  college  pitchers 
with  sore  elbows.  Not  one  of  these  players  related 
that  he  had  first  had  elbow  pain  w'hile  throwing  as 
a youngster.  All  ages  relate  that  they  have  pain  in 
the  elbow  if  they  throw  a great  number  of  cur\e 
balls. 

Conclusion 

1.  Pitching,  and  particularly  cur\  e-ball  pitch- 
ing, is  an  abnormal  motion  that  allows  for  sore 
elbows  in  all  ages. 

2.  Any  injury  to  the  elbow  must  be  self-limit- 
ing in  youngsters,  since  no  child  with  the  problem 
has  been  eliminated  from  later  playing  baseball 
because  of  “Little  League  Elbow”  in  the  Upper 
.\rlington  program  or  other  surveyed  baseball  pro- 
grams in  Ohio. 

I have  been  further  impressed  with  the  Little 
League  (Cub  Scout)  Program  in  Tapper  Arlington. 
The  parents  are  well-represented  at  the  games,  and 
they  express  to  their  children  that  they  are  inter- 
ested and  care.  The  children  seem  quite  unaffected 
and  frequently  amble  about  with  no  conscious 
thought  about  their  game,  even  looking  at  the  play 
on  a neighboring  diamond  during  what,  to  most 
adults,  is  the  heat  of  an  excitingly  tight  game.  It 
has  been  my  impression  that  the  boys  for  the  most 
part  note  \ery  little  of  the  pressure  and  have  even 
forgotten  the  entire  incident  approximately  30 
minutes  after  the  game  (win  or  lose),  and  most  of 
the  boys  could  not  recite  the  final  score  of  the  last 
game  they  played. 

Football 

Phe  most  recent  criticisms  from  the  lay  press 
as  well  as  from  certain  physicians  have  been  leveled 
at  Little  League  Football  programs.  Parents,  as 
a result,  have  asked  cjuestions,  such  as:  “How 
stunted  will  he  be  if  he  plays.  Doctor?”  To  my 
surprise,  there  are  some  physicians  who  still  hold 
that  permanent  damage  to  young  growing  bones  as 
a result  of  football  is  not  only  a possibility  but  a 
likely  probability. 

Every  legitimate  study  has  demonstrated  that 


serious  injuries  occur  more  frequently  in  the  high 
school,  college,  or  j)rofessional  athlete  with  one 
exception  and  that  is  in  the  physically  mismatched 
children  such  as  one  sees  in  the  uninstructed  foot- 
ball games  of  the  side  yards. 

The  president  of  the  Upper  Arlington  Ba.se- 
ball  and  Football  .Association  reported  that  2,100 
boys  under  the  age  of  13  years  have  been  involved 
in  their  football  program  during  the  last  eight 
years  with  but  one  injury  that  demanded  open 
surgery.  The  boys  were  matched  by  size  and  age 
and  were  given  excellent  instruction  and  equip- 
ment. 

It  is  estimated  that  the  involvement  in  num- 
bers would  favor  approximately  four  times  as  many 
boys  playing  Little  League  Football  as  those  in  the 
school  programs.  For  ever)-  Little  League  injun-, 
we  could  name  30  or  40  high  school  boys  who  have 
been  injured.  Not  only  is  the  incidence  higher,  but 
the  injury  is  much  more  serious. 

The  support  by  coaching  and  attendance  at 
games  by  the  parents  has  been  greatly  maligned. 
When  we  in  one  breath  speak  of  alienation  and 
generation  gap,  how  can  one  in  good  conscience 
say  that  the  parent  spectator  is  bad?  Although 
there  may  be  parents  who  are  obnoxious,  overly 
protective,  and/or  aggressive,  it  still  is  evident  to 
me  that  the  master  effect  is  a very  positive  one. 
These  parents  are  all  saying:  “We  care,  are  proud, 
and  love  you.” 

Physicians  in  Temple,  Texas,  and  Eugene, 
Oregon  have  noted  that  the  injury  ratio  of  partici- 
pants in  Little  League  Football,  Basketball,  and 
Baseball  was  quite  low  and  equally  spread  between 
sports.  However,  when  a child  became  mature  or 
had  passed  puberty,  at  about  age  15  years,  the 
injuries  in  football  far  outdistanced  all  sports.  It 
literally  skyrocketed  off  the  page.  Where  many 
physicians  recommend  that  children  not  play  until 
they  are  mature,  I believe  the  statistics  to  prove 
the  opposite. 

Summary 

There  is  no  evidence  to  support  a thesis  that 
athletic  competition  in  preadolescent  boys  and  girls 
is  harmful  to  their  physical  well-being.  It  further 
is  shown  that  the  incidence  of  injury  is  more  com- 
mon in  the  adolescent  or  professional  athlete  than 
in  the  preadolescent. 

We  therefore  suggest  enthusiastic  endorsement 
of  Little  League  programs  rather  than  the  quali- 
fied acceptance  with  the  constant  sensationalism  in 
the  newspapers  augmented  by  statements  that  are 
not  based  on  fact. 

W^e  are  not  on  the  brink  of  annihilating  our 
young  children.  Further,  it  is  my  opinion  that  if 
the  public  is  properly  informed,  wise  decisions  will 
follow.  Some  of  the  material  presented  may  be 
contrary  to  some  of  your  present  beliefs,  but  I 
suggest  that  you  evaluate  for  yourselves. 
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Shower  Cap  Technique 

An  Absorbent  Dressing  for  Draining  Sinuses 

\’lCTOR  C.  Laughlin,  M.D. 


SINCE  1953,  in  the  Department  of  Urology  at 
Huron  Road  Hospital  in  Cleveland,  we  have, 
I believe,  used  just  about  every  form  of  dressing 
recommended  for  sloppy  draining  wounds  any- 
where. Such  dressings  have  included  adhesive  plas- 
tics, suction  gadgets,  plastic  covers,  “wraparounds,” 
and  others.  Some  results  have  been  good  and  some 
bad,  but  most  annoying  is  the  dripping  from  be- 
neath the  dressing  producing  a wet  patient  and 
a wet  bed. 

The  simple  outfit  herein  presented  is  not  per- 
fect, but  it  is  practical,  cheap,  easily  applied  by 
the  patient  and  the  nurse  alike  and,  in  our  hands, 
has -proved  very  useful. 

Every  hospital  has  shower  cajjs  for  their  pa- 
tients’ use  although,  normally,  the  patient  might 
be  expected  to  provide  his  own.  In  our  hospital, 
we  buy  them  by  the  gross  on  the  open  market. 
At  the  last  purchase  in  quantity,  they  were  190 
each.  The  other  essentials  to  this  technique  are 
abdominal  pads,  and/or  fluff  gauze  and  Mont- 
gomery straps  (Fig.  1).  The  shower  caps  are 
sterilized  by  one  means  or  another,  although  we 
have  not  found  sterilization  of  the  caps  always  to 
be  necessary. 

Sterile  abdominal  pads  or  the  fluff  gauze  are 
loaded  into  the  interior  of  the  shower  cap  (Fig.  2) . 
This  provides  a large  absorbent  surface  area  for 
contact  with  the  sinus  tract  to  pick  up  the  dis- 
charges. Most  important  is  that  the  concave  re- 
cesses around  the  interior  periphery  of  the  cap 
catch  any  drip  which  might  otherwise,  with  ordi- 
nary dressings,  run  out  from  beneath  the  dressing. 
Further,  this  concavity  has  the  tendency  to  collect 
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Fig.  1.  Fluff  gauze,  shower  cap,  and  abdominal 
pads. 


Fig.  2.  The  loaded  shower  cap. 
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Fig.  3.  Demonstration  of  concavity  of  shower  cap. 


such  drainage  and  hold  it  long  enough  to  allow  for 
absorption  and  retention  with  the  pads  or  gauze 

Figure  4 demonstrates  “shower  cap  technique” 
as  applied  to  a loin  sinus.  In  this  instance,  it  is 
supported  by  nonallergic  Montgomery  straps.  Fig- 
ures 5,  6,  and  7 demonstrate  other  applications. 
Incidentally,  we  like  the  use  of  the  wide-band 
athletic  supporter  for  added  lift  and  security.  We 
frequently  employ  such  a support  with  an  extra- 
wide  waist  band,  when  the  technique  is  applied 
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to  upper  abdominal  or  loin  sinuses.  Alobilization 
of  the  patient  is  thereby  facilitated. 

In  the  early  weeks  after  prostatectomy,  “show- 
er cap  technicjue”  is  especially  helpful  in  that  it 
provides  protection  for  the  clothing  and  for  the 
upholstery  when  the  patient  gets  home  — an 
added  premium  very-  much  appreciated  by  the 
homemaker  and  reflected  in  the  dry  cleaning  bill. 
For  this  application,  place  the  penis  and  the  scro- 
tum (both)  in  the  prepared  cap.  The  back  edge 
of  the  cap  should  be  placed  behind  the  scrotum 
at  the  perineum,  thereby  including  the  entire  geni- 
talia in  the  dressing  (Fig.  7).  If  this  precaution 
is  not  observed,  the  dressing  will  not  function 
efficiently.  The  technique  also  can  be  employed 
for  the  incontinent  female,  the  filled  cap  being 
held  in  place  with  a perineal  binder  or  a strong 
sanitary"  belt. 

Further,  we  recommend  that  the  patient  wear 
his  “shower  cap”  equipment  even  when  in  bed. 


Fig.  4.  Shower  cap  technique  applied  to  loin 
wound. 


Fig.  5.  Used  as  dressing  for  suprapubic  wound. 
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Fig.  6.  With  athletic  supporter  for  added  lift  and 
security. 


replacing  or  refilling  the  cap  with  absorbent  ma- 
terial as  necessary’. 

Our  abdominal  (gastrointestinal)  surgeons 
now  occasionally  make  use  of  this  technicjue,  for 
gallbladder  and  other  draining  sinuses,  when  not 
using  more  conventional  measures,  an  added  en- 
dorsement, I believe. 

It  now  remains  for  us  to  interest  one  of  the 
manufacturers  of  plastic  medical  supplies  in  the 
production  of  quality  plastic  shower  caps,  in  ap- 
propriate colors  at  a proper  price,  so  that  we  may 
have  our  own  source  of  supply  within  the  pro- 
fession and  no  longer  have  to  resort  to  purchase 
on  the  open  market. 


Fig.  7.  Used  in  early  postoperative  incontinence. 


Summary 

“Shower  cap  technique”  is  a simple  device  of 
great  practical  value.  It  is  prescribed  for  urinary 
incontinence  in  the  male  principally.  It  is  also  use- 
ful for  urinary  fistulae  anywhere,  in  general  for 
draining  sinus  tracts  of  other  systems,  and  occa- 
sionally for  urinary  incontinence  in  the  female. 

The  technique  involves  inexpensive,  disposable 
plastic  shower  caps,  abdominal  pads,  and/or  fluff 
gauze,  available  on  e\  ery  floor  of  any  hospital.  The 
assemblage  and  the  application  of  this  technique 
ha\e  been  described  and  illustrated. 


A HANDWRITTEN  NOTE  on  one  of  your  Rx  slips  to  the  president  or 
^ the  director  of  advertising  of  a pharmaceutical  manufacturer,  we  are 
told,  might  affect  the  amount  of  advertising  that  a company  buys  in  our 
Journal. 

Look  through  the  ads.  If  one  has  particular  appeal  to  you,  write  and  tell 
the  company  so. 

If  you  find  an  important  company  missing  from  the  list  of  advertisers 
(see  page  639),  write  and  ask  why  they  do  not  support  the  official  publication 
of  the  Ohio  State  Medical  Association  with  their  advertising.  — The  Editor 
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Malignant  Mesenchymoma 
of  the  Mediastinum 

Report  of  a Case 


Raymond  G.  Hawley,  M.D.,  and  Mysore  S.  N.  Murthy,  M.D. 


A MESENCHYMOMAS  have  been  defined  by 
Stout  in  1948  as  tumors  made  up  of  two 
different  mesenchymal  elements,  excluding  fibrous 
tissue  which  is  found  in  all,  and  counting  cartilage 
and  bone  as  one  since  they  are  ordinarily  found 
closely  associated.  They  are  thought  to  arise  from 
primitive  mesenchyme  as  a dysontogenetic  growth.' 
They  are  not  always  confined  to  regions  where 
congenital  malformations  occur  but  may  be  found 
in  any  organ  or  soft  part.^  The  mediastinum  has 
rarely  been  a site  for  either  benign  or  malignant 
mesenchymomas.^'"  Only  four  (2  percent)  of  the 
202  malignant  mesenchymomas  reported  from  Co- 
lumbia University  in  1959,  occurred  in  the  medi- 
astinum." The  purpose  of  this  paper  is  to  present 
an  additional  case  of  malignant  mesenchymoma  of 
the  mediastinum  composed  of  multiple  mesen- 
chymal elements  with  cytologically  malignant  char- 
acteristics. 

Case  Report 

A 43-year-old,  white  woman  was  admitted  to  River- 
side Methodist  Hospital  in  March  1967  with  a four- 
month  history  of  nonproductive  cough  without  fever, 
associated  with  8-pound  weight  loss,  anorexia,  weakness, 
and  intermittent  vomiting  for  two  weeks.  She  had  re- 
ceived penicillin  and  tetracycline  for  eight  days. 

Physical  examination  revealed  absence  of  breath 
sounds  over  the  right  chest  with  dullness  to  percussion. 
The  liver  edge  was  two  finger-breadths  below  the  right 
costal  margin.  The  heart  had  a regular  rhythm  of  104 
beats  per  minute  without  murmurs.  The  lower  extremities 
had  a trace  of  edema  bilaterally. 

A chest  roentgenogram  showed  mediastinal  shift  to 
the  left  with  complete  opacification  of  the  right  thorax 
(Fig.  1).  Thoracentesis  yielded  only  10  cc  of  straw- 
colored  fluid,  which  contained  abnormal  cells  highly  sug- 
gestive of  malignant  neoplasm  (Papanicolaou’s  class  IV). 
Bacterial  culture  was  negative.  Complete  blood  cell 
count  (CBC),  urinalysis,  fasting  blood  glucose,  blood 
urea  nitrogen  (BUN),  and  serum  bilirubin  values  were 
within  normal  limits. 

A needle  biopsy  of  the  pleura  showed  neoplastic 
infiltration  consistent  with  liposarcoma  (myxoid  variety). 
Bronchography  revealed  marked  displacement  of  the 
lower  trachea  and  both  main-stem  bronchi  to  the  left 
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(Fig.  2),  but  because  of  the  patient’s  severe  dyspnea  and 
an  asthmatic  reaction,  the  examination  was  not  com- 
pleted. Aminophyllin  and  Solu-Cortef  were  given  and  the 
patient  was  sustained  with  positive  pressure  breathing. 
However,  she  continued  to  exhibit  increased  dyspnea, 
tachycardia,  and  expiratory  wheezing.  On  the  morning 
of  the  fifth  hospital  day,  her  vital  signs  were  unobtain- 
able and  she  failed  to  respond  to  resuscitative  measures. 

Postmortem  Findings 

On  opening  the  chest,  a large  encapsulated  neo- 
plastic mass,  measuring  26X  20X  12  cm,  was  found 
(Fig.  3).  The  mass  filled  the  right  pleural  cavity,  pro- 
ducing a cast  of  the  pleural  space.  It  extended  across  the 
midline  to  the  left,  compressing  the  left  lung  and  de- 
pressing the  heart  down  and  to  the  left.  Further  dissec- 
tion revealed  no  involvement  of  the  thymus  gland,  which 
was  separate  from  the  tumor.  Both  lungs  were  atelectatic, 
especially  the  right,  which  was  compressed  toward  the 
right  apex.  No  connection  between  the  visceral  pleura 
of  the  right  lung  and  the  mass  occupying  the  right 
pleural  cavity  was  found.  Sections  of  the  neoplasm  re- 
vealed large  areas  of  yellow  fat,  bands  of  fibrous  tissue, 
loculated  areas  of  myxoid  tissue,  and  firm,  gristly  areas 
of  cartilage  with  areas  of  calcification  which  cut  with 
the  resistance  of  bone.  Foci  of  hemorrhage  and  necrosis 
were  also  found  irregularly  scattered  in  the  neoplastic 
mass.  No  metastasis  was  found  in  the  mediastinal  or 
hilar  lymph  nodes,  or  anywhere  else  in  the  body. 

Microscopic  examination  of  several  sections  from 
various  parts  of  this  large  neoplasm  showed  predominant- 
ly fatty  tissue.  There  were  islands  of  mature  fat  (Fig.  4) 
supported  by  fibrous  bands.  Areas  of  myxomatous  con- 
nective tissue  with  stellate  or  spindle-shaped  cells  were 
present.  These  stained  strongly  with  alcian  blue.  Focally 
in  these  areas  of  myxomatous  tissue,  there  were  seen 
more  cellular  areas  of  less  differentiated  but  more  diag- 
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Fig.  1.  Chest  roentgenogram  showing  opacification 
of  right  thorax  with  deviation  of  trachea  and 
bronchi  to  left. 


Fig.  2.  Bronchogram  showing  deviation  of  trachea 
and  bronchi  to  left. 


nostic  areas  of  lipoblasts  of  spindle  shape  as  well  as 
polygonal  shape.  Scattered  among  these  were  some 
bizarre,  multinucleated  giant  cells,  some  with  vacuolated 
cytoplasm,  thus  providing  the  clue  to  their  lipoblastic 
nature  (Fig.  5).  Such  bizarre  tumor  giant  cells  were  seen 
even  away  from  areas  of  hemorrhage  and  necrosis  within 
the  tumor.  Fascicles  of  moderately  pleomorphic  spindle- 
shaped  tumor  cells  were  seen  with  plump,  elongated 
nuclei  having  tapering  ends.  In  some  of  these  foci,  there 
was  no  evidence  of  intracellular  fat;  instead,  there  was 
collagen  in  between  these  cells,  which  was  therefore 
indicative  of  fibrosarcomatous  differentiation  (Fig.  6). 
Scattered  within  the  more  cellular  areas  of  the  neoplasm 
were  seen  large  strap  cells,  some  of  which  were  multi- 
nucleate,  and  extended  across  a high  power  field  from 
one  end  to  the  other  (Fig.  7).  The  cytoplasm  of  these 
large  cells  showed  a longitudinal  fibrillation  and  a sug- 
gestion of  transverse  fibrillation,  which,  however,  could 
not  be  confirmed  in  the  phosphotungstic  acid  and  hemo- 


toxylin  stains.  Such  cells  probably  represent  a rhabdomyo- 
sarcomatous  differentiation.  Scattered  areas  of  cartilage 
with  calcification  were  noted  (Fig.  8).  In  these  areas, 
the  chondrocytes  were  large  and  varied  in  size  and 
slightly  in  shape  but  these  variations  were  not  of  suffi- 
cient magnitude  to  be  regarded  malignant.  Irregular 
calcification  of  the  chondroid  matri.x  was  noted.  No  bone 
was  seen.  There  were  also  areas  of  increased  vascularity 
suggesting  angiomatous  proliferation  (Fig.  9).  In  some 
of  these  blood  vessels,  extramedullary  hemopoietic  foci 
were  seen. 

Comment 

It  is  assumed  that  this  tumor  arose  from 
jtrimitive  mesenchyme  probably  on  the  basis  of 
cly.sontogenesis  and  differentiated  along  different 


Fig.  3.  Anterior  view  of  tumor  mass  showing  larynx.  Fig.  4.  Microscopic  section  showing  lobules  of  ma- 

thyroid,  left  lung,  and  apex  of  heart.  ture  fat. 
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Fig.  5.  Area  of  myxomatous  tissue  with  bizarre  tu- 
mor giant  cell  showing  vacuolated  cytoplasm. 
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Fig.  6.  Area  of  fibrosarcoma. 


cell  line.s  to  result  in  a mixed  mesenchymal  tumor. 
1 [o\ve\er,  there  are  two  problems  in  our  case  that 
need  elaboration  and  discussion.  First  is  the  possi- 
bility of  origin  of  the  liposarcoma  from  a benign 
li])oma.  Although  the  clinical  history  of  signs  and 
symjjtoms  referrable  to  the  mediastinal  mass  was 
only  of  four  months  duration,  the  existence  of  a 
lipoma  for  a long  j^eriod  of  time  cannot  be  ex- 
cluded, as  it  is  w'ell  known  that  tumors  in  the 
mediastinum  may  reach  very  large  size  before  they 
jiroduce  signs  and  symptoms.  Large  areas  of  mature 
fat  within  the  neoplasm  are  consistent  with  lipoma ; 
and  foci  of  well-differentiated  myxomatous  lij)o- 
sarcoma  provide  transitions  from  a benign  lipoma 
to  the  more  pleomorphic,  highly  cellular  liposar- 
comatous  areas,  with  many  bizarre  lijioblasts.  How- 
ever, in  the  absence  of  a history  of  a previously 
recognized  mass  that  grew  rapidly  in  size  recently, 
the  jjossibility  of  origin  of  liposarcoma  from  a pre- 
existing lipoma  cannot  be  j^roxed. 

The  .second  problem  of  interest  is  the  classifi- 
cation of  our  tumor  as  malignant  mesenchymoma. 


In  this  connection,  Evans*’  is  worth  quoting:  “In 
some  liposarcomas,  the  plasticity  of  mesenchyme 
is  expressed  to  such  an  extent  that  the  whole  range 
of  its  reactions  is  strikingly  displayed  in  \arious 
portions  of  the  same  growth;  thus  hemopoietic, 
angiomatous,  cartilaginous,  osseous,  striated  and 
smooth  muscle  elements  may  be  differentiated,  in 
addition  to  adipose  tissue  in  the  same  mixed  tu- 
mor. Sarcomatous  characters  may  be  exhibited  by 
one  or  several  of  these  components  and  for  such 
a growth,  perhajjs  the  term  ‘malignant  mixed 
mesenchymal  tumor  or  malignant  mesenchymoma’ 
is  more  appropriate  even  if  one  of  the  sarcomatous 
components  is  liposarcoma.”  The  presence  of  areas 
strongly  suggestive  of  rhabdomyosarcoma  in  our 
tumor  and  the  extreme  diversity  of  the  neoplastic 
cells  in  various  parts  of  the  tumor,  make  us  classify 
this  neoplasm  as  a malignant  mesenchymoma  with 
jjredominantly  liposarcomatous  elements  rather 
than  as  a pure  liposarcoma. 

Malignant  mesenchymomas  can  occur  in  any 
age  grou]3  regardless  of  location.®  The  most  com- 
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Fig.  7.  Large  multinucleated  strap  cell  with  sug- 
gestion of  transverse  fibrillation. 


Fig.  8.  Focus  of  cartilage  with  calcification. 
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inon  symptoms  are  related  to  the  presence  of  a 
tumor  mass.  In  the  mediastinum,  they  seem  to 
reach  very  large  size  and  are  discovered  only  after 
extensive  mediastinal  involvement;  complete  ex- 
cision is  usually  impossible.  The  prognosis  for  the 
jjatient  is  dismal  but  despite  this,  many  patients 
may  survi\  e a number  of  years  after  tumor  detec- 
tion. In  our  case,  the  tumor  had  become  so  large 
as  to  compress  the  respiratory  system  so  that  death 
occurred  before  definite  surger)-  could  be  per- 
formed. 

Increased  uses  of  mass  x-ray  screening  and 
early  investigative  surgical  procedures  of  medi- 
astinal masses  may  help  to  increase  survival  rates 
of  some  of  these  patients.^ 

Summary 

Malignant  mesenchymoma  is  a rare  neoplasm 
of  the  mediastinum.  It  usually  is  very  large  at  the 
time  of  detection,  and  resection  is  usually  incom- 
plete. A case  in  a 43-year-old  woman  is  presented, 
in  which  the  tumor  filled  the  entire  right  thorax 
and  anterior  left  thorax,  with  compression  of  the 
heart  and  lungs,  and  caused  death  in  respiratory 
failure.  Although  the  tumor  appeared  to  be  en- 
capsulated, there  were  histologically  liposarcoma- 
tous,  rhabdomyosarcomatous,  and  fibrosarcoma- 
tous  areas,  as  well  as  benign  angiomatous, 
hematopoietic,  and  chondromatous  elements.  The 
possibility  of  a malignant  change  arising  in  a 
preexisting  benign  lipoma  is  raised. 

Generic  and  Trade  Name  of  Drug 

Hydrocorti.sone  sodium  succinate  — Solu-Cortef 

(Upjolm  Company) 
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E.N.T.  Case  of  the  Month 

■Andrew  \V.  Miglets,  Jr.,  M.I).* 


A 50-)ear-old  man  enters  your  office  witli  a 
one-year  history  of  lioarseness  and  throat  pain. 
Physical  examination  revealed  a large  ulcerated 


*Dr.  Miglets,  Columbus,  is  Assistant  Professor  of 
Otolaryngology,  The  Ohio  State  University  Col- 
lege of  Medicine. 

Submitted  May  8,  1973. 


lesion  replacing  his  left  true  \ocal  cord. 

Biopsy  showed  a squamous  cell  carcinoma. 
Since  the  presence  of  subglottic  extension  of  the 
tumor  would  indicate  a total  laryngectomy  as  the 
treatment  of  choice,  how  can  the  inferior  extent 
of  this  lesion  be  best  evaluated? 

(See  p.  621  of  this  issue  for  further  informa- 
tion and  discussion.) 
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Occlusion  of  Saphenous  Vein 
Aorto-Coronary  Grafts 

Case  Report  of  Early  Total  Occlusion 
at  the  Site  of  Aortic  Anastomosis 

Josef  Edeestein,  M.D.;  Josepei  Krall,  M.D.;  and  Ernesto  Lopez,  M.I). 


APHENOUS  VEIN  BY-PASS  GRAFT  has 
been  used  with  very  encouraging  results*  in  a 
large  number  of  patients.  As  with  any  other  form 
of  medical  therapy,  patients  must  be  properly 
selected  in  order  to  obtain  maximum  benefits.  Im- 
proper selection  not  only  can  be  detrimental  to  the 
patient  but  will  also  delay  the  acceptance  of  this 
form  of  therapy  as  a useful  one.  We  recently  had 
an  opportunity  to  study  and  follow  a patient,  pre- 
operatively  and  during  the  first  few  weeks  of  his 
postoperative  course,  who  suffered  an  unusual 
complication  leading  to  his  death.  In  our  opinion, 
anatomically  documented  complications  following 
this  jnocedure  should  be  reported  in  order  to  gain 
proper  knowledge  of  all  phases  of  this  form  of 
therapy. 


The  Authors 

• Dr.  Edelstein,  Cleveland,  is  Chief,  Department 
of  Cardiology,  Mt.  Sinai  Hospital;  and  Assistant 
Professor  of  Medicine,  Case  Western  Reserve  Uni- 
versity. 

• Dr.  Krall,  Cleveland,  is  Head  of  Cardiac  Cath- 
eterization Laboratory,  Saint  Luke’s  Hospital;  and 
Assistant  Professor  of  Medicine,  Case  Western 
Reserve  University. 

• Dr.  Lopez,  Cleveland,  is  Assistant  Pathologist, 
Mt.  Sinai  Hospital;  and  Clinical  Instructor  in 
Pathology,  Case  Western  Reserve  LIniversity. 


Case  Report 

I'his  59-year-old  white  man  was  admitted  to  Mt. 
Sinai  Hospital  of  Cleveland  for  the  last  time  on  May  3, 
1971,  and  died  13  days  later.  He  had  a four-year  history 
of  mild-to-moderate  exertional  angina,  which  increased 
in  tempo  in  late  1970.  He  was  treated  with  standard 
therapy  for  angina  and  had  coronary  arteriograms  per- 
formed in  December  1970,  which  showed  a normally 
contracting  left  ventricle  with  an  end  diastolic  pressure 
of  8 mm  Hg  at  rest.  The  right  coronary  artery  had  a 
complete  occlusion  one  inch  from  its  origin  with  nu- 
merous distal  collaterals  of  small  caliber,  which  also  fed 
the  distal  portion  of  the  obtuse  marginal  branch  of  the 
left  circumflex  artery.  The  main  left  coronary  artery  was 
normal,  its  anterior  descending  branch  appeared  fairly 
free  of  disease  proximally  but  had  a significant  athero- 
sclerotic lesion  in  its  midportion.  The  left  circumflex 
branch  showed  multiple  areas  of  moderate- to-severe  nar- 
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rowing  throughout  its  main  course,  in  addition  to  the 
complete  occlusion  of  its  obtuse  marginal  branch.  All 
three  main  arteries  had  diffuse  “scalloping”  along  their 
distal  portions. 

Because  the  angina  continued  despite  intensive  med- 
ical therapy,  and  because  the  left  ventricle  was  func- 
tioning normally,  he  was  scheduled  for  coronary  artery 
surgery.  While  waiting  to  be  operated  on,  the  patient 
sustained  an  acute  inferolateral,  nontransmural  myocar- 
dial infarction  in  January  1971,  complicated  initially  by 
mild  congestive  heart  failure  and  premature  ventricular 
beats,  which  were  controlled  with  standard  therapy  after 
the  first  day.  His  clinical  recovery  was  satisfactory,  and 
cardiac  catheterization  unfortunately  was  not  repeated 
preoperatively. 

In  March  of  1971,  he  underwent  a triple  saphenous 
vein  by-pass  to  the  distal  right  coronary  artery,  to  the 
midportion  of  the  left  anterior  descending,  and  to  the 
marginal  branch  of  the  circumflex  artery.  His  immediate 
postoperative  course  was  without  complication  and  the 
patient  was  symptom-free  for  1 J/a  weeks.  However,  ex- 
ertional angina  followed  by  angina  at  rest  returned  and 
the  patient  was  admitted  for  the  last  time  in  congestive 
heart  failure  with  electrocardiographic  changes  of  sub- 
endocardial injury  over  the  inferolateral  wall.  His  hos- 
pital course  was  characterized  by  intermittent,  severe 
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chest  pain  associated  with  diaphoresis  and  worsening 
congestive  heart  failure,  despite  medical  treatment  with 
digoxin,  diuretics,  and  antiarrhythmic  agents  for  pre- 
mature ventricular  contractions.  His  condition  slowly 
deteriorated  and  the  terminal  event  was  characterized  by 
“pump  failure”  and  shock. 

Autopsy  revealed  an  enlarged  heart  (620  gm)  with 
prominent  left  ventricular  hypertrophy.  There  was  an 
acute  and  healing  myocardial  infarction  of  the  lateral 
and  inferior  walls.  An  old  infarction  was  also  present  in 
the  anterior  wall. 

Severe  atherosclerotic  changes  were  present  in  the 
coronary  arteries,  corresponding  to  the  arteriographic 
findings.  The  lumina  of  two  of  the  vein  grafts  appeared 
patent  in  their  entire  length.  An  organizing  thrombus 
occluded  the  lumen  of  the  vein  graft  to  the  anterior 
descending.  The  walls  of  all  the  grafted  veins  were 
thickened.  The  ostia  of  all  three  vein  grafts  were  found 
to  be  covered  by  a thick  fibrotic  plaque  (Fig.  1).  The 
plaque  covering  the  vein  grafts  can  be  seen  in  a longi- 
tudinal section  through  the  aorta  in  Figure  2.  Histologi- 
cally, the  plaques  covering  the  vein  graft  ostia  were  made 
up  of  young,  proliferating  fibrous  tissue  covered  by  a 
complete  endothelialized  lining.  Serial  sections  of  the 
vein  grafts  revealed  intimal  hyperplasia  and  fibrosis. 
These  fibroproliferative  changes  appeared  marked  at  the 
site  of  the  anastomosis.  There  was  also  slight  fibrosis 
of  the  vein  muscle  wall  and  focal  fragmentation  of 
elastica. 


Discussion 

In  retrospect,  our  patient  probably  does  not 
exemplify  the  optimal  candidate  for  direct  coro- 
nary revascularization.  Such  patients  should  have 
not  only  severe  coronary  insufficiency,  but,  the 
atherosclerotic  lesion  should  be  proximally  located 
with  evidence  that  distal  to  such  a lesion,  the  vessel 
is  normal.  The  cardiac  muscle  should  be  preserved 
and  be  properly  functioning.  In  this  type  of  pa- 
tient, if  the  anastomotic  site  remains  free  of  ob- 
struction, blood  flow  is  guaranteed,  and  local  vein- 
graft  thrombosis  w'ill  be  most  unusual,  although 
possible.* >2  Any  degree  of  disease  involving  the  cor- 
onary arteries  distal  to  the  anastomotic  site  will 
directly  influence  the  blood  flow  through  the  graft. 

Many  factors  play  a role  when  clinical  symp- 
toms and  objective  information  are  analyzed  in 
order  to  arrive  at  a decision  involving  surgery.  It 
was  felt  in  our  case  that  it  would  be  beneficial. 
The  aorto-vein  anastomoses  were  done  with  inter- 
rupted sutures  after  resecting  a small  area  in  the 
aortic  wall.  In  spite  of  this,  when  the  aorta  was 
opened  during  the  postmortem  examination,  it 
appeared  as  a continuous  endothelial  surface  with 
the  same  glistening  appearance  covering  the  anasto- 
motic area  as  the  remainder  of  the  vessel.  The 
interrupted  black  sutures  were  underneath  this 
intima.  Surprisingly  enough,  two  of  the  veins  were 
not  thrombosed  and  so  this  growth  of  intima  over 
the  resected  area  was  not  covering  a thrombus  that 
initially  occluded  the  vein,  but  on  the  contrary, 
and  without  an  obvious  explanation,  it  filled  the 
gap  from  one  edge  to  the  other  in  spite  of  blood 
supposedly  flowing  through  that  area  in  the  pres- 
ence of  a patent  vein.  When  the  patient’s  coronary 
arteries  were  studied  distal  to  the  veno-arterial 
anastomotic  site,  it  was  found  that  severe  stenotic 


Fig.  1.  Figure  of  one  occluded  aorto-vein  graft 
site.  (Note  sutures  indicating  circumference  of 
grafted  vein  with  former  opening  completely  cov- 
ered by  intimal  proliferation.) 


areas  were  present  all  along  the  course  of  all  three 
main  vessels  precluding  free-flow  through  the 
graft,  and  even  though  two  of  the  veins  were  not 
thrombosed,  chances  are  that  flow  was  practically 
nonexistent,  giving  an  opportunity  for  this  fibrous 
tissue  to  grow  over  the  anastomotic  site.  This  pre- 
sumably caused  the  failure  of  the  coronary  by-pass 
grafts  as  well  as  the  resulting  clinical  symptoms  and 
complications  leading  to  this  patient’s  death.  The 
fresh  thrombus  found  in  one  of  the  vein  grafts 
appeared  to  be  superimposed  on  an  already  ste- 
nosed  lumen. 

An  alternative  explanation  for  the  patient’s 
course  would  be  to  postulate  a post-cardiotomy 
syndrome,  although  this  seems  unlikely  in  the  ab- 
sence of  fever,  leukocytosis,  or  pleural-pericardial 
involvements.  The  histology  at  the  aortic  anasto- 
motic site  also  did  not  suggest  this  syndrome. 

Intimal  fibrosis  and  hyperplasia  have  been 
known  to  occur  following  arterialization  of  venous 
grafts  and  have  been  suggested  to  occur  as  early 


L 


Fig.  2.  Longitudinal  section  of  aorta  with  proximal 
anastomosis  containing  thick,  fibrotic  plaque  oc- 
cluding ostia  of  vein  graft. 
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as  nine  weeks.^  In  our  patient,  this  complication 
occurred  less  than  six  \veeks  postoperativcly. 

Lesions  in\ol\ing  the  wall  of  the  grafted 
veins  and  thrombosis  of  the  vein  itself  have  been 
obser\ed  in  the  past.^  A number  of  other  mechani- 
cal comjdications  such  as  kinking  or  extrinsic  com- 
pression of  the  \ ein  graft  are  also  possible,  but  to 
our  knowledge,  in  the  absence  of  a thrombosed 
\ ein  graft,  the  complication  suffered  by  our  patient 
strongly  suggests  that  proper  consideration  of  the 
distal  segment  of  the  coronary  arteries  should  be 
listed  as  a j^rime  factor  in  the  selection  of  candi- 
dates for  direct  coronary-artery  revascularization 
if  optimal  results  are  to  be  obtained  as  previously 
stated  by  Dr.  Fax  aloro."^ 

Summary 

A case  has  been  reported  of  a 59-year-old 
man  with  severe,  triple-vessel,  coronary-artery  dis- 
ease subjected  to  direct  coronary-artery  surgery 
(saphenous  vein  aorto-coronary  grafts).  The  un- 
usual complication  of  complete  occlusion  of  all 


three  aorlo-vein  anastomotic  sites  Ity  fibrous  tissue 
and  its  occurrence  within  the  initial  six  weeks  of 
the  ])ostoi)erati\  e course  are  discus.sed.  Possible  e.x- 
planations  for  these  findings  are  suggested.  Proper 
patient  selection  by  angiograjthy,  including  the 
])resence  of  significant  jtroximal  obstructi\e  cor- 
onary-artery lesions  with  good  distal  run-off  arte- 
rial segments  and  a preserved  myocardium,  is  of 
inordinate  importance  if  ojttimal  results  are  to  be 
expected. 

Acknowledgment:  The  authors  are  very  grateful  to  Nor- 
man Pearl,  M.D.,  for  referring  this  patient. 
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^^ALIGNANT  TUMORS  OF  THE  HEART.  —Because  of  their  rarity, 
primary  malignant  tumors  of  the  heart  continue  to  evade  clinical  pre- 
operative diagnosis.  In  five  cases  of  malignant  heart  tumor  that  were  reviewed 
from  the  diagnostic  point  of  view,  the  clinical  symptoms  and  radiographic 
abnormalities  were  found  to  be  similar  to  those  produced  by  more  common 
heart  diseases.  The  diagnosis  of  malignant  cardiac  tumor  should  be  considered 
in  a patient  with  heart  disease  who  has  ( 1 ) an  unusual  cardiomediastinal 
silhouette,  (2)  an  atypical  cardiac  calcification,  and  (3)  clinical  or  radio- 
graphic  cardiopulmonary  findings  which  do  not  conform  to  the  expected  be- 
havior of  the  common  forms  of  heart  disease.  ■ — James  W.  Laws,  M.D.;  George 
P.  Annes,  M.D.,  San  Francisco;  and  Hugo  G.  Bogren,  M.D.,  Davis:  California 
Medicine,  118:11-17,  April  1973. 
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Discussion  of  E.N.T.  Case  of  the  Month 

(continued  from  p.  617) 


\\  lien  evaluating  laryngeal  lesions,  it  is  often 
difficult  to  determine  the  degree  of  supraglottic 
or  subglottic  extension  by  direct  or  indirect  laryn- 
goscopy. A useful  adjunct  in  evaluating  patients 
with  jiroblem  lesions  is  the  laryngogram,  a study  in 
which  the  larynx  is  coated  with  radiopaque  mate- 
rial and  radiographic  views  are  taken. 

I'his  patient’s  laryngogram  is  seen  in  Figure  1. 
Note  the  narrowing  of  the  subglottic  air  space  on 
the  side  of  the  lesion  (left).  This  indicated  a sub- 


mucosal spread  of  the  tumor  necessitating  a total 
laryngectomy.  Note  the  close  correlation  between 
the  gross  specimen  (Fig.  2)  and  the  radiographic 
findings. 

Although  laryngograms  are  valuable  adjuncts 
in  the  evaluation  of  patients  with  laryngeal  lesions, 
a word  of  caution  is  in  order.  They  have  definite 
limitations  and  should  never  be  substituted  for 
direct  visualization  of  the  larynx  in  patients  with 
laryngeal  symptoms. 


Fig.  1.  Laryngogram  revealed  narrowing  of  sub- 
glottic space  (SG)  on  side  of  ulcerated  lesion  (U) 
indicating  submucosal  spread  of  tumor.  Also  well 
seen  are  pyriform  sinuses  (P),  vallecula  (V),  and 
vocal  cords  (VC)  on  uninvolved  right  side. 


Fig.  2.  Extent  of  tumor  invasion  on  gross  speci- 
men correlates  well  with  radiographic  findings. 
Note  ulcerative  lesion  (U)  extending  well  below 
opposite  normal  vocal  cords  (VC). 
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Community  Health  News 

Ohio  Department  of  Health 

John  H.  Ackerman,  M.D.,  Deputy  Director 


Plasmapheresis- Associated  Hepatitis 

Plasmapheresis  is  the  procedure  by  which 
blood  is  removed  from  a donor,  the  plasma  sepa- 
rated from  the  formed  elements,  and  the  formed 
elements  returned  to  the  donor  during  a single 
visit  to  a blood  bank.  This  procedure  has  enabled 
donors  to  give  plasma  twice  a week  for  long  pe- 
riods of  time.  The  plasma  is  used  for  production 
of  hyperimmune  sera  and  coagulation  factors. 
Medical  demand  for  these  products  has  been  very 
great.  As  a result  plasmapheresis  centers  have 
opened  for  profit  in  many  inner  cities.  These  cen- 
ters generally  pay  donors  a small  fee  (around 
$5.00)  for  each  plasma  donation.  The  centers 
usually  have  a bonus  program  to  encourage  re- 
peated donations  and  recruitment  of  new  donors. 
Although  plasma  by-products  are  a valuable  part 
of  medical  therapy,  the  growth  of  plasmapheresis 
businesses  has  had  some  effects  which  are  detri- 
mental to  public  health. 

A serum  hepatitis  outbreak  recently  occurred 
in  donors  to  a commercial  plasmapheresis  center 
in  Akron.  Fifteen  cases  of  hepatitis  occurred  in 
plasma  donors  who  denied  drug  abuse  or  contact 
with  known  hepatitis  cases.  In  addition  the  center 
recorded  a marked  increase  in  hepatitis-associated 
antigen  (HAA)  positive  plasma  donations  during 
the  first  six  months  of  1973.  A control  blood  bank 
in  Akron  that  collected  only  whole  blood  from 
paid  donors  had  only  two  hepatitis  cases  in  1973 
donors. 

The  Akron  plasmapheresis  center  was  using 
a plasmapheresis  system  that  contained  many  op- 
portunities for  blood  contamination.  The  system 
consisted  of  seven  separate  components  with  risk 
of  contamination  each  time  components  were 
connected  or  disconnected.  In  addition  wet  bloody 
rags  were  used  over  and  over  again  to  balance  the 
centrifuge.  Most  of  the  personnel  had  had  no 
formal  nursing  or  medical  technological  training 
and  used  less  than  sterile  technique.  Handwashing 
of  personnel  was  very  inadequate. 

Commercial  plasma  donors  are  mostly  poor 
unemployed  men,  a population  which  already  has 
a high  prevalence  of  HAA  positivity.  A combina- 
tion of  HAA  positive  blood  contamination  and 
unsterile  techniques  was  responsible  for  spread  of 
serum  hepatitis  to  Akron  plasma  donors.  Regula- 
tion of  equipment  and  personnel  at  plasmaphere- 
sis centers  will  soon  be  in  effect. 


Rocky  Mountain  Spotted  Fever 

Recently,  the  Ohio  Department  of  Health  has 
investigated  ten  cases  of  Rocky  Mountain  Spotted 
Fever  in  residents  of  Clermont,  Highland,  Lucas, 
and  Franklin  Counties.  The  disease  is  an  acute 
febrile  illness  spread  by  attachment  of  infected 
ticks.  RJvISF  has  symptoms  of  fever,  headache, 
and  a macular  or  purpuric  rash  which  charac- 
teristically appears  first  on  wrists  and  ankles. 
RMSF  should  be  considered  in  diagnosis  of  illness 
associated  with  fever  and  rash  in  areas  of  tick 
prevalence  during  the  spring  and  early  summer. 
Fatal  central  nervous  system  and  hemorrhagic 
complications  may  result  if  treatment  is  delayed. 
Specific  therapy  for  RMSF  is  tetracycline  or 
chloramphenicol.  A rising  serum  complement  fixa- 
tion titer  to  R rickettsii  distinguishes  RMSF  from 
non-rickettsial  infections.  This  test  can  be  obtained 
from  the  Ohio  Department  of  Health  Laboratories. 

Prevention  of  tick  exposure  by  clothing,  repel- 
lents, and  careful  removal  of  ticks  from  the  body 
is  the  best  preventive  measure.  In  addition,  dogs 
can  be  treated  to  suppress  tick  infestation.  There 
is  no  indication  for  use  of  RMSF  vaccine  in  the 
general  population. 

Venereal  Diseases 

The  battle  to  control  gonorrhea  has  gained 
momentum  as  public  and  private  medicine  join 
in  the  all  out  attack  on  Ohio’s  most  frequently 
reported  communicable  disease.  During  the  first 
six  months  of  1973,  165,000  females  were  cul- 
tured. Of  these,  6,500  or  4 percent  were  positive 
and  treated  for  their  infection.  These  are  signifi- 
cant increases  when  compared  with  the  115,000 
cultured  and  the  5,864  positives  identified  during 
the  previous  six  months.  The  ratio  of  male  to 
female  cases  has  been  reduced  from  1.7:1  to  1.36:1. 
Total  cases  reported  during  this  period  reflect  a 
slight  increase  (14,353  vs  14,102).  Routine  cul- 
turing of  females  during  pelvic  examinations  will 
enable  detection  of  additional  infections  and 
treatment  of  those  identified,  thus  further  reducing 
the  reseiv'oir  of  females  with  asymptomatic  gonor- 
rhea. 

Reported  infectious  syphilis  continues  to  de- 
crease. The  140  infections  reported  during  the  first 
six  months  of  1973  represent  a decrease  of  15.7 
percent  when  compared  with  the  166  reported 
during  the  previous  six  month  period. 
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He  ivon't  resist 
Feeling  better  with 

Mylanta 

Because  the  taste  is  good. 


□ promptly  relieves  hyperacidity 

□ also  relieves  fullness  and  bloating 
Id  non-constipating 


aluminum  and  magnesium  hydroxides  with  simethicone 

\ 
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He  has 
Trichomonas 
vaginalis? 

Its  his  infection  but  her  problem... 


Men  with  trichomonal  infection  are 
virtually  always  asymptomatic,  which 
is  why  they  seldom  know  they  have 
the  disease.  But  many  do  have  it, 
nevertheless. 

Trichomonal  infection  is  so  com- 
mon that  estimates^  indicate  one  out 
of  every  four  women  of  reproductive 
age  has  the  disease.  Almost  half  of 
the  husbands  of  women  infected  with 
Trichomonas  vaginalis  have  it,  tooA^ 


CONCURRENT  THERAPY  WITH  FLAGYL  PROVIDES 

ALMOST  CERTAIN  CURE  FOR  BOTH  OF  THEM. 

• It  is  the  most  effective  drug  available  for  the  treatment  of 
trichomoniasis  in  both  men  and  women. 

• In  men,  it  eliminates  infection  from  the  genitourinary  tract.; 

• In  women,  it  eliminates  trichomonal  infection  from  the  va- 
gina, the  paravaginal  crypts,  cavities,  and  glands. 

• Consistent  cure  rates  above  90  percent  are  to  be  expected. 
The  rate  often  approaches  100  percent. 

• Simple,  sure  treatment  for  women:  One  250-mg.  tablet  three 
times  daily  for  ten  days. 

• Simple,  sure  treatment  for  men:  One  250-mg.  tablet  twice 
daily  for  ten  days  concurrent  with  treatment  of  the  female 
partner. 

• Side  effects  are  generally  mild  and  infrequent. 

• Flagyl  is  economical  because  it  is  so  effective. 


FlagyT  can  cure  them  both. 

(metronidazole) 


Indications:  For  the  treatment  of  trichomo- 
niasis in  both  male  and  female  patients  and  in 
the  sexual  partners  of  patients  with  a recur- 
rence of  the  infection  provided  trichomonads 
have  been  demonstrated  by  wet  smear  or  cul- 
ture. The  oral  tablets  are  indicated  also  for 
acute  intestinal  amebiasis  (amebic  dysentery) 
and  amebic  liver  abscess. 

Contraindications:  Evidence  or  history  of 
blood  dyscrasia,  active  organic  disease  of  the 
CNS,  the  first  trimester  of  pregnancy  and  a 
history  of  hypersensitivity  to  metronidazole. 

Warnings : Use  with  discretion  during  the  sec- 
ond and  third  trimesters  of  pregnancy  and  re- 
strict to  those  pregnant  patients  not  cured  by 
topical  measures.  Flagyl  (metronidazole)  is 
secreted  in  the  breast  milk  of  nursing  mothers. 
It  is  not  known  whether  this  can  be  injurious 
to  the  newborn. 

Precautions:  Mild  leukopenia  has  been  re- 
ported during  Flagyl  use;  total  and  differen- 


tial leukocyte  counts  are  recommended  before 
and  after  treatment  with  the  drug,  especially 
if  a second  course  is  necessary.  Avoid  alcoholic 
beverages  during  Flagyl  therapy  because  ab- 
dominal cramps,  vomiting  and  flushing  may 
occur.  Discontinue  Flagyl  promptly  if  abnor- 
mal neurologic  signs  occur.  Exacerbation  of 
moniliasis  may  occur.  In  amebic  liver  abscess, 
aspirate  pus  during  metronidazole  therapy. 
Adverse  Reactions:  Nausea,  headache,  ano- 
rexia, vomiting,  diarrhea,  epigastric  distress, 
abdominal  cramping,  constipation,  a metallic, 
sharp  and  unpleasant  taste,  furry  or  sore 
tongue,  glossitis  and  stomatitis  possibly  asso- 
ciated with  a sudden  overgrowth  of  Monilia, 
exacerbation  of  vaginal  moniliasis,  an  occa- 
sional reversible  moderate  leukopenia,  dizzi- 
ness, vertigo,  incoordination  and  ataxia, 
numbness  or  paresthesia  of  an  extremity,  fleet- 
ing joint  pains,  confusion,  irritability,  depres- 
sion, insomnia,  mild  erythematous  eruptions, 
“weakness,”  urticaria,  flushing,  dryness  of  the 


mouth,  vagina  or  vulva,  pruritus,  dysuE 
cystitis,  a sense  of  pelvic  pressure,  dyspareuy) 
fever,  polyuria,  incontinence,  decrease^ 
libido,  nasal  congestion,  proctitis,  pyuria 
darkened  urine  have  occurred  in  patients  te  | 
ceiving  the  drug.  Patients  receiving  Flaj’f 
may  experience  abdominal  distress,  nau^l 
vomiting  or  headache  if  alcoholic  beverajit 
are  consumed.  The  taste  of  alcoholic  beve  l 
ages  may  also  be  modified.  Flattening  of  tl ' 
T wave  may  be  seen  in  ECG  tracings.  ^ 
Dosage  and  Administration:  For  Trichc 
moniasis.  In  the  jemale:  One  250-mg.  tablff 
orally  three  times  daily  for  ten  days.  CouraTf,' 
may  be  repeated  if  required  in  especially  stuL 
born  cases;  in  such  patients  an  interval  of  for 
to  six  weeks  between  courses  and  total  and^i^ 
ferential  leukocyte  counts  before,  during,  ay  j 
after  treatment  are  recommended.  Vaginaff'^ 
serts  of  500  mg.  are  available  for  use,  partBl 
larly  in  stubborn  cases.  When  the  vaginalJlT 
serts  are  used,  one  5 00-mg.  insert  is  placed  hig 


ie  vaginal  vault  each  clay  for  ten  clays  and 
ral  dosage  is  reduced  to  two  2S0-mg.  tab- 
laily  during  the  ten-day  course  of  treat- 
. Do  not  use  the  vaginal  inserts  as  the  sole 
of  therapy.  In  the  male:  Prescribe  Flagyl 
when  trichomonads  are  demonstrated  in 
irogenital  tract,  one  2S0-mg.  tablet  two 
; daily  for  ten  days.  Flagyl  should  be  taken 
)th  partners  over  the  same  ten-day  period 
it  is  prescribed  for  the  male  in  conjunc- 
with  the  treatment  of  his  female  partner. 

Amebiasis.  Adults:  For  acute  intestinal 
)iasis,  750  mg.  orally  three  times  daily 
to  10  days.  For  amebic  liver  abscess,  500 
0 mg.  orally  three  times  daily  for  5 to  10 
. Children:  35  to  50  mg. /kg.  of  body 
ht/24  hours,  divided  into  three  doses, 
r for  ten  days. 

age  forms : Oral  tablets  250  mg. 

Vaginal  inserts  500  mg. 
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SEARLE  Searle  & Co. 

San  Juan,  Puerto  Rico  00936 

Address  medical  inquiries  to: 

G.  D.  Searle  & Co. 

Medical  Department,  Box  5110, 

Chicago,  Illinois  60680 
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Pleural  effusion 


Wherever  it  hurts, 
Empirin  Compound  with 
Codeine  usually  provides 
the  relief  needed. 


In  general,  only  pain  so  severe 
that  it  requires  morphine  is 
beyond  the  scope  of 
Empirin  Compound  with  Codeine. 


prescribing  convenience: 


up  to  5 refills  in  6 months, 
at  your  discretion  (unless 
restricted  by  state  law);  by 
telephone  order  in  many  states. 


Empirin  Compound  with 
Codeine  No.  3,  codeine 
phosphate*  32.4  mg.  (gr.  V2); 
No.  4,  codeine  phosphate* 
64.8  mg.  (gr.  1). ♦Warning- 
may  be  habit-forming.  Each 
tablet  also  contains:  aspirin 
gr.  3V2,  phenacetin  gr.  2V2, 
caffeine  gr.  V2. 


Burroughs  Wellcome  Co. 

Research  Triangle  Park 
North  Carolina  27709 


WHEREVER  n 


EMPIRIh 

COMPOUND 

c CODEINE 

#3,  codeine  phosphate*  (32.4  mg.)  grA 
#4,  codeine  phosphate*  (64.8  mg.)  gr. 


AMA  House  of  Delegates  Actions 
at  the  New  York  Convention 


The  AMA  HOUSE  OF  DELEGATES  at  the 
122nd  Annual  Convention  was  confronted 
with  the  largest  business  agenda  in  the  Asso- 
ciation’s history.  The  House  acted  on  84  reports 
and  179  resolutions  dealing  with  issues  ranging 
from  PSRO’s  and  wage-price  controls  to  institu- 
tional licensure  and  the  need  for  more  primary 
care  physicians. 

The  Ohio  Delegation  was  quite  activ’e  at  the 
Convention. 

John  H.  Budd,  M.D.,  Cleveland,  was  a suc- 
cessful candidate  for  reelection  for  a three  year 
term  on  the  Board  of  Trustees. 

Richard  L.  Meiling,  M.D.,  chairman  of  the 
Ohio  Delegation,  was  an  unsuccessful  candidate 
for  the  office  of  vice-speaker  of  the  House. 

Ohio  Resolutions 

The  Ohio  Delegation  introduced  five  resolu- 
tions. One  of  these  resolutions  calling  for  a cost 
breakdown  of  the  cost  and  expenses  of  conducting 
meetings  of  the  House  of  Delegates  and  the  Sci- 
entific Meetings  was  defeated. 

■\n  Ohio  resolution  recommending  that  the 
Board  of  Trustees  discontinue  payment  of  expenses 
of  Specialty  Section  Council  members  and  Spe- 
cialty Section  Council  delegates  to  attend  meetings 
of  the  House  of  Delegates  was  not  adopted. 

Several  resolutions  on  the  subject  of  Phase  HI 
Controls  were  considered  by  the  House.  One  of 
these  resolutions  was  from  Ohio  and  was  intro- 
duced at  the  direction  of  the  OSMA  House  of 
Delegates.  Action  taken  by  the  House  on  Phase 
HI  Controls  directed  the  AMA  to  continue  to 
work  by  all  lawful  and  practicable  means  to  assure 


nondiscriminatory  treatment  for  physicians  under 
present  and  future  Economic  Stabilization  Pro- 
grams. 

The  “Provider  Agreement'’  under  the  Medi- 
caid program  was  the  subject  of  another  Ohio 
resolution  introduced  at  the  direction  of  the 
OSM.\  House  of  Delegates.  The  House  recom- 
mended that  the  Board  of  Trustees  study  the  legal 
implications  of  audits  in  Ohio  of  private,  non- 
Medicaid  patient  records  in  order  to  compare 
pri\ate  and  Medicaid  care. 

The  Ohio  Delegation  also  introduced  a reso- 
lution calling  on  the  AMA  to  request  the  National 
Intern  and  Residency  Matching  Program  to  aban- 
don its  “all  or  none”  policy  towards  hospitals  par- 
ticipating in  matching  programs.  The  House  was 
informed  that  the  matter  is  presently  under  active 
consideration  by  the  NIRMP  and  the  Board  of 
Directors.  The  resolution  was  referred  to  the 
Board  of  Trustees. 

PSROs 

PSROs  generated  the  most  discussion  at  the 
meeting.  Final  action  by  the  House  on  this  subject 
included  that  the  Secretary  of  HEW  be  informed 
that  the  only  organization  which  can  give  quali- 
fied peer  review  for  physicians’  services  to  the 
patient,  physician,  government  and  taxpayer,  are 
those  composed  of  practicing  physicians,  whether 
these  are  state  or  local  groups;  and  that  there  are 
presently  such  groups  functioning  successfully  and 
that  regulations  to  be  written  should  authorize 
existing  peer  groups  to  continue  their  review  as 
PSROs  or  as  functioning  units  of  PSROs. 

The  House  further  resolved  that,  although  it 
is  recognized  that  repeal  or  modification  of  PSRO 
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legislation  ultimately  may  be  required  to  preserve 
high  quality  of  patient  care,  the  AMA  should 
oppose  any  facets  of  this  current  legislation,  which 
act  to  the  deterioration  of  quality  care,  publicize 
such  deleterious  facets,  and  place  liighest  priority- 
on  developing  and  pursuing  appropriate  amend- 
ments to  preserve  high  quality  of  patient  care. 

'I'here  were  several  resolutions  pertaining  to 
FDA  policies  and  regulations  affecting  the  practice 
of  medicine.  The  House  adopted  a substitute  reso- 
lution which  directs  the  AMA  to,  ( 1 ) Continue 
to  protest  proposed  and  current  regulatory  acti\'i- 
ties  of  the  FD.A.  which  have  the  effect  of  restrict- 
ing use  of  prescription  drug  to  “official  labelling”; 
(2)  Study  the  possibility  of  proposing  modifica- 
tions to  the  Food,  Drug  and  Cosmetic  Act  to 
correct  current  problems;  (3)  Continue  to  work 
closely  with  the  FDA  in  the  development  of  ef- 
fective methods  for  evaluating  drugs  used  pri- 
marily to  alleviate  subjective  symptoms,  or  drugs 
for  which  controlled  clinical  studies  seem  inap- 
propriate; and,  (4)  In  continuing  to  work  closely 
with  the  FDA,  make  efforts  to  develop  an  effective 
system  of  communicating  the  views  of  practicing 
physicians  and  medical  specialty  societies  when 
action  is  proposed  that  may  result  in  removal  of 
frequently  prescribed  drugs  from  the  market. 

Other  Third-Party  Actions 

In  other  actions  affecting  the  relationship  of 
physicians  with  government  (and  third  parties), 
the  House: 

• Encouraged  continued  efforts  to  dev^elop  a 
uniform  claim  form  for  insurance  claims. 

• Supported  the  on-going  efforts  to  educate 
physicians,  private  insurance  plans  and  govern- 
ment agencies  as  to  the  advantages  of  adopting 
the  3rd  edition  of  Current  Procedural  Termi- 
nology to  identify  and  report  ser\ices  provided  by- 
physicians. 

• And  directed  the  Council  on  Medical  Ser- 
\-ice  to  study  the  problems  presented  by  “pro- 
spective admission”  of  hospital  patients  under 
Medicare  and  Medicaid,  “retrospective  denial”  of 
benefits  and  report  its  findings  and  recommenda- 
tions at  the  1973  Clinical  Meeting  at  Anaheim, 
California. 

Institutional  Licensure:  The  House  adopted  a 
report  which  calls  for  the  AMA  to  oppose  the 
extension  of  institutional  licensure  in  lieu  of  indi- 
vidual professional  licensure  to  physicians  and 
nurses.  Testimony  before  the  Reference  Committee 
was  unanimously  in  support  of  opposition  to  in- 
stitutional licensure. 

The  Quality  Assurance  Program  (peer  review 
of  hospital  care  and  utilization)  of  the  .\merican 
Hospital  Association  engendered  considerable  dis- 
cussion. The  House  adopted  a report  of  the  Board 
of  Trustees  which  recommends  that  AMA  repre- 


sentatives meet  with  the  AH.\  to  offer  its  sug- 
gestions on  the  program,  and  recommends  pre- 
liminary testing  of  Q.\P  in  a limited  number  of 
hospitals.  It  is  emphasized  that,  “I'his  report  is 
informational  and  does  not  imply  endorsement  of 
the  Quality  As.surance  Program  by  the  AMA.” 

Substitute  Re.solution  Passed 

Lengthy  debate  centered  on  a resolution  from 
Illinois  which  protests  unilateral  changes  in  medi- 
cal staff  bylaws  by  hosjjital  boards  of  trustees  that 
usurp  the  prerogatives  of  hospital  medical  staffs. 
Similar  situations  were  reported  in  .\rizona  and 
■South  Dakota. 

.\fter  considerable  discussion,  delegates  ap- 
proved the  following  substitute  resolution: 

RESOLVED,  That  the  American  Medi- 
cal .\ssociation  declares  that  any  proposal  or 
arrangement  between  a hospital  board  of  trust- 
ees and  its  medical  staff  that  conflicts  with 
the  .\M.\  principles  of  medical  ethics  is  im- 
proper; and  be  it  further 

RESOLVED,  That  unilateral  changes  in 
medical  staff  bylaws  by  hospital  boards  of 
trustees  is  also  improper;  and  be  it  further 

RESOLVED,  That  the  AM.A  suggest 
that  the  following  preamble  be  included  in  all 
medical  staff  bylaws: 

The  hospital  and  the  medical  staff  have 
a duty  to  cooperate  in  their  mutual  re- 
sponsibility of  assuring  the  high  quality 
of  patient  care  standards  within  the  hos- 
pital. Only  physicians  can  practice  medi- 
cine under  the  laws  of  the  state.  In  those 
areas  in  which  medical  judgment  and 
the  evaluation  of  professional  compe- 
tence are  involved,  the  hospital  has  a 
duty  to  rely  upon  the  judgments  and 
recommendations  of  the  medical  staff,  to 
cooperate  and  to  provide  needed  assis- 
tance with  full  understanding  that  the 
primary-  responsibility  is  that  of  the  medi- 
cal staff. 

The  House  also  approved  a substitute  resolu- 
tion calling  for  ( 1 ) increased  medical  staff  repre- 
sentation on  hospital  boards;  (2)  state  and  local 
medical  society  efforts  to  remov-e  barriers  to  such 
representation;  and  (3)  that  the  Joint  Commis- 
sion on  .\ccreditation  of  Hospitals  ascertain  from 
its  inspectors  the  effectiveness  of  communications 
between  hospital  governing  boards  and  medical 
staffs. 

The  House  adopted  a substitute  resolution 
which  calls  for,  ( 1 ) Continued  AM.\  support  for 
voluntary  planning  that  preserves  decision-making 
at  the  local  level;  (2)  That  state  certificate  of 
need  laws,  if  enacted,  rest  final  authority  within  a 
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board  which  includes  representation  by  physicians 
in  the  active  practice  of  medicine;  and  (3)  That 
these  recommendations  be  forwarded  to  the  Secre- 
tary of  Health,  Education  and  Welfare  with  the 
request  that  they  be  included  in  regulations  for 
implementation  of  the  Comprehensive  Health 
Planning  Act. 

Education  Matters 

Another  resolution  which  emphasized  the  need 
to  increase  the  opportunities  for  medical  students 
to  obtain  exposure  to  family  medicine,  was  ap- 
proved and  referred  to  the  Council  on  Medical 
Education. 

The  House  approved  a Board  of  Trustees  re- 
port which  has  important  implications  for  the 
medical  profession  and  for  the  public.  The  report 
outlines  the  increase  in  number  of  medical  schools, 
the  increase  in  approved  residencies  and  intern- 
ships, and  the  increased  number  of  allied  health 
and  continuing  medical  education  programs.  The 
report,  as  amended  by  the  House,  also  contains 
two  important  recommendations.  They  are: 

AM.\  should  adopt  immediately,  publi- 
cize widely  and  promote  vigorously  a goal  to 
have  at  least  50%  of  all  medical  graduates 
enter  residency  training  in  the  primary  care 
specialties  in  the  coming  years. 

The  need  for  numbers  and  type  of  phy- 
sicians should  be  monitored  continuously  and 
reassessed  periodically  in  regular  reports  to 
the  House  of  Delegates. 

Temporary  Licensure  for  Physicians  in  Medi- 
cally-Deprived Areas;  The  House  adopted  a re- 
port which  encourages  state  medical  societies  to 
support  amendments  to  the  medical  licensure  laws 
to  permit  out-of-state  physicians  to  practice  tem- 
porarily in  areas  of  medical  need. 

Reaffirmation  was  given  to  the  tradition  of 
the  medical  profession  of  not  withholding  medical 


services  (withholding  services  is  a practice  of  most 
unions),  or  performing  any  act  interfering  with 
public  welfare.  The  House  also  expressed  opposi- 
tion to  unionism  among  self-employed  physicians. 
The  policy  recognizes  that  physicians  in  employ- 
ment situations  need  assistance  and  support,  and 
encourages  the  Board  of  Trustees  to  maintain  its 
interest  and  concern  for  these  physicians. 

The  House  took  several  actions  in  regard  to 
medical  malpractice,  including  approval  of  a re- 
port which  outlines  the  proposed  formation  of  a 
Medical  Liability  Commission  to  represent  health 
care  providers  in  dealing  with  medical  malpractice 
problems.  The  proposed  commission  was  outlined 
on  June  20  by  a planning  committee  consisting  of 
representatives  of  the  AMA,  AHA,  American  Col- 
lege of  Surgeons,  American  College  of  Physicians 
and  four  specialty  societies.  An  organizing  meeting 
for  the  proposed  commission  will  be  held  in  Chi- 
cago in  September. 

Membership  Matters 

Recommendations  approved  in  regard  to 
membership  certification  and  dues  included  the 
following; 

Physicians  shall  become  members  of  the 
AMA  upon  certification  by  state  medical  so- 
cieties rather  than  by  .\MA  receipt  of  dues. 

The  delinquency  date  for  remittance  of 
AMA  dues  is  changed  from  June  1 to  April 
30  of  each  year,  and  the  requirement  that 
members  who  have  been  dropped  for  non- 
payment of  dues  must  pay  one  year’s  past 
dues  is  eliminated. 

The  criteria  for  exemption  from  AMA 
dues  shall  be  consistent  with  exemption  from 
state  medical  society  dues,  except  that  mem- 
bers reaching  their  70th  birthday  may  apply 
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Take  time  for  a consultation 


JacI\  I o.  Hcxtpcr 

CUSTOM  JEWELER 


on  a most  special  holiday  gift  for  the  one  you  love, 
custom  designed  jewelry'.  If  you  and  I consult  now. 
I’ve  plenty  of  time  to  design,  find  the  right  gems  at 
the  right  price,  engage  quality  craftsmen.  Together 
you  and  I will  create  a unique  piece  to  beautifully  say 
“I  love  you”. 

After  many  successful  years  as  owner  of  a jewelry  store 
group,  I retired  to  open  my  unique  salon  to  bring  you 
distinctive  beauty  at  substantial  savings.  For  an  appoint- 
ment, call  collect  614-224-3377  ...  or  stop  in  “Suite 
1015”  (10-5  weekdays),  17  South  Pligh  in  Columbus. 
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directly  to  the  AMA  for  Active  Dues  Exempt 
Membership  status. 

Elimination  of  the  requirement  that 
AMA  membership  be  limited  to  those  phy- 
sicians in  military’  ser\’ice  whose  tour  of  duty 
is  two  years  or  more.  Younger  physicians 
seiz  ing  two  years  or  less  in  the  military  or  the 
U.S.  Public  Health  Service  will  be  eligible 
for  AMA  membership,  and  county  and  state 
medical  societies  are  encouraged  to  adopt  this 
procedure. 

Formal  Planning  System  for  the  AMA:  Dele- 
gates approved  Report  D of  the  Board  of  Trustees 
which  details  a comprehensive,  formal,  long-range 
planning  system  for  the  AMA  designed  by  Battelle 
Laboratories,  Columbus,  Ohio.  The  plan  will  im- 
prove the  AMA’s  ability  to  sense  change,  sharpen 
objectives,  allocate  resources,  measure  progress  and 
improve  communications  between  the  AMA  and 
constituent  societies  and  membership. 

Dr.  Lawrence  L.  Weed,  professor  of  medicine 
and  community  medicine  at  the  University  of 
Vermont,  received  the  $5,000  Brookdale  Award 
in  Medicine.  Dr.  Weed  was  honored  for  develop- 
ment and  implementation  of  the  problem-oriented 
patient  record  system. 

Dr.  William  B.  Castle,  internationally  known 
hematologist  from  Boston,  received  the  sixth  an- 
nual Dr.  Rodman  E.  Sheen  and  Thomas  G.  Sheen 
Award.  He  received  a plaque  and  a $10,000  cash 
prize. 


Other  Actions 

In  other  actions,  the  House: 

• .\dopted  a substitute  resolution  recom- 
mending that  the  AMA  urge  the  enforcement  of 
strict  penalties  for  the  use  of  firearms  in  the  com- 
mission of  a crime. 

• Tabled  a resolution  urging  .\M.\  support 
for  the  open  sale  of  condoms  to  minors. 

• Referred  to  the  Council  on  Mental  Health 
a resolution  urging  AM.\  support  of  a model  penal 
code  decriminalizing  sexual  behavior  between  con- 
senting adults,  and  AM.A  support  to  end  legal  and 
employment  discrimination  against  homosexuals. 
The  Council  was  instructed  to  report  back  at  the 
1973  Clinical  Meeting. 

• Affirmed  the  traditional  favorable  attitude 
of  the  medical  profession  toward  pregnancy  and 
motherhood,  and  encouraged  the  development  of 
counselling  programs  that  will  offer  constructive 
help  to  prospective  mothers  in  coping  with  the 
stresses  of  pregnancy. 

Reaffirmation  was  given  to  the  AMA  abor- 
tion policy  which  states,  “Abortion  is  a medical 
procedure  and  should  be  performed  only  by  a duly 
licensed  physician  and  surgeon  in  accredited  hos- 
pitals acting  only  after  consultation  with  two 
other  physicians,  and  in  conformance  with  stan- 
dards of  good  medical  practice  and  the  Medical 
Practice  Act  of  his  state.  Neither  physician,  hos- 
pital, nor  hospital  personnel  shall  be  required  to 
perform  any  act  violative  of  good  medical  judg- 
ment or  personally  held  moral  principles.” 


WINDSOR  HOSPITAL 

A NONPROFIT  CORPORATION 
— ESTABLISHED  1898  — 


Chagrin  Falls,  Ohio 

247  - 530C 

A hospital  for  the  treatment 
of  Psychiatric  Disorders 

High  on  a Hill-Top,  Overlooking  Beautiful 
Chagrin  River  Valley. 


Accredited  by  Joint  Commission  on  Accreditation  of  Hospitals.  Booklet  available  on  request. 

G.  PAULINE  WELLS,  R.N.  HERBERT  A.  SIHLER,  Jr. 

Admin.  Director  President 

MEMBER:  American  Hospital  Association  — National  Association  of  Private  Psychiatric  Hospitals 


GUY  H.  WILLIAMS,  Jr.,  M.D. 
Medical  Director 
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Athens,  Reynoldsburg  Residents 
Receive  OSMA  Family  Practice  Scholarships 


The  awarding  of  medical  scholarships  of 
$2,000  each  to  Christopher  L.  Deinas,  of 
Reynoldsburg,  and  Donald  J.  Kennedy,  of  Athens, 
was  announced  in  mid- June  by  the  Ohio  State 
Medical  Association.  They  were  selected  from 
among  16  candidates  who  will  enter  medical 
.school  during  this  summer  and  fall. 

Dr.  O.scar  \V.  Clarke,  Gallipolis,  the  Associ- 
ation’s President,  said  this  year  marked  the  25th 
annual  awarding  of  the  scholarships  which  are  a 
part  of  OSMA’s  continuous  activities  to  stimulate 


Christopher  L.  Demas 

young  men  and  women  of  Ohio  in  becoming  Doc- 
tors of  Medicine,  with  emphasis  on  their  becoming 
family  physicians  serving  Ohio  residents. 

The  tw'o  winning  candidates  were  selected 
in  competition  judged  on  the  basis  of  character, 
integrity,  intelligence,  mature  personality,  need, 
interest  in  community  life,  leadership  and  scholas- 
tic ability. 

Demas,  20,  was  graduated  from  Alaple 
Heights  High  School,  Maple  Heights,  Ohio,  in 
1969.  He  recently  completed  his  premedical  edu- 
cation at  Ohio  University,  Athens.  He  received 
the  DeAlolay  of  the  Year  Distinguished  Service 
Award  in  Ohio  for  scholarship  in  1970  and  was 
on  the  Ohio  University  Dean’s  List  for  outstand- 
ing scholarship.  Prior  to  beginning  his  medical 
studies  at  The  Ohio  State  University  College  of 
Medicine  in  July,  Demas  worked  as  a laboratory 
and  field  service  technician  for  Pro-Chem,  Inc.  of 
Cleveland. 


In  his  letter  of  application,  Mr.  Demas  ex- 
plained that  “if  the  medical  profession  is  willing 
to  accept  people  doctors  back  into  its  ranks  of 
scientist  doctors,  then  this  new  specialty  (family 


Donald  J.  Kennedy 


practice)  has  the  potential  of  blossoming  into  a 
discipline  which  would  dictate  that  its  members 
could  be  of  no  greater  service  to  their  community 
and  thus,  to  their  society  than  to  be  a Family 
Physician.  I choose  to  take  up  the  gauntlet.” 

Kennedy  was  graduated  from  St.  Ignatius 
High  School,  Cleveland,  in  1964.  He  attended 
Stevens  Institute  of  Technology,  Hoboken,  New 
Jersey,  and  received  a Bachelor  of  Engineering 
degree  prior  to  transferring  to  Ohio  University  for 
the  completion  of  his  premedical  requirements. 
Kennedy  will  enter  the  University  of  Cincinnati 
College  of  Medicine  this  fall. 

While  attending  Ohio  University,  Kennedy 
worked  as  an  orderly  and  laboratory  assistant  at 
Mt.  St.  Mary’s  Flospital,  Nelsonville.  Plis  wife  is 
a receptionist  for  the  Ohio  L^niversity  Botany  De- 
partment. 

Mr.  Kennedy  explained  in  his  letter  of  appli- 
cation that  he  wishes  to  become  a family  physician 
“because  I feel  it  will  best  combine  my  scientific 
interests  with  my  desire  to  deal  with  many  different 
people,  of  different  ages  and  with  a variety  of 
problems.  The  primary'  role  of  a family  physician 
is  to  practice  good  medicine,  but  he  must  also  be 
able  to  teach  and  explain  the  reasoning  and  nature 
of  his  profession.  I would  like  to  accept  that  role.” 

Dr.  Clarke,  in  his  announcement,  said  that  as 
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of  this  fall  there  will  be  eight  students  in  medical 
colleges  recei\ing  Family  Practice  Scholarship 
funds. 

In  addition  to  Messrs.  Demas  and  Kennedy, 
the  others  are:  Mrs.  Phyllis  Ann  Hutson,  Maple 
Heights  (Case  ^Vestern  Reser\e  Uni\ersity  School 
of  Medicine)  ; Carl  S.  ^Vehri,  Cloverdale  (Ohio 
State  University  College  of  Medicine)  ; Donald 
M.  Miller,  Upper  Sandusky  (Medical  College  of 
Ohio  at  Toledo)  ; Albert  J.  AVeisbrot,  Cincinnati 
(University  of  Cincinnati  College  of  Medicine)  ; 
John  E.  Pappas,  Cuyahoga  Falls  (Temple  Univer- 
sity School  of  Medicine),  and  John  H.  Surry, 
Youngstown  (St.  Louis  Unixersity  School  of 
Medicine) . 


Continuing  Medical  Education 
Courses  for  Physicians 

August 

Fifth  Semiannual  Short  Course  on  Laser 
Safety — Sponsored  by  the  iMedical  Laser  Labora- 
tory and  the  office  of  Continuing  Medical  Educa- 
tion (CONMED)  of  the  University  of  Cincinnati; 
.August  6-10;  at  the  University;  tuition  $325; 
course  director,  R.  James  Rockwell,  Jr.,  for  details 
contact  CONMED,  114  Medical  College,  Cincin- 
nati 45219;  phone  513/861-8000,  Ext.  405. 

September 

Cleveland  Clinic  Educational  Foundation, 
9500  Euclid  Ave.,  Cleveland  44106;  Symposium 
on  Implementation  of  the  Recommendations  of 
the  Secretary’s  Commission  on  Malpractice,  Sept. 
6. 

Infertility — Educational  Forum  cosponsored 
by  the  Cleveland  Society  of  Obstetricians  and 
Gynecologists,  at  the  Cleveland  Clinic,  September 
12,  beginning  at  3:00  p.m.;  Nicholas  Vorys,  M.D., 
Dept,  of  OB-Gyn  at  Ohio  State  University,  guest 
speaker;  dinner  and  evening  meeting,  7:00  p.m.. 
Dr.  Vorys  to  speak  on  Hirsutism.  Contact  Les- 
ter A.  Ballard,  Jr.,  M.D.,  at  the  Cleveland  Clinic, 
9500  Euclid  Ave.,  Cleveland  44106. 

Tri-State  Regional  Meeting,  American  Col- 
lege of  Physicians,  September  28-29,  Salt  Fork 
Lodge,  Cambridge.  For  information,  write  \Vil- 
liam  H.  Bunn,  Jr.,  M.D.,  4025  Whippoorwill 
Way,  Youngstown  44505.  The  Tri-State  Region 
includes  Ohio,  Western  Pennsylvania,  and  West 
Virginia. 

October 

Cleveland  Clinic  Educational  Foundation, 
9500  Euclid  Ave.,  Cleveland  44106;  Dermatology 
for  the  Non-Dermatologist,  Oct.  10-11;  Current 


Status  in  Artificial  Organs,  Oct.  19-20;  Pediatric 
Endocrinology,  Oct.  24-25. 

Northwestern  Ohio  .Medical  Association, 
annual  meeting  and  scientific  session.  Holiday 
Inn,  Bowling  Green,  Oct.  31;  10:00  a.m.  to  4:00 
p.m.;  contact  Alarjorie  E.  Conrad,  M.D.,  presi- 
dent and  chairman,  15819  Bowling  Green  Road 
West,  Bowling  Green  43402. 

November 

Occupational  Medicine  and  Environmental 
Health — 2-week  full-time  course  with  emphasis  on 
clinical  and  environmental  hygiene  problems, 
coverage  of  OSH.A;  November  5 to  November  16; 
tuition  $600;  for  details  contact  Sidney  Lerner, 
M.D.,  Kettering  Laboratory,  Department  of  En- 
vironmental Health,  College  of  Medicine,  Univer- 
sity of  Cincinnati,  Cincinnati,  Ohio  45219. 

Toxemia  of  Pregnancy — Educational  Forum 
sponsored  by  the  Cleveland  Society  of  Obstetri- 
cians and  Gynecologists,  at  the  Marriott  Inn, 
4277  W.  150th  Street,  Cleveland,  November  14, 
beginning  at  3:00  p.m.;  guest  speaker,  Russell 
De.Alvarez,  M.D.,  Temple  University;  dinner  and 
evening  meeting,  7:00  p.m.  with  Dr.  DeAlvarez 
continuing  the  discussion  on  the  same  subject. 
Contact  Lester  A.  Ballard,  Jr.,  M.D.,  Secretary, 
Clinic  Center,  9500  Euclid  .Avenue,  Cleveland 
44106. 


MOBILE  AND  ATTACHE 
PHONES 

Place  and  Receive  calls  as  on  your  office 
phone.  Add  hours  of  productive  time  to  your 
schedule,  be  in  constant  contact  for  those 
emergencies. 


FREE  INSTALLATION. 

ONE  YEAR  WARRANTY  ON  ALL  EQUIPMENT 
Write  your  Tele-Communications  Specialists 

TELE  COM  CO. 

1395  E.  DUBLIN-GRANVILLE  ROAD 
COLUMBUS,  OHIO  43229  or 
Phone:  Columbus  614/846-3855 
Cleveland  216/243-6410 
fSee  Page  644] 
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State  Medical  Board  Policy 
on  Acupuncture 


"pOLLOWING  is  a policy  statement  issued  by 
the  State  Medical  Board,  State  of  Ohio,  the 
text  of  a news  release  issued  to  the  public  press, 
and  the  Food  and  Drug  Administration  Guidelines 
referred  to  in  the  statement. 

* * * 

STATE  MEDICAL  BOARD  POLICY 
ON  ACUPUNCTURE 

On  Wednesday,  June  13,  1973,  the  State  Medi- 
cal Board  adopted,  as  a matter  of  policy,  the  guide- 
lines contained  in  the  Food  and  Drug  Administra- 
tion announcement  dealing  with  acupuncture  as 
published  in  the  Federal  Register,  Volume  38,  No. 
46,  Friday,  March  9,  1973.  In  adopting  these 
guidelines  the  Medical  Board  recognizes  acupunc- 
ture as  being  an  investigational  procedure  in  which 
case  all  subjects  receiving  acupuncture  must  have 
given  informed  consent.  Moreover,  that  such  in- 
vestigational procedure  will  only  be  conducted  by 
a Doctor  of  Medicine  or  a Doctor  of  Osteopathic 
Medicine  fully  licensed  by  the  Ohio  State  Medical 
Board.  Lack  of  conformance  with  the  before-stated 
guidelines  is  considered  grossly  unprofessional 
conduct  within  the  meaning  of  Section  4731.22, 
Ohio  Revised  Code. 

* * * 

NEWS  RELEASE 

Ohio  physicians  must  now  obtain  “informed 
consent”  before  performing  acupuncture  on  pa- 
tients, William  J.  Lee,  Administrator  of  the  Ohio 
State  Medical  Board  said. 

Only  fully  licensed  medical  doctors  and  doc- 
tors of  osteopathy  may  perform  acupuncture  and 
they  must  first  give  the  patient  a fair  and  full 
explanation  of  the  treatment  and  its  hazards,  Lee 
said. 

It  is  suggested  that  physicians  also  obtain 
approval  and  review  of  acupuncture  treatment 
from  their  hospitals  or  county  medical  societies. 

Mr.  Lee  said  that  the  U.  S.  Food  and  Drug 
Administration  states  that,  “the  safety  and  effec- 
tiveness of  acupuncture  has  not  been  proved  or 
generally  accepted.” 

Only  acupuncture  devices  labeled  in  accor- 
dance with  U.S.  FDA  guidelines  may  be  used  by 
physicians.  Labels  must  include  the  statement, 
“Caution:  Experimental  devices  limited  to  in- 
vestigational use.”  Mr.  Lee  said  that  lack  of  in- 


formed patient  consent  or  the  use  of  unlabeled 
or  improperly  labeled  devices  shall  be  considered 
grossly  unprofessional  conduct  by  the  Board. 

Mr.  Lee  said  that  the  Ohio  Board  action  was 
taken  in  accordance  with  recent  U.S.  FDA  guide- 
lines relating  to  acupuncture. 

* * * 

FDA  ANNOUNCES  GUIDELINES  FOR  PROPER 
LABELING  OF  ACUPUNCTURE  DEVICES  FOR 
INVESTIGATIONAL  USE 

The  Office  of  Medical  Devices  of  the  Food  and 
Drug  Administration  called  a limited  conference  in  Wash- 
ington, D.G.  in  September  1972,  inviting  representatives 
from  a number  of  professional  organizations  concerned 
with  acupuncture.  The  Federation  was  represented  at 
that  conference,  and  a preliminary  discussion  of  the 
conclusions  reached  during  that  day-long  session  was 
printed  in  the  Not'ember  1972  Bulletin. 

Reflecting  FDA’s  official  position  in  regard  to  the 
labeling  of  acupuncture  devices,  the  following  statement 
• — ■ printed  as  a notice  in  the  Federal  Register  — clearly 
indicates  the  continued  classification  of  those  devices  as 
appropriate  only  for  investigational  use,  under  the  direct 
supervision  of  a licensed  physician  or  dentist. 


ACUPUNCTURE  DEMCES  LABELING 

Notice  to  Manufacturers,  Packers  and  Distributors 

The  Commissioner  of  Food  and  Drugs  is 

aware  of  the  current  interest  in  the  United  States 
surrounding  the  use  of  acupuncture  needles,  stim- 
ulators, and  other  accessories  for  medical  purposes. 
Acupuncture  paraphernalia  are  being  imported 
into  this  country  and  are  also  being  manufac- 
tured domestically  for  various  medical  uses,  in- 
cluding the  treatment  and  diagnosis  of  serious 
diseases,  anesthesia,  and  pain  relief.  These  products 
are  devices  and  must  comply  with  all  applicable 
provisions  of  the  Federal  Food,  Drug,  and  Cosmetic 
Act. 

It  is  the  position  of  the  Food  and  Drug  Ad- 
ministration that  the  safety  and  effectiveness  of 
acupuncture  devices  ha\  e not  yet  been  established 
by  adequate  scientific  studies  to  support  the  many 
and  varied  uses  for  which  such  devices  are  being 
promoted,  including  uses  for  analgesia  and  anes- 
thesia. Although  various  theories  have  been  ad- 
vanced as  to  how  medical  results  can  be  obtained 
through  the  use  of  acupuncture,  none  has  been 
proved  or  generally  accepted,  and  there  is  a body 
of  scientific  opinion  which  questions  the  safety  and 
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effectiveness  of  acupuncture  in  many  of  the  uses 
for  which  it  is  now  being  applied. 

Under  the  Federal  Food,  Drug,  and  Cosmetic 
Act,  all  devices  must  be  j)roperly  labeled  to  be  in 
compliance  with  the  law.  Devices  which  are  not 
safe  for  use  by  the  laity,  or  for  which  adequate 
directions  cannot  be  written  for  safe  use  by  the 
laity,  must  be  labeled  as  prescription  devices  and 
must  be  accompanied  by  labeling  which  provides 
the  prescribing  practitioner  with  adequate  direc- 
tions for  their  safe  and  effective  use.  Because  the 
safety  and  effectiveness  of  acupuncture  devices 
have  not  yet  been  adecjuately  demonstrated,  and 
labeling  therefore  cannot  be  devised,  which  would 
provide  adequate  directions  for  safe  and  effective 
use,  they  may  not  be  labeled  in  accordance  with 
the  recjuirements  for  prescription  devices  as  stated 
in  21  CFR  1.106(d).  Until  evidence  is  obtained 
demonstrating  that  acupuncture  is  a safe  and  ef- 
fective medical  technique,  acupuncture  devices 
must  be  limited  to  investigational  or  research  use. 

Current  Food  and  Drug  Administration  regu- 
lations do  not  contain  specific  provisions  govern- 
ing the  shipment  of  investigational  devices  in 
interstate  commerce  for  clinical  research  or  experi- 
mental use.  The  Commissioner  of  Food  and  Drugs 
is  aware  of  the  need  for  such  regulations  to  pro- 
vide adecjuate  guidance  as  to  the  labeling  for  ex- 
perimental devices  to  be  used  on  human  beings. 
Therefore,  the  Commissioner  intends  to  publish  at 
a later  date  proposed  regulations  which  would 
govern  all  investigational  devices.  In  the  interim, 
this  notice  will  apply  to  all  acupuncture  devices. 

In  order  to  establish  guidelines  under  which 
manufacturers,  packers,  and  distributors  can  prop- 
erly label  acupuncture  devices  for  investigational 
u.se,  the  Food  and  Drug  .Administration  met  on 


September  22,  1972,  with  individuals  concerned 
with  the  use  of  acupuncture  in  the  United  States. 
Fhese  included  repre,sentati\  es  of  the  States  of 
Calilornia  and  New  ^’ork,  the  city  of  New  York, 
the  American  Society  of  Anesthesiologists,  the  Na- 
tional Institutes  of  Health,  the  Federation  of  State 
Medical  Boards,  the  .American  Medical  .A.ssociation, 
medical  practitioners,  and  the  Food  and  Drug 
Administration  Medical  Device  Advisory  Com- 
mittee. It  was  the  consensus  of  this  group  that 
acupuncture  devices  should  be  restricted  to  investi- 
gational u.se  by  licensed  practitioners  and  that  the 
labeling  for  these  devices  should  include  this  re- 
striction in  addition  to  other  information. 

Accordingly,  the  Commissioner  of  Food  and 
Drugs  concludes  that  until  substantial  scientific 
evidence  is  obtained  by  valid  research  studies  sup- 
porting the  safety  and  therapeutic  usefulness  of 
acupuncture  devices,  the  Food  and  Drug  Admin- 
istration will  regard  as  misbranded  any  acupunc- 
ture device  shipped  in  interstate  commerce  if  the 
following  information  does  not  appear  in  the 
labeling: 

(a)  The  name  of  the  device. 

(b)  The  name  and  place  of  business  of  the 
manufacturer,  packer,  or  distributor. 

(c)  An  accurate  statement  of  the  quantity  of 
the  contents. 

(d)  The  composition  of  the  device  and 
whether  it  is  sterile,  nonsterile,  reusable,  or  dis- 
posable. 

(e)  The  dimension  or  other  pertinent  physi- 
cal characteristics  of  the  device. 

(f)  The  following  statement:  “Caution:  E.x- 
perimental  device  limited  to  investigational  use  by 
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permanent  insurance,  and  provides  a Corporate  Employer  Plan. 
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[LORVYNC 


I'LORVYNOL) 

if  Summary 


nns— Placidyl  (ethchlorvynol)  is  indicated 
I -term  hypnotic  therapy  in  the  management 
|inia. 

tidicatlons— Drug  hypersensitivity  and  por- 

f 

l)8— Not  recommended  during  the  first  and 

[trimester  of  pregnancy.  Caution  patients 
ibie  combined  exaggerated  effects  with 
t barbiturates,  tranquilizers  or  other  CNS 
lahts.  Exaggerated  effects  might  result  ih 
t of  vision,  paralysis  of  accommodation  and 
U hypnosis.  Caution  patients  concerning 
ia  motor  vehicle,  operatihg  machinery,  or 
zardous  operations  requiring  alertness  af- 
ig  the  drug.  Administer  with  caution  to 
with  suicidal  tendencies  and  do  not  pre- 
iirge  quantities  of  the  drug.  Adjustment  of 
ige  of  oral  anticoagulants  might  be  neces- 
in  beginning  ethchlorvynol  therapy,  during 
or  after  stopping  therapy.  This  drug  is 
immended  for  use  in  children.  PLACIDYL 
E POTENTIAL  FOR  THE  DEVELOPMENT 
CHOLOGICAL  AND  PHYSICAL  DEPEND- 
INSTANCES  OF  SEVERE  WITHDRAWAL 
IMS,  INCLUDING  CONVULSIONS  AND 
IM  CLINICALLY  SIMILAR  TO  THOSE  SEEN 
ARBITURATES,  HAVE  BEEN  REPORTED 
ENTS  TAKING  REGULAR  DOSES  AS  LOW 
D MG.  PER  DAY  OVER  A PERIOD  OF 
'HEN  THE  DRUG  WAS  SUDDENLY  DIS- 
UED.  PROLONGED  ADMINISTRATION  OF 
;UG  IS  NOT  RECOMMENDED.  Addiction- 
atients  or  those  who  are  likely  to  increase 
of  the  drug  on  their  own  initiative  should 
irved  for  evidence  of  signs  or  symptoms 
lay  indicate  possible  early  withdrawal  or 
ice  symptoms.  Signs  and  symptoms  asso- 
lith  withdrawal  and  abstinence  include  un- 
nxiety,  tremor,  ataxia,  slurring  of  speech, 
loss,  perceptual  distortions,  irritability, 

1 and  delirium.  Other  less  well  defined 
id  symptoms,  not  necessarily  due  to  with- 
md  abstinence,  may  include  anorexia,  nau- 
vomiting,  weakness,  dizziness,  sweating, 
twitching  and  weight  loss.  Abrupt  discon- 
Se  of  Placidyl  following  prolonged  overdos- 
result  in  convulsions  and  delirium, 
ons— Toxic  amblyopia  has  been  reported 
!ig-term  continuous  use  of  ethchlorvynol. 
:nt  visual  defects  have  been  observed,  al- 
amblyopia  has  improved  after  discontinua- 
the  drug.  Drug  dosage  should  be  limited 
•ly  and  debilitated  patients  to  the  smallest 
amount.  If  pain  is  present,  this  drug 
(only  be  given  if  insomnia  persists  after 
(controlled  with  analgesics.  Caution  is  ad- 
. prescribing  the  drug  for  patients  who  are 
i-'eated  with  either  MAO  ihhibitors  or  anti- 
Kants.  Transient  delirium  has  been  reported 
I combination  of  Placidyl  and  amitryptyline. 
.isage  should  be  reduced  if  prescribed  for 
1 receiving  MAO  inhibitors  or  antidepres- 

Ii;autioh  should  be  exercised  in  patients 
oaired  hepatic  or  renal  function.  Patients 
Dond  unpredictably  to  barbiturates  or  alco- 
vho  exhibit  excitement  and  release  of  inhi- 

II  association  with  such  agents,  may  also 
this  way  to  Placidyl.  Rarely,  patients  may 
symptoms  suggestive  of  an  unusual  sus- 
ty  to  the  drug;  such  as  prolohged  hypnosis, 
it  muscular  weakness,  excitement,  hysteria, 
ipe  without  marked  hypotensioh.  Transient 
s or  ataxia  may  occur. 

Reactions— Hypotension,  nausea  or  vom- 
listric  upset,  aftertaste,  blurring  of  vision, 
|3,  facial  numbness,  and  allergic  reaction 
'by  urticaria  have  been  reported  following 
ladministration.  Mild  "hangover"  and  symp- 
mild  excitation  have  occurred  in  some 
I There  have  been  rare  reports  of  cholestatic 
occurring  in  patients  taking  ethchlorvynol. 
ases  of  thrombocytopenia  have  been  re- 
1 patients  receiving  ethchlorvynol.  302430R 


Give  us  her  nights. 

Prescribe  Placidyl.  Chances  are,  we’ll  give  her  a 
good  night’s  sleep. 

Insomnia  is  often  associated  with  emotional 
disturbance.  Emotional  problems  might  be  the  cause 
. . . or  the  effect.  In  time  that  can  be  determined.  But 
tonight,  one  fact  is  painfully  clear;  she  needs  sleep. 

When  sleep  is  synonymous  with  therapy, 
remember . . . Placidyl  is  synonymous  with  sleep. 

It  has  been  for  over  1 7 years. 

If  time  is  the  criterion  to  inspire  your  confidence... 
you  can  rest  assured  with  Placidyl. 

Prescribed  by  physicians  for  over  17  years. 

Placidyr 

(ETHCHLORVYNOL  CAPSULES,  500  or  750  mg.) 


Our  skin— the  human  integument 
—covers  us,  defines  us,  protects 
us.  But  skin  is  subject  to  cuts, 
burns,  abrasions.  And  infections. 
Neosporin  Ointment  fights 
infection  by  providing  broad 
antibacterial  action  against  sus- 
ceptible skin  invaders.  It  contains 
antibiotics  that  are  rarely  used 
systemically,  reducing  the  risk 
of  sensitization. 


INDtCATIONS:Therapeut;'ca(/>^  used  as  an  adjunct  to  appropriate  systemic 
therapy  for  topical  infections,  primary  or  secondary,  due  to  susceptible 
organisms,  as  in:  • infected  burns,  skin  grafts,  surgical  incisions,  otitis  externa 
• primary  pyodermas  (impetigo,  ecthyma,  sycosis  vulgaris,  paronychia) 
• secondarily  infected  dermatoses  (eczema,  herpes,  and  seborrheic  dermatitis) 
• traumatic  lesions,  inflamed  or  suppurating  as  a result  of  bacterial  infection. 


Prophylactically,  the  ointment  may  be  used  to  prevent  bacterial  contamination 
in  burns,  skin  grafts,  incisions,  and  other  clean  lesions.  For  abrasions,  minor  cuts  and 
wounds  accidentally  incurred,  its  use  may  prevent  the  development  of  infection  and 

permit  wound  healing. 


CONTRAINDICATIONS:  Not  for  use  in  the  external  ear  canal  if  the  eardrum  is  perforated. 
This  product  is  contraindicated  in  those  individuals  who  have  shown  hypersensitivity 

to  any  of  the  components. 


PRECAUTION:  As  with  other  antibiotic  preparations,  prolonged  use  may  result  in 
overgrowth  of  nonsusceptible  organisms  and/or  fungi.  Appropriate  measures  should  be  taken 
if  this  occurs.  Articles  in  the  current  medical  literature  indicate  an  increase  in  the  prevalence 
of  persons  allergic  to  neomycin.  The  possibility  of  such  a reaction  should  be  borne  in  mind. 


Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 


NEOSPORIN*  Ointment 


B- 


Each  gram  contains:  AerosporinS^  brand  Polymyxin  B Sulfa 
5,000  units;  zinc  bacitracin  400  units;  neomycin  sulfate  5 
(equivalent  to  3.5  mg.  neomycin  base);  special  white  petrolatd 
q.s.  In  tubes  of  1 oz.  and  'k  oz.  and  Vs,  oz.  (approx.)  foil  packa 


'Burroughs  Wellcome  Co. 

Research  Triangle  Park 
North  Carolina  27709 
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or  under  the  direct  supervision  of  a licensed  medi- 
cal or  dental  practitioner.  This  device  is  to  be  used 
only  with  informed  consent  under  conditions  de- 
signed to  protect  the  patient  as  a research  subject, 
where  the  scientific  protocol  for  investigation  has 
been  reviewed  and  approved  by  an  appropriate  in- 
stitutional review  committee,  and  where  conditions 
for  such  use  are  in  accordance  with  State  law.” 

Instructions  for  the  use  of  the  device  for  the 
purpose  for  which  it  is  being  investigated  and,  to 
the  extent  such  infonnation  is  known,  any  human 
hazards,  contraindications,  precautions,  or  side 
effects  associated  with  its  use,  should  be  provided 
to  researchers  and  investigators.  The  Food  and 
Drug  Administration,  however,  will  regard  as  mis- 
branded any  acupuncture  device  shipped  in  inter- 
state commerce  if  accompanied  by  claims  of  diag- 
nostic or  therapeutic  effectiveness. 

Pending  promulgation  of  separate  regulations 
for  conducting  clinical  investigations  of  investiga- 
tional devices,  researchers  and  investigators  shall 
assure  adequate  informed  consent  and  institutional 
committee  review  for  such  investigations,  utilizing 
as  a guideline  the  standards  established  for  investi- 
gational drugs  in  21  CFR  130.37  and  in  Division 
10,  unit  C of  form  FD-1571,  in  21  CFR  13.3(a) 
(2). 

Dated:  February  21,  1973. 

Sherwin  Gardner 

Deputy  Commissioner  of  Food  and  Drugs 

In  addition,  the  director  of  the  Office  of  Medical 
Devices,  Office  of  the  Associate  Commissioner  for  Medi- 
cal Affairs  at  FDA,  emphasized  in  a letter  accompanying 
the  “notice”  in  the  Federal  Register: 

The  following  statement  must  appear  in  the  label- 
ing; “Caution:  Experimental  device  limited  to  investi- 
gational use  by  or  under  the  direct  supervision  of  a 
licensed  medical  or  dental  practitioner.  This  device  is  to 
be  used  only  with  informed  consent  under  conditions 
designed  to  protect  the  patient  as  a research  subject, 
where  the  scientific  protocol  for  investigation  has  been 
reviewed  and  approved  by  an  appropriate  institutional 
review  committee,  and  where  conditions  for  such  use  are 
in  accordance  with  state  law.” — Ed. 


Federal  Register,  Vol.  38,  No.  46 — Friday,  March 
9,  1973. 


New  Quarterly  for  Medical 
Writers  Now  Being  Published 

Medical  Communications,  a new  journal  for 
medical  writers,  editors,  and  broadcasters,  has 
been  introduced  by  the  American  Medical  tVriters 
Association. 

Featuring  papers  and  editorials  by  both  mem- 
bers and  nonmembers  on  subjects  dealing  with 
medical  communications,  the  new  journal  will  be 
published  quarterly,  according  to  Dr.  M.  J. 
Schiffrin,  President  of  AMWA. 

The  purpose  of  the  new  journal.  Dr.  Schiffrin 
stated,  is  not  merely  to  reflect  the  point  of  view 
of  the  AMW’A  membership,  which  consists  of 
nearly  1,500  medical  writers,  editors,  publishers, 
pharmaceutical  writers,  illustrators,  audio-visual 
writers,  scientists,  and  clinicians,  but  hopefully 
also  serve  as  the  vehicle  for  introducing  new  con- 
cepts and  ideas. 

Recjuests  for  subscriptions  ($5  per  year) 
should  be  sent  to:  American  Medical  Writers 

Association,  9650  Rockville  Pike,  Bethesda,  Mary- 
land 20014. 

Proposed  articles,  editorial  contributions,  and 
letters  for  publications  should  be  addressed  to:  Mr. 
Byron  T.  Scott,  Editor,  166  East  State  Street, 
Athens,  Ohio  45701. 


The  Central  Ohio  Chapter,  American  Asso- 
ciation of  Critical  Care  Nurses,  in  cooperation 
with  the  Kidney  Foundation  of  Central  Ohio  is 
offering  a symposium  entitled  “The  Acutely  111 
Patient  with  Renal  Disease”  in  Columbus,  October 
3-4.  The  place  is  the  Imperial  House  North,  on 
Morse  Road  at  1-71.  Registration  fee  is  $30.  For 
more  information,  contact  Lynn  England,  Presi- 
dent, 6092  Batavia  Road,  Westerville  43081. 
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Woman’s  Auxiliary  Highlights 

Ky  Mrs.  S.L.  Meltzer,  Publicity  Chairinan 
2442  Dorman  Drive,  Portsmouth  43662 


T DIDN'T  “make”  it  this  year-- to  New  York 
-*  and  the  annual  convention  of  the  ^\  Oman’s 
Auxiliary  to  the  American  Medical  Association, 
which,  for  many  reasons,  I truly  regret.  Also,  since 
New  York  is  my  home  town,  I always  look  forward 
to  my  additional  role  as  guide  there  (although 
I’m  usually  accused  of  wearing  out  my  colleagues 
in  the  process). 

Fortunately  for  me  and  this  column,  XIrs. 
Louis  Loria,  Ohio’s  immediate  past  president  and 
presidential  delegate  to  the  convention,  agreed  to 
be  my  “stand-in”  and  send  back  some  of  the  1973 
highlights,  which  she  has  ably  done  and  for  which 
I am  most  grateful. 

AMA-FjRF  made  the  big  news.  Ohio  won  two 
awards — the  Regional  Merit  .Award  for  the  great- 
est increase  in  the  North  Central  Region  and  a 
Special  Merit  Award  for  the  greatest  per  capita — 
$20.70.  Ohio’s  total  contribution  this  year  was  a 
whopping  $103,059.00.  When  I wrote  our  own 
state  convention  story,  I said  that  the  total  figure 
then  given  would  undoubtedly  be  higher  by  the 
time  of  national  convention.  \Vas  it  ever!  I akso 
suggested  a twenty-gun  salute  to  AMA-ERF  chair- 
man, Mrs.  Henry  Holden,  and  AMA-ERF  trea- 
surer, Mrs.  R.  A.  Wiltsie.  Now  I recommend  a 
forty-gun  salute 

The  .AMA-ERF  awards  were  presented  at  the 
Monday  luncheon,  but  I’m  a little  bit  ahead  of 
myself  where  the  chronological  order  of  the  na- 
tional convention  is  concerned.  (Ohio’s  Big  News 
should  merit  first  mention,  I figure).  OK,  then — 
let’s  backtrack  a bit  to  Sunday,  June  24th  and  the 
Empire  Room  of  the  Waldorf-.Astoria,  and  see 
things  through  the  eyes  of  Eileen  Loria. 

Five  p.m.  ushered  in  the  gala  reception  for 
Mrs.  Robert  Beckley,  \V.A-.AMA  president,  and 
Mrs.  Willard  C.  Scrivner,  president-elect.  It  was 
the  usual  beautiful,  happy,  getting-to-know-you 
festivity  that  brings  together  the  medical  family 
from  all  over  these  United  States.  There  is  always 
something  very  special  about  this  occasion. 

Monday  Doings 

Early  Monday  morning  (7:30  a.m.)  was 
Ohio’s  traditional  “moment” — the  annual  break- 
fast for  delegates,  alternates  and  special  guests. 
This  year,  26  were  in  attendance.  The  attractively 


appointed  tables  featured,  alongside  each  place 
card,  a lovely  red-beaded  carnation  with  green 
leaves,  the  exquisite  handiwork  of  the  talented 
Mrs.  Flenry  Crawford  of  Cuyahoga  County.  Each 
delegate  and  alternate  wore  this  ver)-  special 
corsage  throughout  convention,  the  “identifying 
mark”  of  Ohio  (for  those  who  may  not  know  it, 
the  red  carnation  is  our  state’s  official  flower) . 

Mrs.  Karl  Ulicny,  new  state  president,  pre- 
sided at  the  breakfast.  A discussion  was  held  about 
the  proposed  new  Bylaws.  It  was  decided  not  to 
nominate  anyone  from  Ohio  this  year  for  the 
national  Nominating  Committee,  but  rather  to  lay 
the  groundwork  for  such  a nomination  next  year. 
Mrs.  Ulicny  introduced  each  member  of  the  Ohio 
delegation  as  well  as  each  guest.  She  also  explained 
the  duties  of  the  delegates. 

Keynote  Speaker 

The  formal  opening  of  the  convention  and 
general  meeting  in  the  Grand  Ballroom  got  off  to 
a good  start  at  9:00  a.m.  The  keynote  speaker  was 
Harry  Schwartz,  author  of  The  Case  for  American 
Medicine  and  member  of  the  New  York  Times 
editorial  board.  He  reiterated  basically  what  is  in 
his  book  but  he  noted  the  difference  in  being 
called  a good  friend  of  medicine  and  a friend  of 
good  medicine.  “I  am  a friend  of  good  medicine,” 
he  said.  He  referred  to  the  T\'^  specials  concerning 
medicine  (such  as  What  Price  Flealth)  and  he 
called  them  very  lopsided,  biased  and  hate  propa- 
ganda. 

“Why”  the  Criticism 

In  discussing  the  “why”  of  the  criticism  of 
medicine,  Mr.  Schwartz  gave  six  specific  reasons; 

( 1 ) There  are  defects  in  medical  care  deliver)-, 
particularly  in  those  sections  in  the  country  low 
on  physicians,  such  as  the  rural  areas  and  the 
ghettos.  (2)  For  the  seriously  ill,  medical  care 
does  cost  a lot  of  money.  ‘AVe  need  a system  for 
catastrophic  medical  care.”  (3)  People  tend  to 
remember  unpleasant  incidents  with  regard  to 
doctors.  (4)  Negative  news  in  any  area  is  always 
more  saleable.  (5)  The  strongest  single  force  un- 
derlying criticism  of  medicine  is  envy.  Doctors 
make  more  money  than  any  other  profession.  (6) 


638  ! The  Ohio  State  Medical  Journal 


There  is  an  attitude  of  conviction  of  socialism 
across  the  country — a “Health  Is  A Right”  atti- 
tude. 

“I  think  socialized  medicine  means  bureau- 
cratic medicine,”  Mr.  Schwartz  said.  “And  as  such 
we  would  have  utter  catastroj)hy.”  He  commented 
on  the  fact  that  both  ]iarties  ignored  “The  Flealth 
Care  Crisis”  in  the  1972  election,  so  it  would  seem 
as  if  the  politicians  do  not  realh'  believe  there  is  a 
crisis.  He  feels  that  most  of  the  public  really  knows 
that  “medicine”  in  this  country  is  pretty  good  but 
he  admitted  that  the  relati\ely  fewer  critics  are 
very  vocal  yet. 

“Be  conscious  of  the  real  faults,”  the  news- 
paper executive  urged,  “and  try  to  correct  them. 
Look  for  ways  of  making  medical  care  more  eco- 
nomical, possibly  through  the  channels  of  preven- 
tive medicine.  Get  to  know  all  the  facts  and  ste]j 
into  the  socioeconomic  field.” 

The  annual  luncheon  honoring  AMA  officers, 
trustees  and  their  wives  was  held  at  the  ^Valdorf’s 
Starlight  Roof.  Dr.  Carl  A.  Hoffman,  1972-73 
president,  addressed  the  delegates  and  guests. 


Idea  Exchange 

At  2:30  p.m.,  delegates  gathered  for  the  al- 
ways interesting  and  informative  “Idea  Exchange” 
— the  state  presentations  on  the  year’s  outstanding 
projects.  Mrs.  Loria’s  report  featured  Ohio’s 
Health  Education  activity  and  the  formation  of 
the  Speakers’  Bureau. 

“Prior  to  my  taking  office  as  state  president,” 
said  Mrs.  Loria,  “I  asked  the  OSMA  jjresident- 
elect  if  there  were  areas  in  which  he  could  use  our 
help  in  the  coming  year.  One  of  the  things  he 
requested  was  that  we  form  a Woman’s  Speakers’ 
Bureau  to  ‘up’  the  doctors’  image  and  to  bring 
important  health  information  before  the  public.” 

IVIrs.  Loria  then  went  on  to  describe  to  the 
national  convention  the  \arious  important  stejts 
that  finally  led  up  to  the  S]:>eakers’  Training  Ses- 
sion held  in  September  of  last  year  under  the 
auspices  of  the  Ohio  State  Medical  Association. 
Twenty-five  women  partieijjated  in  the  day  and 
a half  session  (which  akso  included  evening  hours). 
Subsequently,  brochures  with  sj^eech  topics  were 
distributed  to  the  counties  to  be  given  to  local 
groups  with  the  name  listed  of  a local  member  of 
the  Speakers’  Bureau,  or  if  there  were  no  such 
local  member,  then  the  name  of  the  chairman  of 
the  state  Program  Development  Committee.  Ma- 
terial was  given  to  each  member  of  the  Speakers’ 
Bureau  relati\  e to  speech  topics  to  help  her  in  pre- 
paring her  particular  talk. 

In  addressing  the  national  convention’s  Idea 
Exchange,  Mrs.  Loria  made  this  comment:  “Re- 
cently we  felt  the  need  to  revise  our  brochure  with 


fewer  available  topics,  more  catchy  titles  and  with 
a sentence  or  two  of  exjdanation  as  to  what  they 
are  about  ....  they  are  now  being  redistributed 
so  that  the  chairmen  of  the  local  community  health 
groups  will  have  a chance  to  include  them  in  pro- 
gram planning  during  the  summer  months  . . . . 
we  feel  that  not  getting  them  out  until  late  fall 
last  year  was  a definite  drawback.”  Ohio’s  1972- 
73  president  elaborated  on  Montgomery  County’s 
Speakers’  Bureau  which  was  started  in  response  to 
the  Social  I lealth  Association’s  request  for  more 
speakers  on  the  subjects  of  venereal  diseases  and 
sex  education.  The  Montgomery  County  women 
attended  a concentrated  course  of  classes  on  these 
two  important  subjects. 

Dorothy  Sarnoff 

The  luncheon  on  Tuesday,  June  26  honored 
the  National  Past  Presidents  and  Honorary  Mem- 
bers. Dorothy  Sarnoff,  director  of  Speech  Dy- 
namics, Inc.,  New  York,  was  the  guest  speaker. 
Her  topic  was  “Speech  Can  Change  Your  Life.” 
“^Vhat  offends  the  eyes  and  ears  colors  the  jjicture 
the  eye  beholds,”  she  said.  She  declared  that  we 
speak  in  fi\e  “languages” — first,  ideas,  images, 
words;  second,  tone  which  can  repel  or  attract; 
third,  eye  contact  which  should  be  there  90%  of 
the  time;  fourth,  facial  expression;  and  fifth,  body 
posture  and  movement. 

“The  effectiveness  of  a speech  depends,”  said 
Mrs.  Sarnoff,  “on  how  one  prepares,  organizes 
and  edits  ....  a speech  should  have  the  quality 
of  a conversation  ....  work  from  cue  ]ihrases, 
do  not  use  word  for  word  text  ....  ha\  e a jjositive 
attitude  toward  yourself  and  your  audience.  . . .” 

Her  closing  remarks  dealt  with  how  to  listen 
well:  With  eyes,  ears,  heart  and  mind;  do  more 
than  listen-  understand;  do  more  than  see — look; 
do  more  than  talk-  say  something. 

Child  Abuse 

The  \Vednesday  afternoon,  June  27,  keynote 
speaker  was  \dncent  J.  Fontana,  M.D.,  chairman 
of  Mayor  Lindsay’s  Task  Force  on  Child  Abuse 
and  Neglect.  He  is  director  of  pediatrics  at  St. 
Mneent’s  Hospital  and  Medical  Center  of  New 
York  and  medical  director  of  the  New’  York 
Foundling  Hospital. 

“It  has  been  estimated,”  he  said,  “that  at 
least  700  children  are  killed  every  year  in  this 
country  by  their  parents  or  surrogates.  Thousands 
of  other  children  are  permanently  injured,  both 
ph^-sically  and  mentally.  In  New’  York  City  in 
1971  there  was  more  than  a 500  percent  increase 
in  reported  cases  of  abuse  and  neglect  within  the 
period  1966-1970.” 

Dr.  Fontana  acknowledged  that  \ iolence  is  a 
social  disease  of  epidemic  and  endemic  propor- 


August,  1973  j 639 


tions  which  is  becoming  more  entrenched  in  our 
population.  “Child  abuse,  a symptom  of  the  vio- 
lence running  rampant  in  our  communities,”  he 
said,  “results  in  social  disorganization  and  disinte- 
gration ....  this  generation’s  battered  children, 
if  they  survi\e,  will  be  the  next  generation’s  bat- 
tering parents.  Recent  published  reports  suggest 
that  hard-core  criminals  and  murderers  in  our 
society  were  formerly  battered  and  abused  as 
children.” 

The  future  of  the  abused  child,  the  speaker 
j3ointed  out,  is  dependent  on  the  education  and 
enlightment  of  all  people  concerned  with  child 
care,  upholding  the  laws  of  the  various  states  and 
finding  means  of  reporting  that  will  make  protec- 
tion of  the  child  and  subsequent  investigations  of 
child  abuse  more  realistic  and  more  efficient.  One 
of  the  National  Auxiliary’s  top  priorities  this  1973- 
74  year  will  focus  on  the  battered  child  syndrome. 


Inaugural  Address 

Mrs.  Willard  C.  Scrivner,  of  Illinois,  was  in- 
stalled as  president  of  the  Woman’s  Auxiliary  to 
the  American  Medical  Association  Wednesday 
morning,  June  27.  In  her  inaugural  address,  she 
challenged  the  critics  of  organized  medicine. 
“Somehow,  the  idea  that  there  is  a ‘crisis  in  our 
present  health  care  system’  has  been  accepted  by 
many  people,”  she  said.  “Some  critics  in  and  out 
of  government  falsely  maintain  that  organized 
medicine  has  restrained  medical  school  enrollment 
and  physician  supply.  Yet  the  facts  are  physician 
supply  is  increasing  about  three  percent  a year 
while  the  general  population  increase  is  less  than 
one  percent.” 

Mrs.  Scrivner  went  on  to  say  that  in  almost 
every  instance  organized  medicine  directly  or  in- 
directly, through  various  activities  including  legis- 
altive  persuasion,  has  been  instrumental  in  in- 
creasing our  nation’s  medical  schools  from  85  to 
110.  “Furthermore,”  she  added,  “it  has  been  esti- 
mated by  a reliable  source  that  an  adequate  num- 
ber of  physicians  will  be  obtained  by  1980.  It 
would  seem  desirable  to  separate  fact  from  fallacy. 
For  health  care,  including  distribution  of  physi- 
cians, is  a responsibility  of  all  our  citizens  while 


medical  care  is  a major  resj)onsibility  of  the  medi- 
cal profession.” 

Some  other  remarks  of  the  new  national  presi- 
dent included:  “As  an  auxiliary,  this  is  but  one 
example  of  a part  of  our  obligation  to  know  the 
facts  in  order  to  repute  misrepresentation  by  our 
critics  ....  we  must  be  informed,  involved,  articu- 
late, 90,000  strong  through  national,  state  and 
county  auxiliaries.  . . . An  official  physician  surv'ey 
revealed  improved  communication  and  public  re- 
lations among  their  top  priorities.  Just  think  what 
a P.  R.  job  we  could  do  if  every  eligible  physician’s 
wife  joined  our  ranks.  The  two  words  “Informa- 
tion” and  “Communication”  are  often  used  inter- 
changeably, but  they  signify  quite  different  things 
— information  is  giving  out;  communication  is  get- 
ting through.  . . . 

“We  firmly  believe  our  auxiliary,  the  public, 
our  communities  will  benefit  most  from  a skillful 
orchestration  of  all  our  efforts  rather  than  the 
temporary  blinding  light  of  a shortlived  super  star, 
for  wearing  your  halo  too  tightly  gives  others  a 
headache  too  ....  our  tasks  as  an  auxiliary  are 
many — our  goal  is  clear — to  aid  the  medical  pro- 
fession in  its  objectives  and  work  for  improvement 
in  the  quality  of  life  through  better  health  care 
for  every  American.” 

The  Ohio  Delegation 

Here’s  our  1973  “Who’s  Who,”  Mrs.  Louis 
Loria,  Trumbull,  Presidential  Delegate;  Mrs.  Karl 
Ulicny,  Columbiana,  Chairman  of  Delegates;  Mrs. 
Emil  Barrows,  Hamilton;  Mrs.  Dwight  Becker, 
Allen;  Mrs.  George  Bates,  Lucas;  Mrs.  Joseph 
Barker,  Licking;  Mrs.  J.  A.  Budd,  Cuyahoga; 
Mrs.  Christopher  Colombi,  Cuyahoga;  Mrs.  Henry 
Crawford,  Cuyahoga;  Mrs.  Carl  Frye,  Licking; 
Mrs.  Carl  F.  Goll,  Jefferson;  Mrs.  Reuben  Gould, 
Cuyahoga;  Mrs.  S.  J.  Glueck,  Clark;  Mrs.  Jerry 
Hammon,  Miami;  Mrs.  F.  Karaffa,  Licking; 
Mrs.  Edward  Kieger,  Cuyahoga;  Mrs.  Robert 
Krone,  Hamilton;  Mrs.  William  Mikita,  Jefferson; 
Mrs.  J.  Paul  Sauvageot,  Summit;  Mrs.  Malachi 
W.  Sloan,  Montgomery;  Mrs.  J.  H.  Thomas, 
Trumbull;  Mrs.  Howard  Van  Ordstrand,  Cuya- 
hoga; Mrs.  Russell  Wiessinger,  Allen;  Mrs.  James 
N.  Wychgel,  Cuyahoga.  Welcome  home! 
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Rates:  50  cents  per  line.  Minimum  charge  $1.00  for  each  insertion.  Display  classified.  $1.00  per 
line.  (9  lines  to  the  inch)  Prices  cover  the  cost  of  remailing  answers.  Forms  close  the  8th  of  the 
month  preceding  publication.  To  assure  prompt  delivery,  when  replying  to  an  advertisement  over 
a journal  box  number,  address  letters  as  follows: 

Box  (insert  number),  c/o  The  Ohio  State  Medical  Journal 
17  South  High  Street,  Suite  500,  Columbus.  Ohio  43215 


Physicians  seeking  locations  in  Ohio  are  in- 
vited to  contact  the  Physicians'  Placement  Service 
in  the  executive  offices  of  the  Ohio  State  Medical 
.Association,  17  South  High  Street,  Suite  500. 
Columbus,  Ohio  43215.  Through  this  medium 
efforts  are  made  to  establish  communications  be- 
tween physicians  seeking  locations  and  com- 
munities where  physicians  are  needed,  or  other 
physicians  who  are  in  need  of  associates. 


OHIO,  F.AIRFIELD,  Space  available  in  modern 
Medical  Building,  15  miles  from  Cincinnati.  General 
Practitioner  and  Specialist  needed.  Reply  to  Box  616, 
c/o  The  Ohio  State  Medical  Journal. 


PHYSICI.AN’S  OFFICE  FOR  RENT  in  Marie- 
mont,  a Village  adjacent  to  Cincinnati,  near  a good 
hospital.  Contact  L.  Hermanies,  3900  Oak  St..  Marie- 
mont,  Ohio,  Phone  271-0291. 


IMMEDIATE  OPENING  for  Ob-Gyii,  Internal 
Medicine  and  Orthopedic  specialties  to  establish  success- 
ful practice  with  14-man  multi-specialty  group.  Excellent 
group  benefits;  pension  plan;  modern  clinic  facilities; 
progressive  community  with  excellent  educational  system 
including  two  colleges;  city  population  35,000;  good 
recreational  facilities;  each  specialty  must  be  board  eli- 
gible or  certified.  Contact;  Business  Manager,  The  Mani- 
towoc Clinic,  601  Reed  Avenue,  Manitowoc,  Wisconsin 
54220. 


50-50  PARTNERSHIP  in  family  practice,  N.W. 
Ohio.  Very  prolific  practice  in  a beautiful  rural  area. 
No  investment.  You  don’t  spend  a year  building  a 
practice  . . . it’s  ready  made.  Four  weeks  vacation  every 
year.  Good  hospital  facilities.  Medical  Building  has 
dentist,  optometrist,  offices  two  private  doctor’s  offices, 
four  examination  rooms,  emergency  room,  pharmacy  and 
professional  library.  For  further  information  contact; 
D.  L.  Savoca,  Box  747,  Edgerton,  Ohio  43517,  or  phone 
419/298-2116  or  419/298-2953. 


VACATION  CONDOMINIUM  — New  Smyrna 
Beach,  Fla.  — just  south  of  Daytona  and  away  from  the 
crowds,  but  enjoying  the  same  beautiful  beach.  Two 
bedrooms,  2 baths,  wall-to-wall  carpeting,  completely  and 
tastefully  furnished  including  linens,  color  TV  and  dish- 
washer, HEATED  POOL,  and  sauna.  $400  per  month. 
For  reservations  or  further  information,  contact  Wm.  W. 
Conner.  M.D.,  517  Lakeshore  Dr.,  Eustis,  Florida 
32726.  Phone  904-357-5715. 


DIRECTOR  OF  FAMILY  PRACTICE  PRO- 
GRAM: The  search  committee  of  the  Family  Practice 
Residency  Committee  of  the  Toledo  Hospital,  Toledo, 
Ohio  43606,  is  prepared  to  interview  interested  physi- 
cians for  a full-time  position  in  a new  Family  Practice 
Residency  Program  to  begin  about  September  1,  1973. 
For  information  or  an  appointment  for  interview  please 
contact:  Henry  R.  Silverman,  M.D.  4352  Sylvania 
.Avenue,  Toledo,  Ohio  43623.  Telephone:  419/882-7165. 


WANTED  — General  Practitioners.  Are  you  tired 
of  the  rat  race?  There  is  a great  need  for  your  skills 
in  the  modern  day  Mental  Health  field.  Please  consider 
working  at  a swinging  Mental  Health  Center  in  South- 
eastern Ohio  in  an  active  college  town.  For  a licensed 
G.P.,  the  minimum  starting  salary  would  be  $20,592  plus 
additional  pay  for  any  overtime  above  the  usual  40  hour 
work  week.  Fringe  benefits  include  2 weeks  vacation  after 
1 year  duty,  accumulation  of  sick-leave  time,  a 50-50  pay 
basis  for  Comprehensive  Medical  Insurance  coverage  and 
paid  Life  Insurance  on  a graduated  scale  after  1 year 
service.  Many  opportunities  for  continuing  education  and 
for  advancement.  Generous  meeting  and  travel  time.  NO 
OVERHEAD.  If  at  this  point  you  need  further  informa- 
tion, write:  Superintendent,  Athens  Mental  Health  Cen- 
ter, Athens,  Ohio  45701. 


FOR  SALE:  Physicians  Examining  Table;  Burdick 
EKG  Machine,  (late  model)  and  a new  Sterilizer.  Con- 
tact W.  H.  Miller,  M.D.,  328  E.  State  St.,  Columbus 
43215.  Telephone  614/221-3743. 


GENERAL  PRACTITIONER  urgently  needed: 
New  hospital  and  a city  owned  clinic  closed!  (Doctor 
retired  because  of  illness).  Unmatched  hunting  and  fish- 
ing, within  one  hour  of  Aberdeen.  Excellent  income 
potential  for  one  or  two  G.P.’s  interested  in  a quiet, 
clean,  friendly  community.  Immediate  practice.  Contact: 
Administrator,  Bowdle  Flospital,  Bowdle,  South  Dakota 
57428.  Telephone  605/285-3501. 


— More  Classified  Ads  on  Next  Page  — 
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GYNECOLOGICAL  CONSULTANT  needed  for 
part  time  work  in  the  Student  Health  Service  at  Miami 
University,  Oxford,  Ohio,  starting  in  September  1973. 
Contact  Director  of  Health  Service,  MacMillan  Hospital, 
Oxford,  Ohio  45056. 


ASSOCIATES  WANTED:  Cincinnati  based  pro- 
fessional corporation  seeks  full  or  part-time  associates. 
Openings  available  in  Emergency  rooms,  community 
clinics,  or  Industrial  Medical  Centers.  Medical  Health 
Services,  Inc.,  5902  Robison  Rd.,  Cincinnati,  Ohio 
45213.  Phone:  513/631-0200. 


VACATION  CONDOMINIUM  — Pebble  Beach, 
California.  Ocean  Pines,  on  the  17  Mile  Drive  is  perched 
like  an  eagle’s  nest  among  the  towering  pines  above 
Cypress  Point.  Deluxe  new,  completely  furnished  2 bed- 
room, 2 bath,  rental  unit  located  in  a romantic  setting 
of  unspoiled  beauty  with  spectacular  views  of  the  Pa- 
cific. A world  of  protected  privacy,  yet  in  the  center  of 
golf,  tennis,  fishing  areas.  Big  Sur,  Carmel-by-the  Sea 
and  Monterey  minutes  away.  By  day,  week  or  month. 
Lower  rates  for  2 persons.  For  reservations  or  further 
information  contact  June  Green,  Manager  (2B),  Ocean 
Pines,  19  Ocean  Pines  I^ane,  Pebble  Beach,  California 
93953. 


INTERNISTS,  FAMILY  PHYSICIANS:  Position 
available  on  Health  Care  Teams  of  physicians  and  den- 
tists providing  family  care  to  inner-city  residents  of 
Cleveland.  Neighborhood  Health  Center  well  orga- 
nized to  allow  physicians  to  provide  the  best  care  they 
are  capable  of.  Salaries  competitive,  liberal  fringe  bene- 
fits. Address  inquiries  to  David  G.  Miller,  M.D.,  Medi- 
cal Director,  Hough-Norwood  Family  Health  Care  Cen- 
ter, 1465  E.  55th  St.,  Cleveland,  Ohio  44103. 


MEDICAL  SERVICE  STAFF  PHYSICIAN  — 
Board  certification  in  Internal  Medicine  preferred.  200 
bed  modern  general  hospital  with  active  medical  and 
surgical  services.  Salary  dependent  upon  qualifications. 
Excellent  fringe  benefits.  Can  pay  moving  expenses. 
License  any  state  required.  Equal  opportunity  employer. 
Contact  Hospital  Director,  Veterans  Administration 
Hospital,  Fort  Wayne,  Indiana  46805,  or  call  (219) 
743-5431,  Extension  310. 


ANESTHESIOLOGIST:  Board  certified  or  eli- 

gible is  desired  to  join  a group  of  4 Anesthesiologists 
and  associated  Nurse  Anesthetist.  Practicing  in  a city, 
population  70,000,  midway  between  Cincinnati  and 
Dayton,  Ohio.  Reply  Box  682,  c/o  Ohio  State  Medical 
Journal. 


PHYSICIANS  NEEDED:  Psychiatrists,  Internists, 
General  Practitioners.  Fully  accredited  1000  bed  psy- 
chiatric hospital.  Convenient  location  between  Akron  and 
Cleveland.  Pleasant  working  conditions.  Attractive  fringe 
benefits.  Ohio  License  necessary.  Call  collect  216/467- 
5663  or  write  Eliere  J.  Tolan,  M.D.,  Superintendent, 
Hawthornden  State  Hospital,  Box  305,  Northfield, 
Ohio  44067. 


WAN'FED — Psychiatrists  to  join  a staff  of  a pro- 
gressive and  active  Mental  Health  Center  with  heavy 
emphasis  on  Community  Services  but  with  a crying  need 
to  improve  the  services  for  those  patients  who  must  re- 
main behind.  Starting  salary  range  for  a board  eligible 
psychiatrist  would  go  from  $23,338-$26,312  depending 
upon  background.  Fringe  benefits  include  2 weeks  vaca- 
tion after  1 year  duty,  accumulation  of  sick-leave  time,  a 
50-50  pay  basis  for  Comprehensive  Medical  Insurance 
coverage  and  paid  Life  Insurance  on  a graduated  scale 
after  1 year  service.  Many  opportunities  for  continuing 
education  and  for  advancement.  Generous  meeting  and 
travel  time.  NO  OVERHEAD.  If  at  this  point  you  need 
further  information,  write:  Superintendent,  Athens  Men- 
tal Health  Center,  Athens,  Ohio  45701. 


FOR  RENT  OR  LEASE  — General  Practitioners 
Office  for  10  years.  Suite  of  4 rooms — central  aircondi- 
tioned — carpeted — paneled.  Parking  in  rear.  Phone:  614/ 
224-6972  or  614/231-1987. 


GENERAL  PRACTITIONER  capable  of  perform- 
ing minor  surgery  and  O.B.  East  Central  Nebraska  com- 
munity of  2,400  with  drawing  area  of  10,000.  New  ultra- 
modern hospital  to  open  in  September.  Excellent  clinic 
facilities.  Easy  access  to  specialty  care.  65  minutes  to 
Omaha,  Nebr. — 45  minutes  to  Lincoln,  Nebr.  Access  to 
University  of  Nebraska  Medical  Center.  May  associate 
with  one  of  two  solo  practitioners  presently  practicing. 
Attractive  salary  with  option  for  partnership  if  perma- 
nent association  is  desired.  Contact:  J.  M.  Lanspa, 

D.D.S.,  Box  109,  David  City,  Nebraska  68632.  Phone: 
Home— 402/367-3694,  Office— 402 /367-3693. 


— More  Classified  Ads  on  Next  Page  — 
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OHIO  MED.  Lie.  Prerequisite  to  qualify  for  full 
or  part-time  STAFF  PSYCHIATRIST  interested  in 
community  psychiatry.  Flexible  40  hr.  wk.,  including 
lunch  hours,  does  not  require  night  call.  1 mo.  pd. 
vacation,  paid  sick  leave  cumulative  to  120  days  total. 
Opportunities  to  attend  selected  lectures  and  seminars 
on  clinic  time  & expense.  Limited  private  practice. 
Salary  to  $33,000,  depending  upon  qualifications.  Con- 
tact: Dr.  Thomas  Di  Mauro,  Dir.,  Stark  County  Com- 
munity Mental  Health  Center,  618  Second  St.,  N.W., 
Canton,  Ohio  44703  or  call  collect  216/455-9407. 

CHILD  PSYCHIATRIST  to  develop,  direct  new 
children’s  services.  Salary  depending  on  qualifications 
and  experience.  Full  or  part-time  to  allow  for  private 
practice  may  be  considered.  Contact;  Mrs.  S.  Sommer, 
Admin.  Director,  Stark  County  Mental  Health  Center, 
618  Second  St.,  N.W.,  Canton,  Ohio  44703  or  call 
collect  216/455-9407. 

EMERGENCY  ROOM  PHYSICIAN  NEEDED 
IMMEDIATELY — Established  group  of  two  full  time 
and  six  part  time  physicians  need  third  full  time  man  for 
active  emergency  service.  Incorporated.  Salary  $36,000 
to  $45,000  for  40-50  hours  per  week,  plus  bonus  quarter- 
ly. Excellent  300  bed  general  hospital  in  commu- 
nity of  45,000  only  40  miles  from  Columbus.  Many 
fine  specialists  available  for  help  and  referral.  Please 
contact:  L.  H.  Miller,  M.D.  614-344-0331,  Newark,  O. 

EMERGENCY  ROOM  PHYSICIAN  — Accredited 
280  bed  progressive  general  hospital  in  beautiful  Hunting- 
ton,  West  Virginia;  excellent  income  and  working  condi- 
tions; send  resume  to  Assistant  Administrator,  Cabell 
Huntington  Hospital,  1340  Sixteenth  St.,  Huntington, 
West  Virginia  25701. 

OPHTHALMOLOGIST  — 35,  trained  and  with 
fellowship,  service  completed,  married,  seeks  solo  prac- 
tice in  Ohio.  Reply  Box  684  c/o  Ohio  State  Medical 
Journal. 

FOR  SALE:  Walnut  Hamilton  office  furniture 
from  deceased  doctor’s  office.  Mrs.  Laurence  Ihle, 
Galena,  Ohio;  614/965-1060. 


OFFICE  FOR  RENT:  For  physician  or  dentist,  5 
rooms,  two  lavatories,  air-conditioned,  free  parking  for 
patients,  main  floor,  bus  stop,  5 doctors  medical  build- 
ing. Rent  $120.  19451  Euclid  Ave.,  Euclid,  O.  44117. 
Phone:  216/481-3058  or  216/371-4168.  For  dentist, 
medical  patients  addresses  are  available. 


YOUR  OWN 

24-Hour  Answering  Service 


RECORD-A-CALL  will  take  those  calls  for  you 
for  only  $1 4.83/month. 

Remote  Models  and  Answer- Only  Units 
Also  Available 

FREE  INSTALLATION, 

ONE  YEAR  WARRANTY  ON  ALL  EQUIPMENT 
Write  your  Tele-Communications  Specialists 

TELE  COM  CO. 

1395  E.  DUBLIN-GRANVILLE  ROAD 
COLUMBUS.  OHIO  43229  or 
Phone;  Columbus  614/846-3855 
Cleveland  216/243-6410 
(See  Page  6321 
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impotence 


Android 

(thyroid-androgen)  tablets 


R-' 


ft,n 


Double-Blind  Study  and  Type  of  Patient; 

100  patients  suffering  from  impotence.  Of 
the  patients  receiving  the  active  medication 
(Android)  a favourable  response  was  seen 
in  78%.  This  compares  with  40%  on 
placebo.  Although  psychotherapy  is  indi- 
cated in  patients  suffering  from  functional 
impotence  the  concomitant  role  of  chemo- 
therapy (Android)  cannot  be  disputed. 


The  treatment  of 


\ due  to  androgenic  deficiency  in  the  American  maie. 
" The  concept  of  chemotherapy  plus  the 
physician’s  psychological  support  is  confirmed 
as  effective  therapy. 


The  Treatment  of  Impotence 
with  Methyltestosterone  Thyroid 
(100  patients  — Double  Blind  Study) 
T.  Jakobovits 

Fertility  and  Sterility,  January  1970 
Official  Journal  of  the 
American  Fertility  Society 


k i 

Choice  of  4 strengths: 


Android 

Each  yellow  tablet  contains: 
Methyl  Testosterone  . .2.5  mg. 
Thyroid  Eit.  (1/6  gr.)  . 10  mg. 


Glutamic  Acid  50  mg 

Thiamine  HCL  10  mg. 


Dose:  1 tablet  3 times  daily. 
Available: 

Bottles  of  too.  500.  1000 


Android-HP 

HIGH  POTENCY 

Each  red  tablet  contains: 

Methyl  Testosterone  ..5.0  mg. 


Thyroid  Eit.  (Vx  gr.)  ...30  mg. 

Glutamic  Acid 50  mg. 

Thiamine  HCL  10  mg. 


Dose:  1 tablet  3 times  daily. 
Available: 

Bottles  of  100.  500.  1000. 


Android-X 

EXTRA  HIGH  POTENCY 

Each  orange  tablet  contains: 

Methyl  Testosterone  .12.5  mg. 


Thyroid  Eit.  (1  gr.)  .. . .64  mg. 

Glutamic  Acid  50  mg. 

Thiamine  HCL  10  mg. 


Dose:  1 or  2 tablets  daily. 
Available: 

Bottles  of  60,  500. 


Android-Plus 

WITH  HIGH  POTENCY 
B COMPLEX  AND  VITAMIN  C 

Each  white  tablet  contains 


Methyl  Testosterone  . .2.5  mg 
Thyroid  Eit.  (V4  gr.)  ...15  mi 
Ascorbic  Acid  (Vit.C)  .250  mi 

Thiamine  HCL  25  mi 

Glutamic  Acid  100  m. 

Pyndoiine  HCL  5 m, 

Niacinamide  75  m, 

Calcium  Pantothenate  . 10  m 

Vitamin  B12  2.5  me 

Riboflavin  5 m 


Dose:  2 tablets  daily. 
Available:  Bottles  of  60,  500. 


Contraindications'  Android  is  contraindicated  in  patients  with  prostatic  carcinoma,  severe  cardiorenal 
disease  and  severe  persistent  hypercalcemia,  coronary  heart  disease  and  hyperthyroidism.  Occasional 
cases  of  jaundice  with  plugging  biliary  canaiiculi  have  occurred  with  average  doses  of  Methyl  Testos- 
terone Thyroid  is  not  to  be  used  m heart  disease  and  hypertension. 

Warnings:  large  dosages  may  cause  anorena,  nausea,  vomiting  abdominal  pain,  diarrhea,  headache, 
dirtiness,  lethargy,  paresthesia,  skm  eruptions,  loss  of  libido  in  males,  dysuria,  edema,  congestive  heart 
failure  and  mammary  carcinoma  m males 

Precautions:  If  hypothyroidism  is  accompanied  by  adrenal  insufficiency  the  latter  must  be  corrected  prior 
to  and  during  thyroid  administration. 

Adverse  Reactions:  Since  Androgens,  in  general,  tend  to  promote  retention  of  sodium  and  water,  patients 
receiving  Methyl  Testosterone,  in  particular  elderly  patients,  should  be  observed  for  edema. 

Hypercalcemia  may  occur,  particularly  in  immobilized  patients,  use  of  Testosterone  should  be  discontinued 
as  soon  as  hypercalcemia  is  detected. 

Reference*:  1.  Monteseno.  P , end  Evangelista.  I.  Methyltestosterone-thyroid  treatment  of  sekual 
impotence  Clin  Med  12  69.  1966.  2.  Dublin.  M.  F.  Treatment  of  impotence  with  methyltestosterone- 
thyroid  compound  West  Med  5 67.  1964  3.  Tifeff,  A.  S.  Methyltestosterone-thyroid  in  treating  impotence. 
Gen  Prac  2S  6.  1962  4 Heilman,  L.  Bradlow,  H.  L..  Zumoff,  B.,  Fuhushima,  D K.,and  Gallagher,  T.  F. 
Thyroid-androgen  interrelations  and  the  hypocholesteremic  effect  of  androsterone.  J Clin  Endocr  19  936, 
1959  5.  Farris.  E.  J..  and  Cotton,  S W.  Effects  of  L thyroime  and  liothyronine  on  spermatogenesis. 
} Urol  79  863.  1956  6.  Osol.  A . and  Farrar,  C.  E.  United  States  Dispensatory  (ed  25).  lippmcott,  Phila- 
delphia. 1955.  p 1432  7.  Wershub,  L.  P.  Sexual  Impotence  in  the  Male.  Thomas,  Springfield, 

III.,  1959.  pp  79-99. 


Write  tor  literature  and  samples:  THE  BROWN  PHARMACEUTICAL  CO.,  INC.  2500  West  6th  Street,  Los  Angeles,  California  90057 


How  strong 
must  a tranquilizer  be 
for  severe  anxiety? 

As  strong  as  Librium  25  mg 

(chlordiazepoxide  HCI) 

The  achievement  of  desired  therapeutic 
results  is  often  a function  of  the  dosage 
strength  as  well  as  the  drug’s  intrinsic  action.  Thus,  when 
anxiety  is  severe,  the  25-mg  strength  of  Librium  fre- 
quently provides  the  necessary  antianxiety  action  with  a 
minimum  of  unwanted  adverse  reactions.  Librium  25  mg 
is  a convenient  dosage  form  for  the  relief  of  severe, 
incapacitating  anxiety,  specifically  formulated  to  supple- 
ment your  counsel  and  reassurance. 

Benefits -to-risks  ratio 
permits  higher  dosage 

For  over  1 3 years, 

Librium  has  been  recog- 
nized for  its  excellent 
bcnefits-to-risks  ratio,  an 

asset  in  the  higher'  dosage  ranges  its  in  more  common  clini- 
cal applications.  Thus,  the  frequency  of  dosage  with 
Librium  25  mg  can  be  flexibly  adjusted  to  the  needs  and 
response  of  the  individual  patient,  up  to  100  mg  daily  if 
required.  Total  daily  dosage  for  the  elderly  and 
debilitated  should  not  exceed  20  mg.  When  severe 
anxiety  has  been  reduced.  Librium  dosage  should  be 
correspondingly  reduced  or  discontinued  entirely. 

basic  support 
in  severe  anxiety 

Librium  25  mg 

(chlordiazepoxide  HCI) 

1 capsule  t.i.d./q.i.d. 

Roche  Laboratories 
Division  of  Hoffmann-La  Roche  Inc 
Nulley,  N J 07110 


Before  p*escribing,  please  consult  com-l 
plete  product  information,  a summary  of  » 
which  follows; 

Indications:  Relief  of  anxiety  and  tension 
occurring  alone  or  accompanying  various  disc*ase 
states. 

Contraindications:  Patients  with  known  ' 
hypersensitivity  to  the  drug. 

Warnings:  Caution  patients  about  possible 
combined  effects  with  alcohol  and  other  CNS 
depressants.  As  with  all  CNS-acting  drugs,  cautiotl 
patients  against  hazardous  occupations  requiring  I 
complete  mental  alertness  (e.g.,  operating  machin- 
ery,  driving).  Though  physical  and  psychological 
dependence  have  rarely  been  reported  on  recom- 
mended doses,  use  caution  in  administering  to  , 
addiction-prone  individuals  or  those  who  might  I 
increase  dosage;  withdrawal  symptoms  (including 
convulsions),  following  discontinuation  of  the 
drug  and  similar  to  those  seen  with  barbiturates, 
have  been  reported.  Use  of  any  drug  in  pregnane 
lactation,  or  in  women  of  childbearing  age  require 
that  its  potential  benefits  be  weighed  against  its 
possible  hazards. 

Precautions:  In  the  elderly  and  debilitated] 
and  in  children  over  six,  limit  to  smallest  effec- 
tive dosage  (initially  10  mg  or  less  per  day)  to 
preclude  ataxia  or  oversedation,  increasing  gradu 
ally  as  needed  and  tolerated.  Not  recommended 
in  children  under  six.  Though  generally  not  rec- 
ommended, if  combination  therapy  with  other 
psychotropics  seems  indicated,  carefully  consider 
individual  pharmacologic  effects,  particularly  in 
use  of  potentiating  drugs  such  as  MAO  inhibitor 
and  phenothiazines.  Observe  usual  precautions  if 
presence  of  impaired  renal  or  hepatic  function. 
Paradoxical  reactions  ( e.g.,  excitement,  stimulation 
and  acute  rage)  have  been  reported  in  psychiatric 
patients  and  hyperactive  aggressive  children. 
Employ  usual  precautions  in  treatment  of  anxiet 
states  with  evidence  of  impending  depression; 
suicidal  tendencies  may  be  present  and  protectivt 
measures  necessary.  Variable  effects  on  blood 
coagulation  have  been  reported  very  rarely  in 
patients  receiving  the  drug  and  oral  anticoagu- 
lants; causal  relationship  has  not  been  establishe 
clinically. 

Adverse  Reactions:  Drowsiness,  ataxia  an 
confusion  may  occur,  especially  in  the  elderly  an< 
debilitated.  These  are  reversible  in  most  instance 
by  proper  dosage  adjustment,  but  are  also  occa- 
sionally observed  at  the  lower  dosage  ranges.  In  < 
few  instances  syncope  has  been  reported.  Also  en 
countered  are  isolated  instances  of  skin  eruption 
edema,  minor  menstrual  irregularities,  nausea  ai 
constipation,  extrapyramidal  symptoms,  increast 
and  decreased  libido— all  infrequent  and  general 
controlled  with  dosage  reduction;  changes  in  EE 
patterns  (low-voltage  fast  activity)  may  appear 
during  and  after  treatment;  blood  dyscrasias  (in- 
cluding agranulocytosis),  jaundice  and  hepatic 
dysfunction  have  been  reported  occasionally,  ma 
ing  periodic  blood  counts  and  liver  function  test 
advisable  during  protracted  therapy. 

Supplied:  Librium®  Capsules  containing 
5 mg,  10  mg  or  25  mg  chlordiazepoxide  HCI. 
Libritabs®  Tablets  containing  5 mg,  10  mg  or 
25  mg  chlordiazepoxide. 
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EverylxKly  experiences  psychic  tension. 


Most  people  can  handle  this  tension. 


• • • • i 

Some  people  develop  excessive  psychic  tension  and  need  your  counseling,  j 

t 


and  a fevv'  may  need  counseling 
and  the  psychotropic  action  of  Valium®  (diazepam). 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Tension  and  anxiety  states;  somatic  com- 
plaints which  are  concomitants  of  emotional  factors;  psycho- 
neurotic states  manifested  by  tension,  anxiety,  apprehension, 
fatigue,  depressive  symptoms  or  agitation;  symptomatic  relief 
of  acute  agitation,  tremor,  delirium  tremens  and  hallucinosis 


Before  deciding  to  make  Valium 
diazepam)  part  of  your  treatment 
)lan,  check  on  \\  hether  or  not  the 
latient  is  presently  taking  drugs 

1 *r  1 U • 1 T-t  A It  . due  to  acute  alcohol  withdrawal;  adiunctivelv  in  skeletal 

nd,  it  so,  what  his  response  has  RANCIS  A,  Cntuscle  spasm’  due  to  reflex  spasm  to  local  pathology,  spa 

«en.  Along  with  the  medical  and  RY  OF 

ocial  history,  this  information  can  ^ j ^ ■ 

lelp  you  determine  initial  dosage, 
he  possibility  of  side  effects  and 
he  ultimate  prospects  of  success 
ir  failure. 

While  Valium  can  be  a most 
lelpful  adjunct  to  your  counseling, 

: should  be  prescribed  only  as  long 
s excessive  psychic  tension  per- 
ists  and  should  be  discontinued 
rhen  you  decide  it  has  aeeom- 
ilishcd  its  therapeutic  task.  In 
'Cneral,  w hen  dosage  guidelines 
re  follow  ed.  Valium  is  w ell 
olerated  (see  Dosage),  f or  con- 
enience  it  is  available  in  2-mg,  5-mg 
nd  lo-mg  tablets. 

Drowsiness,  fatigue  and  ataxia 
lave  been  the  most  commonly  re- 
ported side  effects. 

I Until  response  is  determined, 
latients  receiving  Valium  should 
»e  cautioned  against  engaging  in 
azardous  occupations  recjuiring 
omplete  mental  alertness,  such 
s driving  or  operating  machinery. 


Contraindicated:  Known  hypersensitivity  to  the  drug. 
Children  under  6 months  of  age.  Acute  narrow  angle  glau- 
* U'v  i (5  /obma;  may  be  used  in  patients  v^  ith  open  angle  glaucoma  who 
are  receiving  appropriate  therapy. 

Warnings:  Not  of  value  in  psychotic  patients.  Caution 
against  hazardous  occupations  requiring  complete  mental 
alertness.  When  used  adjunctively  in  convulsive  disorders, 
possibility  of  increase  in  frequency  and/or  severity  of  grand 
mal  seizures  mav  retjuire  increased  dosage  of  standard  anti- 
convulsant medication;  abrupt  withdrawal  may  be  associated 
with  temporary  increase  in  frequency  and/or  severity  of 
seizures.  Advise  against  simultaneous  ingestion  of  alcohol  and 
other  CNS  depressants.  Withdrawal  symptoms  (similar  to 
those  with  barbiturates  and  alcohol)  have  occurred  following 
abrupt  discontinuance  (convulsions,  tremor,  abdominal  and 
muscle  cramps,  vomiting  and  sweating).  Keep  addiction-prone 
individuals  under  careful  surveillance  because  of  their  pre- 
disposition to  habituation  and  dependence.  In  pregnancy, 
lactation  or  women  of  childbearing  age,  weigh  potential 
benefit  against  possible  hazard. 

Precautions:  If  combined  with  other  psychotropics  or 
anticonvulsants,  consider  carefully  pharmacology  of  agents 
employed;  drugs  such  as  phenothiazines,  narcotics,  barbi- 
turates, .M.AO  inhibitors  and  other  antidepressants  may  poten- 
tiate its  action.  Usual  precautions  indicated  in  patients 
severely  depressed,  or  with  latent  depression,  or  with  suicidal 
tendencies.  Observe  usual  precautions  in  imriaired  renal  or 
hepatic  function.  Limit  dosage  to  smallest  effective  amount  in 
elucrh’  and  debilitated  to  preclude  ataxia  or  oversedation. 

Side  Effects:  Drowsiness,  confusion,  diplopia,  hypoten- 
sion, changes  in  libido,  nausea,  fatigue,  depression,  dysarthria, 
jaundice,  ^in  rash,  ataxia,  constipation,  headache,  incon- 
tinence, changes  in  salivation,  slurred  speech,  tremor,  vertigo, 
urinary  retention,  blurred  vision.  Paratloxical  reactions  such 
as  acute  hyperexcited  states,  anxiety,  hallucinations,  increased 
muscle  spasticity,  insomnia,  rage,  sleep  disturbances,  stimula- 
tion have  been  reported;  should  these  occur,  discontinue  drug. 


counts  an 
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;er  function  tests  advisable  during  long-term 


ROCHE 


Roche  Laboralorles 
► Division  of  Hoffmann-La  Roche  Inc. 
Nutley,  N J 07110 


Isolated  reports  of  neutropenia,  jaundice;  periodic  blood 
a live 
T>- 

Dosage:  Indivitlualize  for  maximum  beneficial  effect. 
Adults:  Lension,  anxiet\’  and  psychoneurotic  states,  2 to  10  mg 
b.i.d.  to  q.i.d.;  alcoholism,  10  mg  t.i.d.  or  q.i.d.  in  first  24  hours, 
then  5 mg  t.i.d.  or  q.i.d.  as  neecied;  adjunctively  in  skeletal 
muscle  spasm,  2 to  10  mg  t.i.d.  or  cpi.d.;  adjunctively  in 
convulsive  disorders,  2 to  10  mg  b.i.d.  to  q.i.d.  Geriatric  or 
debilitated  patients:  2 to  2V2  mg,  1 or  2 times  daily  initially, 
increasing  as  needed  and  tolerated.  (See  Precautions.)  Children: 
I to  2V2  mg  t.i.d.  or  q.i.d.  initially,  increasing  as  needed  and 
tolerated  (not  for  use  under  6 months). 

Supplied:  Valium®  (diazepam)  Lablets,  2 mg,  5 mg  and 
10  rng;  bottles  of  100  and  500.  All  strengths  also  availame  in 
lel-E-Dose®  packages  of  1000. 


Wiunt 

(diazepam) 

To  help  you  manage  excessive  psychic  tension 
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Following  are  names  of  new  members  of  the 
Ohio  State  Medical  Association  certified  to  the 
headquarters  office  during  July.  List  shows  name 
of  physician,  county,  and  city  in  which  he  is 
practicing,  or  in  which  he  is  taking  postgraduate 
work. 


ADAMS 

Bruce  M.  Ashley 
Blue  Creek 

CLARK 

D.  Preston  Figge 
Springfield 

CUYAHOGA 

Khaled  Chaouki 
Cleveland 

ERIE 

Edward  C.  Meisler 
Sandusky 

LAKE 

John  H.  Paul 
Cleveland 

LAWRENCE  (Ironton) 

Portia  Vera  C.  Canos 

Rodolfo  J.  Canos 

David  A.  Pack 

LUCAS 

Thomas  G.  Kirkhope 
Toledo 


George  D.  Ludwig 
Toledo 

MAHONING 

(Youngstown) 
Lorenzo  M.  Farolan 
Reese  E.  James 
Nora  S.  M.  Natividad 
Gopal  J.  Nigam 
Josef  R.  Smith 

MARION  (Marion) 
Edward  L.  Charnock 
Hanwon  Cho 
James  S.  Hering 
Ernest  W.  Hetrick 
Geoffrey  H.  Wilson 
Escarlito  U.  Sevilla 

MEDINA 
Lily  A.  See 
Medina 

MONTGOMERY 

Ceferino  J.  Cata-Lage 
Dayton 

TRUMBULL 

Kmalakama  Reddy 
W arren 


Cincinnati  Medical  College 
Continues  Expansion 

September  17  convocation  ceremonies  for  the 
opening  of  the  154-year-old  College  of  Medicine 
of  the  University  of  Cincinnati  also  marks  the  first 
day  of  classes  for  120  incoming  freshmen.  It  is  the 
last  year  for  that  number,  since  in  September, 
1974,  the  first-year  class  is  scheduled  for  an  in- 
crease of  192  men  and  women. 

The  increase  will  be  made  possible  by  greatly 
expanded  facilities  designed  into  a new  college 
headquarters,  now  nearing  completion  for  occu- 
pancy early  in  1974.  The  Medical  Sciences 
Building  is  being  constructed  on  the  grounds  of 
Cincinnati  General  Hospital.  Both  college  and  hos- 
pital are  major  units  in  the  UC  Medical  Center. 

For  a number  of  years  the  college  has  worked 
toward  expanding  numbers  of  doctors  in  training. 
By  1972  enrollment  per  class  had  been  pushed  to 
120,  the  maximum  possible  in  present  quarters. 
Foreseeing  the  possibility  of  admitting  more  in 
larger  facilities,  the  college  planned  and  obtained 
support  for  the  new  $50.7  million  Medical  Sciences 
Building.  The  State  of  Ohio  has  granted  for  the 
project  $17  million — UC,  $1.4  million,  and  the 
Nil  I Bureau  of  Health  Professional  Education 
and  Manpower  Training,  $32.3  million.  (The 
latter  is  reportedly  the  largest  construction  grant 
ever  given  for  medical  education  by  the  federal 
government ) . 

At  the  June  3,  1973  commencement  cere- 
monies, 110  seniors  received  doctor  of  medicine 
degrees.  .V  few  hours  earlier  at  their  honors  day 
observance,  they  were  addressed  by  Dr.  Charles 
A.  Floffman,  of  Huntington,  W.  Va.,  a UC  medi- 
cal graduate  who  was  completing  his  year’s  service 
as  President  of  the  American  Medical  Association. 

Dr.  Robert  S.  Daniels  is  interim  dean  of  the 
College  of  Medicine.  Dr.  Edward  A.  Gall  is  vice- 
president  of  UC  and  Director  of  the  Medical 
Center. 
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President 

MEMBER:  American  Hosoital  Association  — National  Association  of  Private  Psychiatric  Hospitals 


GUY  H.  WILLIAMS,  Jr.,  M.D 
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Lima  Physician  Is  Installed  as  President  of 
Ohio  Academy  of  Family  Physicians 


David  A.  Barr,  M.D.,  Lima,  was  installed  as 
tlie  26th  President  of  the  Ohio  Academy  of  Family 
Physicians  on  August  3 at  the  Columbus  meeting. 
He  succeeds  Harry  A.  Killian,  M.D.,  of  Wil- 
loughby. 

The  statewide  1700  member  family  phy'sician 
organization  held  its  annual  scientific  assembly  at 
the  Sheraton-Columbus  Hotel.  Governor  John  J. 
Gilligan  had  previously  proclaimed  the  week  of 
the  meeting  as  Family  Physician  Week. 

Otlier  new  officers  installed  were  Drs.  Carl  E. 
Spragg,  New  Concord,  as  President-Elect;  James 
C.  Good,  Columbus,  as  ^’ice-President;  Lauren  M. 
Brown,  Akron,  as  Treasurer;  Robert  L.  Reinhart, 
Columbus,  as  Speaker  of  House;  .\ndreas  S.  Ahbel, 
Canton,  as  \hce-Speaker  of  House;  B.  Leslie  Huff- 
man Jr.,  Maumee,  as  national  delegate;  and  H. 
Judson  Reamy,  Dover,  as  national  alternate. 

Newly  elected  directors  are  Drs.  Kenneth  A. 
Frederick,  Cincinnati;  Glen  F.  Aukerman,  Jackson 
Center;  Melvin  Eckhouse,  Maple  Heights;  A.  John 
Antalis,  Powhatan  Point;  Robert  R.  Johnson,  Co- 
shocton; Richard  L.  Counts,  Chillicothe  and  James 
B.  Patterson,  Lorain. 

During  the  Annual  Bancjuet,  David  L.  Steiner, 
M.D.,  Lima,  was  selected  as  the  Thomas  Rardin 
“GP  of  the  Year”  for  his  dedication  and  service  to 
his  community  and  his  diligent  pursuit  of  the  prin- 


ciples of  family  practice.  Dr.  John  C.  AVillke,  Cin- 
cinnati, was  given  a special  award  for  service  in 
family  life  education.  Nine  members,  who  each 
have  fifty  )ears  in  medicine  were  honored.  These 
are  Drs.  Gordon  L.  Erbaugh,  Dayton;  Norman 
E.  Fisher,  Toledo;  Bernard  J.  Goldfarb,  Cleveland; 
Sydney  N.  Lord,  Somerset;  William  B.  Malloy, 
Massillon;  Howard  R.  Mitchell  Sr.,  Columbus; 
Leo  E.  Stenger,  Lancaster,  George  R.  Wellwood, 
Barberton  and  William  T.  Wilkins,  Piqua. 

Executive  offices  of  the  OAFP  are  at  4075 
N.  High  Street,  Columbus  43214. 


An  advanced  continuing  education  workshop 
in  “Plastic  Surgery  of  the  Nose:  Rhinoplasty  and 
Reconstruction”  will  be  held  September  29-Octo- 
ber  3 at  the  University  of  Illinois  Medical  Center, 
Chicago.  The  course  is  jointly  sponsored  by  the 
University’s  Department  of  Otolaryngology',  the 
American  Academy  of  Facial  Plastic  and  Recon- 
structive Surgery,  and  Saint  Joseph  Hospital.  Con- 
tact M.  Eugene  Tardy,  Jr.,  M.D.,  Course  Director, 
Eye  and  Ear  Infirmary,  1855  Wv  Taylor  Street, 
Chicago,  Illinois  60612. 
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Bobo’s  back  at  the  big  top 

After  a rheumatoid  arthritic  fiare-up. 


Note:  This  drug  is  not  a simple  analgesic  Do 

Ijilnister  casually  Carefully  evaluate  patients  be- 
|rting  treatment  and  keep  them  under  close  su- 
it n Obtain  a detailed  history,  and  complete 
1 1 and  laboratory  examination  (complete  hemo- 
1 rinalysis,  etc  ) before  prescribing  and  at  fre- 

ttervals  thereafter  Carefully  select  patients. 

those  responsive  to  routine  measures,  contra- 
lid  patients  or  those  who  cannot  be  observed  fre- 
I Warn  patients  not  to  exceed  recommended 
^ Short-term  relief  of  severe  symptoms  with  the 
■ possible  dosage  is  the  goal  of  therapy  Dosage 
Be  taken  with  meals  or  a full  glass  of  milk  Sub- 
Ilka  capsules  for  tablets  if  dyspeptic  symptoms 
II  ’atients  should  discontinue  the  drug  and  report 
4 itely  any  sign  of  fever,  sore  throat,  oral  lesions 
I jms  of  blood  dyscrasia),  dyspepsia,  epigastric 
. mptoms  of  anemia,  black  or  tarry  stools  or  other 
;e  of  intestinal  ulceration  or  hemorrhage,  skin  re- 
significant  weight  gain  or  edema  A one-week 
rod  IS  adequate  Discontinue  in  the  absence  of  a 
lie  response  Restrict  treatment  periods  to  one 
patients  over  sixty 

Sorts  Acute  gouty  arthritis,  rheumatoid  arthritis, 
iljtoid  spondylitis 

dications  Children  14  years  or  less,  senile  pa- 
iistory  or  symptoms  of  G I inflammation  or  ul- 
ncluding  severe,  recurrent  or  persistent  dys- 
history  or  presence  of  drug  allergy,  blood 
las,  renal,  hepatic  or  cardiac  dysfunction,  hy- 
lion,  thyroid  disease,  systemic  edema, 

I tis  and  salivary  gland  enlargement  due  to  the 
I olymyalgia  rheumatica  and  temporal  arteritis, 
i ; receiving  other  potent  chemotherapeutic 
I or  long-term  anticoagulant  therapy 
f ys  Age,  weight,  dosage,  duration  of  therapy,  ex- 
1 of  concomitant  diseases,  and  concurrent  potent 
herapy  affect  incidence  of  toxic  reactions  Care- 
truct  and  observe  the  individual  patient,  espe- 
e aging  (forty  years  and  over)  who  have 
id  susceptibility  to  the  toxicity  of  the  drug  Use 
iffective  dosage  Weigh  initially  unpredictable 
against  potential  risk  of  severe,  even  fatal,  re- 
The  disease  condition  itself  is  unaltered  by  the 
>e  with  caution  in  first  trimester  of  pregnancy 


Butazoiidin  aika  Geigy 

Each  capsule  contains 

100  mg  phenylbutazone  USP 

100  mg  dried  aluminum  hydroxide  gel  USP 

150  mg  magnesium  trisilicate  USP 

If  it  doesn’t  work  in  a week,  forget  it. 

and  in  nursing  mothers  Drug  may  appear  in  cord  blood 
and  breast  milk  Serious,  even  fatal,  blood  dyscrasias. 
including  aplastic  anemia,  may  occur  suddenly  despite 
regular  hemograms,  and  may  become  manifest  days  or 
weeks  after  cessation  of  drug  Any  significant  change 
in  total  white  count,  relative  decrease  in  granulocytes, 
appearance  of  immature  forms,  or  fall  in  hematocrit 
should  signal  immediate  cessation  of  therapy  and  com- 
plete hematologic  investigation  Unexplained  bleeding 
involving  CNS,  adrenals,  and  G I tract  has  occurred 
The  drug  may  potentiate  action  of  insulin,  sulfonylurea, 
and  sulfonamide-type  agents  Carefully  observe  patients 
taking  these  agents  Nontoxic  and  toxic  goiters  and 
myxedema  have  been  reported  (the  drug  reduces  iodine 
uptake  by  the  thyroid)  Blurred  vision  can  be  a signifi- 
cant toxic  symptom  worthy  of  a complete  ophthalmo- 
logical  examination  Swelling  of  ankles  or  face  in  patients 
under  sixty  may  be  prevented  by  reducing  dosage  If 
edema  occurs  in  patients  over  sixty,  discontinue  drug 
Precautions  The  following  should  be  accomplished  at 
regular  intervals  Careful  detailed  history  for  disease 
being  treated  and  detection  of  earliest  signs  of  adverse 
reactions,  complete  physical  examination  including 
check  of  patient's  weight,  complete  weekly  (especially 
for  the  aging)  or  an  every  two  week  blood  check,  perti- 
nent laboratory  studies  Caution  patients  about  partic- 
ipating in  activity  requiring  alertness  and  coordination, 
as  driving  a car.  etc  Cases  of  leukemia  have  been  re- 
ported m patients  with  a history  of  short-  and  long-term 
therapy  The  majority  of  these  patients  were  over  forty 
Remember  that  arthntic-type  pains  can  be  the  present- 
ing symptom  of  leukemia 

Adverse  Reactions  This  is  a potent  drug,  its  misuse  can 
lead  to  serious  results  Review  detailed  information  be- 
fore beginning  therapy  Ulcerative  esophagitis,  acute 


and  reactivated  gastric  and  duodenal  ulcer  with  per- 
foration and  hemorrhage,  ulceration  and  perforation  of 
large  bowel,  occult  G I bleeding  with  anemia,  gastritis, 
epigastric  pain,  hematemesis,  dyspepsia,  nausea,  vomit- 
ing and  diarrhea,  abdominal  distention,  agranulocytosis, 
aplastic  anemia,  hemolytic  anemia,  anemia  due  to  blood 
loss  including  occult  G I bleeding,  thrombocytopenia, 
pancytopenia,  leukemia,  leukopenia,  bone  marrow  de- 
pression, sodium  and  chloride  retention,  water  reten- 
tion and  edema,  plasma  dilution,  respiratory  alkalosis, 
metabolic  acidosis,  fatal  and  nonfatal  hepatitis  (choles- 
tasis may  or  may  not  be  prominent),  petechiae,  purpura 
without  thrombocytopenia,  toxic  pruritus,  erythema 
nodosum,  erythema  multiforme.  Stevens-Johnson  syn- 
drome. Lyell's  syndrome  (toxic  necrotizing  epidermol- 
ysis). exfoliative  dermatitis,  serum  sickness, 
hypersensitivity  angiitis  (polyarteritis),  anaphylactic 
shock,  urticaria,  arthralgia,  fever,  rashes  (all  allergic  re- 
actions require  prompt  and  permanent  withdrawal  of 
the  drug),  proteinuria,  hematuria,  oliguria,  anuria,  renal 
failure  with  azotemia,  glomerulonephritis,  acute  tubular 
necrosis,  nephrotic  syndrome,  bilateral  renal  cortical 
necrosis,  renal  stones,  ureteral  obstruction  with  uric 
acid  crystals  due  to  uricosuric  action  of  drug,  impaired 
renal  function,  cardiac  decompensation,  hypertension, 
pericarditis,  diffuse  interstitial  myocarditis  with  muscle 
necrosis,  perivascular  granulomata,  aggravation  of 
temporal  arteritis  in  patients  with  polymyalgia  rheumat- 
ica. optic  neuritis,  blurred  vision,  retinal  hemorrhage, 
toxic  amblyopia,  retinal  detachment,  hearing  loss,  hy- 
perglycemia. thyroid  hyperplasia,  toxic  goiter,  associa- 
tion of  hyperthyroidism  and  hypothyroidism  (causal 
relationship  not  established),  agitation,  confusional 
states,  lethargy,  CNS  reactions  associated  with  over- 
dosage.  including  convulsions,  euphoria,  psychosis,  de- 
pression, headaches,  hallucinations,  giddiness,  vertigo, 
coma,  hyperventilation,  insomnia;  ulcerative  stomatitis, 
salivary  gland  enlargement  (B)98-146-07OH(10/71 ) 

For  complete  details,  including  dosage,  please  see  full 
prescribing  information 

GEIGY  Pharmaceuticals 

Division  of  CIBA-GEIGY  Corporation 

Ardsley,  New  York  10502 
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More  than  sleep, 

your  choice  of  sleep  medication 
is  wisely  based  on  more  than 
sleep-induoing  potential 


sleep  with 


Chronic  tolerance  studies  have  confirmed  the  relative  safety  of  Dal 
I I , f I (flurazepam  HCI);  no  depression  of  cardiac  or  respiratory  fun 

S3T0TV  was  noted  in  patientsadministered  recommended  or  higherd 
^ for  as  long  as  90  consecutive  nights. 

In  most  instances  when  adverse  reactions  were  reported,  they  were  mild,  infrequent  and  seldoi 
quired  discontinuance  of  therapy.  Morning  "hang-over"  with  Dalmane  has  been  relatively  infrequent, 
ness,  drowsiness,  lightheadedness  and  the  like 


have  been  the  side  effects  noted  most  frequently, 
particularly  in  the  elderly  and  debilitated.  [An 
initial  dose  of  Dalmane  15  mg  should  be  pre- 
scribed for  these  patients.) 


sleep  for  7 to  8 hou 
without  need  to 


repeat  dosage  No  sleep 

cation  has  been  as  rigorously  evaluated  in  the  sleep  research  laboratory  as  Dalmane.  Insomnia  pc 
given  one  30-mg  capsule  of  Dalmane  at  bedtime,  on  average:  fell  asleep  within  1 7 minutes,  had  fewer 
time  awakenings,  spent  less  time  awake  after  sleep  onset,  and  slept  for  7 to  8 hours  with  no  need  to  r 
dosage  during  the  night. 


Dalmane  has  been  shown  to  be  con- 
- . , sistently  effective  even  during  con- 

nSISlGnCV  nights  of  administration, 

^ with  no  need  to  increase  dosage, 
almane  [flurazepam  HCI]  is  a distinctive  sleep  medication -a 
diazepine  specifically  indicated  for  insomnia.  It  is  not  a bar- 
e or  methaqualone,  nor  is  it  related  chemically  to  any  other 
3le  hypnotic. 

hen  your  evaluation  of  insomnia  indicates  the  need  for  a sleep 
ation,  consider  Dalmane-a  single  entity  nonnarcotic,  non- 
jrate  agent  proved  effective  and  relatively  safe  for  relief  of 
nia. 


ep  with 


DALMANE 

(flurazepam  HCI) 

When  restful  sleep 
is  indicated 

One  30-mg  capsule  /7.s.  —usual  adult  dosage 
( 15  mg  may  suffice  in  some  patients) 

One  15-mg  capsule  h.s.  —initial  dosage  for  elderly  or 
debilitated  patients. 


Before  prescribing  Dalmane  (flurazepam 
HCI),  please  consult  Complete  Product 
Information,  a summary  of  which  follows: 

Indications:  Effective  in  all  types  of  insomnia 
characterized  by  difficulty  in  falling  asleep, 
frequent  nocturnal  awakenings  and/or  early 
morning  awakening,  in  patients  with  recurring 
insomnia  or  poor  sleeping  habits,  and  in  acute 
or  chronic  medical  situations  requiring  restful 
sleep.  Since  insomnia  is  often  transient  and 
intermittent,  prolonged  administration  is 
generally  not  necessary  or  recommended 

Contraindications:  Known  hypersensitivity  to 
flurazepam  HCI. 

Warnings:  Caution  patients  about  possible 
combined  effects  with  alcohol  and  other  CNS 
depressants  Caution  against  hazardous  oc- 
cupations requiring  complete  mental  alertness 
(eg.,  operating  machinery,  driving)  Use  in 
women  who  are  or  may  become  pregnant 
only  when  potential  benefits  have  been 
weighed  against  possible  hazards  Not 
recommended  for  use  in  persons  under  15 
years  of  age  Though  physical  and  psycho- 
logical dependence  have  not  been  reported 
on  recommended  doses,  use  caution  in 
administering  to  addiction-prone  individuals 
or  those  who  might  increase  dosage 

Precautions:  In  elderly  and  debilitated,  initial 
dosage  should  be  limited  to  15  mg  to  preclude 
oversedation,  dizziness  and/or  ataxia  If 
combined  with  other  drugs  having  hypnotic 
or  CNS-depressant  effects,  consider  potential 
additive  effects  Employ  usual  precautions 
in  patients  who  are  severely  depressed,  or 
with  latent  depression  or  suicidal  tendencies. 
Periodic  blood  counts  and  liver  and  kidney 
function  tests  are  advised  during  repeated 
therapy.  Observe  usual  precautions  in 
presence  of  impaired  renal  or  hepatic  function. 

Adverse  Reactions:  Dizziness,  drowsiness, 
lightheadedness,  staggering,  ataxia  and 
falling  have  occurred,  particularly  in  elderly 
or  debilitated  patients.  Severe  sedation, 
lethargy,  disorientation  and  coma,  probably 
indicative  of  drug  intolerance  or  overdosage, 
have  been  reported  Also  reported  were 
headache,  heartburn,  upset  stomach,  nausea, 
vomiting,  diarrhea,  constipation,  Gl  pain, 
nervousness,  talkativeness,  apprehension, 
irritability,  weakness,  palpitations,  chest  pains, 
body  and  joint  pains  and  GU  complaints 
There  have  also  been  rare  occurrences  of 
sweating,  flushes,  difficulty  in  focusing, 
blurred  vision,  burning  eyes,  faintness, 
hypotension,  shortness  of  breath,  pruritus, 
skin  rash,  dry  mouth,  bitter  taste,  excessive 
salivation,  anorexia,  euphoria,  depression, 
slurred  speech,  confusion,  restlessness, 
hallucinations,  and  elevated  SGOT,  SGPT, 
total  and  direct  bilirubins  and  alkaline 
phosphatase  Paradoxical  reactions,  e g , 
excitement,  stimulation  and  hyperactivity, 
have  also  been  reported  in  rare  instances. 

Dosage:  Individualize  for  maximum  beneficial 
e\iect.  Adults:  30  mg  usual  dosage,  15  mg  may 
suffice  in  some  patients  Elderly  or  debilitated 
patients:  15  mg  initially  until  response  is 
determined 

Supplied:  Capsules  containing  15  mg  or 
30  mg  flurazepam  HCI 


ROCHE  LABORATORIES 
Div.,  Hoffmann-La  Roche  Inc. 
Nutley,  New  Jersey  07110 


A topical  steroid 
that  has  dinicalfy 
pcceeded 

in  stiufy...after  study. ..after  study 


Excellent/sood  results 


brand  of 

betamethasone 
valerate  (0.1%) 

Cream/Ointment 


Plus  economy  B.id.  dosage  often  found  effective) 
Available  in  5, 15,  and  45  Gm.  tubes. 


in  contact  dermatitis 

(81  of  84  patients)^ 


CXINICAL  CONSIDERAnONS: 

Description  VALISONE  products  contain 
betamethasone  valerate  (g-fluoro-i  , 17,21- 
trihydroxy-i6j-methylpregna-i,4-diene-3,2o- 
dione  17-valerate).  Each  gram  of  VALISONE 
Cream  0.1%  contains  1.2  mg.  betamethasone 
valerate  (equivalent  to  i.o  mg.  betamethasone) 
in  a soft,  white,  hydrophilic  cream  of  watei; 
mineral  oil,  petrolatum,  polyethylene  glycol  looc 
monocetyl  ethei;  cetostearyl  alcohol,  monobasic 
sodium  phosphate,  and  phosphoric  acid;  4- 
chloro-m-cresol  is  present  as  a preservative.  Eacl 
gram  of  VALISONE  Ointment  0.1%  contains 
1.2  mg.  betamethasone  valerate  (equivalent  to 
I.o  r^.  betamethasone)  in  an  ointment  base  of 
liquid  and  white  petrolatum,  and  hydrogenated 
lanolin.  VALISONE  Cream  and  Ointment 
contain  no  parabens. 

IiMlications  VALI SONE  Cream  and 
Ointment  are  indicated  for  the  relief  of  the 
inflammatory  manifestations  of  corticosteroid- 
responsive  dermatoses. 

Contraindications  VALI  SONE  Cream  and 
Ointment  are  contraindicated  in  vaccinia  and 
varicella.  Topical  steroids  are  contraindicated  in 
those  patients  with  a history  of  hypersensitivity 
to  any  of  the  components  of  the  preparation. 
Precautions  If  irritation  develops  with  the 
use  of  VALISONE  Cream  or  Ointment, 
treatment  should  be  discontinued  and 
appropriate  therapy  instituted.  In  the 
presence  of  an  infection,  the  use  of  an  appro- 
priate antifungal  or  antibaaerial  agent  should  be 
instimted.  If  a favorable  response  does  not 
occur  promptly,  the  corticosteroid  should  be 
discontinued  until  the  infection  has  been  ade- 
quately controUed.  If  extensive  areas  are  treated 
or  if  the  occlusive  technique  is  used,  the  pos- 
sibility exists  of  increased  systemic  absorption  of  1 
the  corticosteroid  and  suitable  precautions  shoulc  | 
be  taken.  Although  topical  steroids  have  not 
been  reported  to  have  an  adverse  effea  on  preg- 
nancy, the  safety  of  their  use  in  pregnant  females 
has  not  been  absolutely  established.  Therefore, 
they  should  not  be  used  extensively  in  pregnant 
patients,  in  large  amounts,  or  for  prolonged 
periods  of  time.  VALISONE  Cream  and  Oint- 
ment are  not  for  ophthalmic  use. 

Adverse  Reactions  The  following  local 
adverse  reactions  have  been  reported  with 
topical  corticosteroids:  burning,  itching, 
irritation,  dryness,  folliculitis,  hypertrichosis, 
acneform  eruptions,  and  hypopigmentation.  The 
following  may  occur  more  frequendy  with 
occlusive  dressings  than  without  such  therapy: 
maceradon  of  the  skin,  secondary  infecdon, 
skin  atrophy,  striae,  and  miliaria. 

Dosage  and  Administration  Apply  a thin 
film  of  VALI  SONE  Cream  or  Ointment  to  the 
affeaed  skin  areas  one  to  three  dmes  a day. 

Qinical  studies  of  VALISONE  have  indicated 
that  dosage  only  once  or  twice  a day  is  often 
feasible  and  effeedve.  AUGUST  1972 
For  more  complete  details,  consult  Schering 
literature  available  from  your  Schering 
Representative  or  Professional  Services 
Department,  Schering  Corporatiem, 
Kei^worth,  New  Jersey  07033. 

References:  (1)  Files  of  Headquarters  Medical  Research 
Dtt'ision,  Schering  Corporation.  (2)  Carter,  V.  H.,  and 
Noojm,  R.  O.:  Curr.  Therap.  Res.  9.-25J,  1967.  (3)  Falk,  M.  S.: 

Cutis  1:788,  1966.  (4)  Goldblum,  R.  \)F. : Pennsylvania  Med. 

69:50,  1966.  (5)  Nierman,  M.  M.:J.  Indiana  M.  A.  10:1184, 

1966.  (6)  Zimmerman,  E.  H.iArch.  Dermat.  95:514,  1967. 
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ROCHE  announces 


BACTRIM 


Each  tablet  contains  80  mg  trimethoprim  and  400  mg  sulfamethoxazole. 


a new  type  of  antibacterial 
for  a two-pronged  attack 
against  chronic  urinary 
tract  infections  due  to 
susceptible  organisms 


Bactrim  is  highly  effective  in  the  treatment  of  these 
infections- primarily  pyelonephritis,  pyelitis  and  cystitis, 
when  due  to  susceptible  organisms  (usually  E.  coli, 
Klebsiella-Enterobacter,  Proteus  mirabilis,  and,  less 
frequently,  indole-positive  proteus  species).  This  efficacy 
is  related  to  the  unique  mode  of  action  against  bacteria 
(see  opposite  page),  an  action  that,  in  effect,  makes 
Bactrim  a new  type  of  antibacterial. 


Bactrim  significantly  superior 
to  constituents  in  patients  with 
obstructive  complications 


demonstrated  efficacy  which  is  superior  to  either  sulfa- 
methoxazole or  trimethoprim  alone  against  susceptible 
organisms.  In  addition,  in  vitro*  studies  have  shown  that 
bacterial  resistance  develops  more  slowly  with  Bactrim 
than  with  either  trimethoprim  or  sulfamethoxazole  alone. 


In  the  presence  of  obstructive  uropathy,  Bactrim  has 


*Please  note  that  clinical  conclusions  cannot  be  extrapo- 
lated from  in  vitro  studies. 


^terrupts  life  cycle  of  susceptible  bacteria 

I'/Que  mode  of  action  interrupts  the  life  cycle  at  two  important  points,  thereby  impeding 
I production  of  nucleic  acids  and  proteins  essential  to  these  bacteria.  These  consecutive 
hrruptions  occur  because  sulfamethoxazole  and  trimethoprim  resemble  naturally  existing 
pstrates.  By  competitive  replacement  of  these  substrates,  they  inhibit  further  synthesis. 

"BACTRIM 

Each  tablet  contains  80  mg  trimethoprim  and  400  mg  sulfamethoxazole. 

for  chronic  urinary  tract  infections 

Before  prescribing,  please  see  complete  product  information  on  last  page  of  advertisement. 


Excellent  clinical  response 
in  chronic 

urinary  tract  infections 

A multiclinic,  double-blind  study*  of  response  to  a 
ten-day  course  of  therapy  in  47lt  patients  with 
chronic  urinary  tract  infections  demonstrated  the 
superiority  of  Bactrim.  On  the  10th  day  after  initia- 
tion of  therapy,  91.7%  (of  168  patients)  showed 
significant  bacteriological  response  to  Bactrim 
compared  with  81.2%  (of  144  patients)  to  trimeth- 
oprim and  64.5%  (of  155  patients)  to  sulfameth- 
oxazole. In  patients  with  obstructive  complications, 
10th  day  response  was  94.8%  (of  97  patients)  to 
Bactrim,  72.9%  (of  85  patients)  to  trimethoprim 
and  58.5%  (of  94  patients)  to  sulfamethoxazole. 

Excellent  response 
maintained 

Bactrim  proved  equally  impressive  in  maintaining 
this  bacteriological  response.  In  the  above  study, 
after  ten-day  therapy  with  Bactrim,  68.4%  of  pa- 
tients with  chronic  urinary  tract  infections  main- 
tained response  for  up  to  42  consecutive  days, 
compared  with  59.7%  with  trimethoprim  and 
44.4%  with  sulfamethoxazole.  In  patients  with 
obstruction,  70.8%  of  those  on  Bactrim  maintained 
response  for  up  to  42  consecutive  days,  compared 


with  49.4%  on  trimethoprim  and  38.8%  on  sulfa- 
methoxazole. The  figures  are  particularly  remark- 
able  in  cases  with  urinary  obstruction -cases 
regarded  as  being  notoriously  difficult  to  treat.  i 


To  date,  low  incidence  of  !. 
significant  side  effects 

Although  Bactrim  demonstrated  impressive  clinica 
results,  it  is  important  to  note  that  the  incidence  of  «> 
clinically  significant  adverse  effects  was  low,  mainh|.' 
nausea  and/or  vomiting,  rash,  leukopenia,  SCOT  L 
increase  and  creatinine  increase. 


Bactrim  should  be  given  with  caution  to  patients 
with  impaired  renal  or  hepatic  function,  possible 
folate  deficiency  and  to  those  with  severe  allergy  o 
bronchial  asthma.  Adequate  fluid  intake  must  be 
maintained.  Complete  blood  counts,  urinalyses  wit 
careful  microscopic  examination,  and  renal  func- 
tion tests  should  be  performed  during  therapy. 

Currently,  the  increasing  frequency  of  resistant 
organisms  is  a limitation  of  the  usefulness  of 
all  antibacterial  agents,  especially  in  the  treatment 
of  chronic  and  recurrent  urinary  tract  infections. 


i 


If 


:ec 


Usual  adult  dosage:  two  tablets  every  twelve  hour:  i* 
for  10  to  14  days;  no  loading  dose  required.  j 

* Data  on  file,  Hoffmann-La  Roche  Inc.,  Nutley,  N.J.  07110  i 
1 4 patients  not  available  for  evaluation  at  day  10.  I « 
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BACTRIM 


Each  tablet  contains  80  mg  trimethoprim  and  400  mg  sulfamethoxazole. 
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for  chronic  urinary  tract  infections 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc 

Nutley,  N J 07110 
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Before  prescribing,  please  consult  complete  product  information  on  facing  page. 


ck>plete  Product  Information: 

Cicription:  Bactrim  is  a synthetic  antibacterial  combination  prod- 
l:,  available  in  scored  light-green  tablets,  each  containing  80  mg 
t Tiethoprim  and  400  mg  sulfamethoxazole. 

Imethoprim  is  2,4-diamino-5-(3,4,5-trimethoxybenzyl)  pyrimidine. 
I|S  a white  to  light-yellow,  odorless,  bitter  compound  with  a molec- 
L r weight  of  290.3. 

'Ifamethoxazole  is  A/'-(5-methyl-3-isoxazolyl)sulfanilamide.  It  is 
I almost  white  in  color,  odorless,  tasteless  compound  with  a mo- 
|i  ular  weight  of  253.28. 

:ions:  Microbiology:  Sulfamethoxazole  inhibits  bacterial  synthesis 
dihydrofolic  acid  by  competing  with  para-aminobenzoic  acid, 
methoprim  blocks  the  production  of  tetrahydrofolic  acid  from  di- 
drofolic  acid  by  binding  to  and  reversibly  inhibiting  the  required 
zyme,  dihydrofolate  reductase.  Thus,  Bactrim  blocks  two  con- 
;utive  steps  in  the  biosynthesis  of  nucleic  acids  and  proteins 
esential  to  many  bacteria. 

I vitro  studies  have  shown  that  bacterial  resistance  develops  more 
jiwly  with  Bactrim  than  with  trimethoprim  or  sulfamethoxazole 
i)ne. 

I vitro  serial  dilution  tests  have  shown  that  the  spectrum  of  anti- 
fcteriai  activity  of  Bactrim  includes  the  common  urinary  tract 
jthogens  with  the  exception  of  Pseudomonas  aeruginosa.  The  fol- 
■jving  organisms  are  usually  susceptible:  Escherichia  coli,  Kleb- 
^dla-Enterobacter,  Proteus  mirabilis  and  indole-positive  proteus 
jecies. 


Representative  Minimum  Inhibitory  Concentration  Values 

for  Bactrim-Susceptible  Organisms 

(MIC— mcg/ml) 

Trimeth- 

Sulfameth- 

oprim 

oxazole 

TMP/SMX  (1:20) 

acteria 

alone 

alone 

IMP 

SMX 

scherichia 

l^li 

0.05-1.5 

1.0  -245 

0.05-0.5 

0.95-  9.5 

'roteus  spp. 
idole  positive 

0.5  -5.0 

7.35  -300 

0.05-1.5 

0.95-28.5 

'roteus 

nirabilis 

lebsiella- 

0.6  -1.5 

7.35  - 30 

0.05-0.15 

0.95-  2.85 

nterobacter 

0.15-5.0 

0.735-245 

0.05-1.5 

0.95-28.5 

jman  Pharmacoiogy.  Bactrim  is  rapidly  absorbed  following  oral 
Iministration.  The  blood  levels  of  trimethoprim  and  sulfamethoxa- 
ile  are  similar  to  those  achieved  when  each  component  is  given 
one.  Peak  blood  levels  for  the  individual  components  occur  one 
four  hours  after  oral  administration.  The  half-lives  of  sulfameth- 
razole  and  trimethoprim,  10  and  16  hours  respectively,  are  rela- 
/ely  the  same  regardless  of  whether  these  compounds  are  admin- 

I'tered  as  individual  components  or  as  Bactrim.  Detectable 
nounts  of  trimethoprim  and  sulfamethoxazole  are  present  in  the 
ood  24  hours  after  drug  administration.  Free  sulfamethoxazole 
id  trimethoprim  blood  levels  are  proportionately  dose-dependent. 
1 repeated  administration,  the  steady-state  ratio  of  trimethoprim 
sulfamethoxazole  levels  in  the  blood  is  about  1:20. 
ulfamethoxazole  exists  in  the  blood  as  free,  conjugated  and  pro- 
;in-bound  forms;  trimethoprim  is  present  as  free,  protein-bound 
hd  metabolized  forms.  The  free  forms  are  considered  to  be  the 
lerapeutically  active  forms.  Approximately  44  percent  of  trimeth- 
prim  and  70  percent  of  sulfamethoxazole  are  protein-bound  in  the 
lood.  The  presence  of  10  mg  percent  sulfamethoxazole  in  plasma 
ecreases  the  protein  binding  of  trimethoprim  to  an  insignificant 
egree;  trimethoprim  does  not  influence  the  protein  binding  of 
ulfamethoxazole. 

Ixcretion  of  Bactrim  is  chiefly  by  the  kidneys  through  both  glomer- 
;lar  filtration  and  tubular  secretion.  Urine  concentrations  of  both 
iulfamethoxazole  and  trimethoprim  are  considerably  higher  than 
re  the  concentrations  in  the  blood.  When  administered  together 
s in  Bactrim,  neither  sulfamethoxazole  nor  trimethoprim  affects 
!he  urinary  excretion  pattern  of  the  other. 

ndications:  Chronic  urinary  tract  infections  (primarily  pyelonephri- 
is,  pyelitis  and  cystitis)  due  to  susceptible  organisms  (usually 
.'.  coli,  Klebsiella-Enterobacter,  Proteus  mirabilis,  and,  less  fre- 
(uently,  indole-positive  proteus  species). 

mportant  note;  Currently,  the  increasing  frequency  of  resistant  organ- 
sms  is  a limitation  of  the  usefulness  of  all  antibacterial  agents,  espe- 
:ially  in  the  treatment  of  chronic  and  recurrent  urinary  tract  infections. 
Contraindications:  Hypersensitivity  to  trimethoprim  or  sulfonamides, 
’regnancy  and  during  the  nursing  period  (see  Reproduction 
Jtudies). 

Varnings:  Deaths  associated  with  the  administration  of  sulfonamides 
lave  been  reported  from  hypersensitivity  reactions,  agranulocyto- 
sis, aplastic  anemia  and  other  blood  dyscrasias.  Experience  with 
rimethoprim  alone  is  much  more  limited,  but  it  has  been  reported 
o interfere  with  hematopoiesis  in  occasional  patients.  In  elderly 
latients  concurrently  receiving  certain  diuretics,  primarily  thia- 
:ides,  an  increased  incidence  of  thrombopenia  with  purpura  has 
leen  reported. 


The  presence  of  clinical  signs  such  as  sore  throat,  fever,  pallor, 
purpura  or  jaundice  may  be  early  indications  of  serious  blood  dis- 
orders. Complete  blood  counts  should  be  done  frequently  in  pa- 
tients receiving  Bactrim.  If  a significant  reduction  in  the  count  of 
any  formed  blood  element  is  noted,  Bactrim  should  be  discontinued. 
At  the  present  time,  there  is  insufficient  clinical  information  on  the 
use  of  Bactrim  in  infants  and  children  under  12  years  of  age  to 
recommend  its  use. 

Precautions:  Bactrim  should  be  given  with  caution  to  patients  with 
impaired  renal  or  hepatic  function,  to  those  with  possible  folate 
deficiency  and  to  those  with  severe  allergy  or  bronchial  asthma.  In 
glucose-6-phosphate  dehydrogenase-deficient  individuals,  hemoly- 
sis may  occur.  This  reaction  is  frequently  dose-related.  Adequate 
fluid  intake  must  be  maintained  in  order  to  prevent  crystalluria  and 
stone  formation.  Urinalyses  with  careful  microscopic  examination 
and  renal  function  tests  should  be  performed  during  therapy,  par- 
ticularly for  those  patients  with  impaired  renal  function. 

Adverse  Reactions:  For  completeness,  all  major  reactions  to  sul- 
fonamides and  to  trimethoprim  are  included  below,  even  though 
they  may  not  have  been  reported  with  Bactrim. 

Blood  dyscrasias:  Agranulocytosis,  aplastic  anemia,  megaloblastic 
anemia,  thrombopenia,  leukopenia,  hemolytic  anemia,  purpura, 
hypoprothrombinemia  and  methemoglobinemia. 

Allergic  reactions:  Erythema  multiforme,  Stevens-Johnson  syn- 
drome, generalized  skin  eruptions,  epidermal  necrolysis,  urticaria, 
serum  sickness,  pruritus,  exfoliative  dermatitis,  anaphylactoid  re- 
actions, periorbital  edema,  conjunctival  and  scleral  injection,  pho- 
tosensitization, arthralgia  and  allergic  myocarditis. 

Gastrointestinal  reactions:  Glossitis,  stomatitis,  nausea,  emesis, 
abdominal  pains,  hepatitis,  diarrhea  and  pancreatitis. 

C.N.S.  reactions:  Headache,  peripheral  neuritis,  mental  depression, 
convulsions,  ataxia,  hallucinations,  tinnitus,  vertigo,  insomnia,  ap- 
athy, fatigue,  muscle  weakness  and  nervousness. 

Miscellaneous  reactions:  Drug  fever,  chills,  and  toxic  nephrosis  with 
oliguria  and  anuria.  Periarteritis  nodosa  and  L.  E.  phenomenon 
have  occurred. 

The  sulfonamides  bear  certain  chemical  similarities  to  some  goitro- 
gens,  diuretics  (acetazolamide  and  the  thiazides)  and  oral  hypogly- 
cemic agents.  Goiter  production,  diuresis  and  hypoglycemia  have 
occurred  rarely  in  patients  receiving  sulfonamides.  Cross-sensitivity 
may  exist  with  these  agents.  Rats  appear  to  be  especially  suscepti- 
ble to  the  goitrogenic  effects  of  sulfonamides,  and  long-term  ad- 
ministration has  produced  thyroid  malignancies  in  the  species. 
Dosage  and  Administration:  Not  recommended  for  use  in  children 
under  12  years  of  age. 

The  usual  adult  dosage  is  two  tablets  every  12  hours  for  10  to  14 
days. 


For  patients  with  renal  impairment: 


Creatinine  Clearance 
(ml/  min) 

Recommended  Dosage 
Regimen 

Above  30 

Usual  standard  regimen 

15-30 

2 tablets  every  24  hours 

Below  15 

Use  not  recommended 

How  Supplied:  Tablets,  containing  80  mg  trimethoprim  and  400  mg 
sulfamethoxazole— bottles  of  100  and  500;  Tel-E-Dose®  packages 
of  1000;  Prescription  Paks  of  40,  available  singly  and  in  trays  of  10. 
Imprint  on  tablets:  ROCHE  50. 

Reproduction  Studies:  In  rats,  doses  of  533  mg/ kg  sulfamethoxazole 
or  200  mg/ kg  trimethoprim  produced  teratologicai  effects  mani- 
fested mainly  as  cleft  palates.  The  highest  dose  which  did  not  cause 
cleft  palates  in  rats  was  512  mg/ kg  sulfamethoxazole  or  192  mg/ kg 
trimethoprim  when  administered  separately.  In  two  studies  in  rats, 
no  teratology  was  observed  when  512  mg/ kg  of  sulfamethoxazole 
was  used  in  combination  with  128  mg/ kg  of  trimethoprim.  How- 
ever, in  one  study,  cleft  palates  were  observed  in  one  litter  out  of 
9 when  355  mg/ kg  of  sulfamethoxazole  was  used  in  combination 
with  88  mg/kg  of  trimethoprim. 

In  rabbits,  trimethoprim  administered  by  intubation  from  days  8 to 
16  of  pregnancy  at  dosages  up  to  500  mg/ kg  resulted  in  higher 
incidences  of  dead  and  resorbed  fetuses,  particularly  at  500  mg/  kg. 
However,  there  were  no  significant  drug-related  teratologicai  effects. 

BACTRIM 

Each  tablet  contains  80  mg  trimethoprim  and  400  mg  sulfamethoxazole. 

Roche  Laboratories 
Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  N J 07110 


Scioto  County  Announces 
PG  Courses  for  Oct.  1 1 

The  Scioto  County  Medical  Society  is  spon- 
soring its  fourth  annual  postgraduate  medical 
seminar  under  the  title  of  “Current  Therapy  IV — 
Supportive  Care,”  on  Thursday,  October  11,  be- 
ginning at  1:00  pm.  and  ending  with  a banquet 
and  memorial  lecture. 

Following  is  a summary  of  the  program.  Ad- 
ditional information  may  be  obtained  from  L.  E. 
Thompson,  Executive  Secretary,  1805  27th  Street, 
Portsmouth  45662. 

Moderator:  Sol  Asch,  M.D. 

Nutritional  Tools  for  the  Modem  Physician — 
Richard  C.  Bozian,  M.D.,  professor  of  medicine 
and  director  of  the  Div'.  of  Nutrition,  University  of 
Cincinnati. 

Respiratory  Insufficiency — Philip  A.  Brom- 
berg, M.D.,  professor  of  medicine  and  director  of 
the  Pulmonary  Disease  Section,  Ohio  State  Uni- 
versity. 

Arrhythmia  Analysis  and  Therapy  in  Myo- 
cardial Infarction  — Stephen  F.  Schaal,  M.D., 
assistant  professor  of  medicine.  Division  of  Cardi- 
ology’, Ohio  State  University. 

New  Concepts  in  the  Management  of  Shock 
— John  S.  Vasko,  M.D.,  professor  of  surgery.  Di- 
vision of  Thoracic  and  Cardiovascular  Surgery, 
Ohio  State  University. 

Approaches  to  Fluid  Therapy  and  Water  Bal- 
ance— Clark  D.  West,  M.D.,  professor  of  medicine. 


Dept,  of  Pediatrics,  University  of  Cincinnati. 

The  cocktail  period  will  begin  at  6:00  p.m. 
with  the  banquet  at  6:30.  The  Dr.  Ralph  W. 
Lewis  Memorial  Lecture  will  be  given  by  Robert 
S.  Daniels,  M.D.,  professor  and  director  of  the 
Department  of  Psychiatry  and  Interim  Dean  of  the 
College  of  Medicine,  University  of  Cincinnati.  His 
topic  will  be  The  Individual  Physician  and  the 
Medical  Care  Organization  in  Supportive  Care. 


Experimental  laboratory  studies  at  Ohio  State 
University  of  spinal  cord  injuries  will  try  to  de- 
termine why  such  injuries  often  cause  permanent 
damage. 

The  studies  are  part  of  a five-year  $1,908,258 
research  project  on  spinal  cord  injuries  under 
Ohio  State’s  Division  of  Neurological  Surgery. 
Through  the  grant,  an  Acute  Spinal  Cord  Injury 
Research  Center  has  been  established  at  the 
University. 

Ohio  State  is  one  of  three  medical  centers  in 
the  nation  to  receive  federal  grants  for  such  re- 
search from  the  National  Institute  of  Neurological 
Diseases  and  Stroke  of  the  National  Institutes  of 
Health. 


Grant  Promotes  Research 
on  Spinal  Cord  Injuries 


Wolman  Insurance  Agency,  Inc. 

Specialists  in  Professional  Liability 

Providing  Personal  Service  to  Physicians  and 
Surgeons  with  Qualified  Personnel  Available 
to  Discuss  Your  Insurance  Needs  in  Your 
Office. 


WOLMAN  INSURANCE  AGENCY,  INC. 
PHONE  614/221-5471 

38  JEFFERSON  AVENUE,  COLUMBUS,  OHIO  43215 
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KEEPING  UP 


Continuing  Education  Opportunities 
for  Physicians  in  Ohio 


September 

Cleveland  Clinic  Educational  Foimdation, 
9500  Euclid  Ave.,  Cleveland  44106;  Symposium 
on  Implementation  of  the  Recommendations  of 
the  Secretary’s  Commission  on  Malpractice,  Sept. 
6. 

Infertility — Educational  Forum  cosponsored 
by  the  Cleveland  Society  of  Obstetricians  and 
Gynecologists,  at  the  Cleveland  Clinic,  September 
12,  beginning  at  3:00  p.m.;  Nicholas  Vorys,  M.D., 
Dept,  of  OB-Gyn  at  Ohio  State  University,  guest 
speaker;  dinner  and  evening  meeting,  7:00  p.m.. 
Dr.  Vorys  to  speak  on  Hirsutism.  Contact  Les- 
ter A.  Ballard,  Jr.,  M.D.,  at  the  Cleveland  Clinic, 
9500  Euclid  Ave.,  Cleveland  44106. 

Tri-State  Regional  Meeting,  American  Col- 
lege of  Physicians,  September  28-29,  Salt  Fork 
Lodge,  Cambridge.  For  information,  write  Wil- 
liam H.  Bunn,  Jr.,  M.D.,  4025  Whippoorwill 
Way,  Youngstown  44505.  The  Tri-State  Region 
includes  Ohio,  Western  Pennsylvania,  and  West 
Virginia. 

October 

Colloquium  on  The  Range  of  Normal  in 
Human  Behavior,  at  the  Shriners  Burns  Institute 
Auditorium,  Cincinnati,  October  19-21;  sponsored 
by  the  American  Association  for  Social  Psychiatry, 
the  Department  of  Psychiatry,  University  of  Cin- 
cinnati College  of  Medicine,  and  the  Cincinnati 
Mental  Health  Institute;  evening  dinners  planned. 
Contact  Robert  S.  Daniels,  M.D.,  Department  of 
Psychiatry,  University  of  Cincinnati  Medical  Cen- 
ter, 234  Goodman  Street,  Cincinnati  45229. 

Cleveland  Clinic  Educational  Foundation, 
9500  Euclid  Ave.,  Cleveland  44106;  Dermatology 
for  the  Non-Dermatologist,  Oct.  10-11;  Current 
Status  in  Artificial  Organs,  Oct.  19-20;  Pediatric 
Endocrinology,  Oct.  24-25. 


Publication  deadlines  require  that  no- 
tices of  postgraduate  courses,  in  order  to 
be  published  in  these  columns,  must  be 
received  in  The  Journal  office  at  least  60 
days  before  the  course  is  scheduled  to  be 
given. 


Northwestern  Ohio  Medical  Association, 
annual  meeting  and  scientific  session.  Holiday 
Inn,  Bowling  Green,  Oct.  31;  10:00  a.m.  to  4:00 
p.m.;  contact  Marjorie  E.  Conrad,  M.D.,  presi- 
dent and  chairman,  15819  Bowling  Green  Road 
West,  Bowling  Green  43402. 

November 

Occupational  Medicine  and  Environmental 
Health— 2-week  full-time  course  with  emphasis  on 
clinical  and  environmental  hygiene  problems, 
coverage  of  OSHA;  November  5 to  November  16; 
tuition  $600;  for  details  contact  Sidney  Lemer, 
M.D.,  Kettering  Laboratory,  Department  of  En- 
vironmental Health,  College  of  Medicine,  Univer- 
sity of  Cincinnati,  Cincinnati,  Ohio  45219. 

Toxemia  of  Pregnancy — Educational  Forum 
sponsored  by  the  Cleveland  Society  of  Obstetri- 
cians and  Gynecologists,  at  the  Marriott  Inn, 
4277  W.  150th  Street,  Cleveland,  November  14, 
beginning  at  3:00  p.m.;  guest  speaker,  Russell 
DeAlvarez,  M.D.,  Temple  University;  dinner  and 
evening  meeting,  7:00  p.m.  with  Dr.  DeAlvarez 
continuing  the  discussion  on  the  same  subject. 
Contact  Lester  A.  Ballard,  Jr.,  M.D.,  Secretary, 
Clinic  Center,  9500  Euclid  Avenue,  Cleveland 
44106. 

Gastroenterology  — Cleveland  Clinic  Educa- 
tional Foundation,  9500  Euclid  Ave.,  Cleveland 
44106;  November  14-15. 
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Recommendations'  on 
Combination  Live  Vims  Vaccines 


American  Academy 
of  Pediatrics 

Committee  on 
Infectious  Diseases 

In  the  September  15,  1971  AAP  News- 
letter sent  to  Academy  members,  the  Com- 
mittee on  Infectious  Diseases  of  the 
American  Academy  of  Pediatrics  stated 
its  recommendations  on  the  use  of  com- 
bination live  virus  vaccines.  After  a care- 
ful review  of  available  data,  the  committee 
concluded  that: 

• “This  information  indicates  that  the 
products  are  both  safe  and  effective  when 
used  as  directed.’’ 

• The  vaccine  “...can,  therefore,  be  rec- 
ommended with  the  obvious  advan- 
tages of  reduction  in  the  number 

of  injections  for  any  given 
child  and  a concomitant  de- 
crease in  the  required 
visits  to  a physician’s  of- 
fice or  clinic.’’ 

^For  complete  text  of  both 
recommendations  see  your 
MSD  representative  or  write 
to  Professional  Service  Dept., 

Merck  Sharp  & Dohme, 

West  Point,  Pa.  19486. 


United  States 
Public  Health  Service 

Advisory  Committee  on 
Immunization  Practices 

In  the  April  24,  1971  issue  of  Morbidity 
and  Mortality  Weekly  Report,  the  Advis- 
ory Committee  on  Immunization  Prac- 
tices of  the  United  States  Public  Health 
Service  presented  recommendations  on 
the  use  of  combination  live  virus  vaccines. 
The  committee  stated  that: 

• “Data  indicate  that  antibody  response 
to  each  component  of  these  combination 
vaccines  is  comparable  with  antibody  re- 
sponse to  the  individual  vaccines  given 
separately. 

• “There  is  no  evidence  that  ad- 
verse reactions  to  the  combined 
roducts  occur  more  fre- 
quently or  are  more  severe 
than  known  reactions  to  the 
individual  vaccines  (see  per- 
tinent ACIP  recommenda- 
tions). 

• “The  obvious  convenience 
of  giving  already  selected 
antigens  in  combined  form 
should  encourage  considera- 
tion of  using  these  products 
when  appropriate.’’ 


660  j The  Ohio  State  Medical  Journal 


(MEASLES,  MUMPS  AND  RUBELLA 
VIRUS  VACCINE,  LIVE  I MSD) 

Single-close  vials 


M-M-R,  given  in  a single  injection,  fits  easily  into 
your  routine  immunization  program  for  well  babies. 

Given  at  age  12  months,  M-M-R  provides  for  vaccina- 
tion early  in  life  against  measles,  mumps,  and  rubella. 


1 

MSD  suggested  immunization  schedule  for  well  babies 

Age 

Vaccine(s) 

2 months 

DPT  (diphtheria-pertussis-tetanus)  i 

Oral  poliomyelitis  vaccine  (triple) 

3 months 

DPT' 

4 months 

DPT 

Oral  poliomyelitis  vaccine  (triple) 

6 months 

Oral  poliomyelitis  vaccine  (triple) 

12  MONTHS 

M-M-R  (MEASLES,  MUMPS  AND 
RUBELLA  VIRUS  VACCINE,  LIVE,  MSD) 

1.  This  vaccination  may  be  given  at  3 months,  5 months,  or  at  B months,  depending  on  your  preference  or  on  the  condition 
of  fhe  child. 

Since  vaccination  with  a live  virus  vaccine  may  depress  the  results  of  a tuberculin  test  for  four  weeks  or  longer,  the  test  and 
the  vaccine  should  not  be  given  during  the  same  office  visit. 

'Ti'ademark  of  Merck  & C'o..  tNC. 

For  a brief  summary  of  prescribing  information,  please  see  following  page. 
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(MEASLES,  MUA/IPS  AND 
VIRUS  VACCINE,  LIVE 

Siiif^lodosc!  \’icils 


RUBELLA 

MSD) 


No  untoward  reactions  peculiar  to  the  combination 
vaccine  (M-M  R)  have  been  reported. 

.Moderate  lever  (101-102.9  F)  occurs  occasionally,  lliph 
fever  (over  lo;i  F)  occurs  less  commonly.  On  rare  occa- 
sions, children  who  develop  fever  may  e.xhibit  febrile 
convulsions.  Rash  (usually  minimal  and  without  gen- 
eralized distribution)  may  occur  infrequently. 

Since  clinical  e.xperience  witb  measles,  mumps,  and 
rubella  virus  vaccines  given  individually  indicates 
that  very  rarely  encephalitis  and  other  nervous  system 
reactions  have  occurred,  such  reactions  may  also  occur 
with  M-M-R.  ,'\  cause  and  effect  relationship,  however. 


has  not  been  estalilished. 

Flxcretion  of  the  live  attenuated  rubella  virus  from  the 
throat  has  occurred  in  the  majority  of  susceptible  in- 
dividuals administered  the  rubella  vaccine.  There  is  no 
definitive  evidence  to  indicate  that  such  virus  is  con- 
tagious to  susceptible  persons  who  are  in  contact  with 
the  vaccinated  individuals.  Consequently,  transmission, 
while  accepted  as  a theoretical  possibility,  has  not  been 
regarded  as  a significant  risk. 

Must  not  be  given  to  women  who  are  pregnant  or 
who  might  become  pregnant  within  three  months 
following  vaccination. 


Contraindications:  Pregnancy  or  possibility  of  preg- 
nancy within  three  months  following  vaccination;  m- 
fants  less  than  one  year  old;  sensitivity  to  chicken  or 
duck,  chicken  or  duck  eggs  or  feathers,  or  neomycin; 
any  febrile  respiratory  illness  or  other  active  febrile 
infection;  active  untreated  tuberculosis;  therapy  with 
ACTH,  corticosteroids,  irradiation,  alkylating  agents, 
or  antimetabolites;  blood  dyscrasias,  leukemia,  lym- 
phomas of  any  type,  or  other  malignant  neoplasms 
affecting  the  bone  marrow  or  lymphatic  systems; 
gamma  globulin  deficiency,  i.e.,  agammaglobulinemia, 
hypogammaglobulinemia,  and  dysgammaglobulinemia. 
Precautions:  Administer  subcutaneously;  do  not  give 
intravenously.  Epinephrine  should  be  available  for 
immediate  use  should  an  anaphylactoid  reaction  occur. 
Should  not  be  given  less  than  one  month  before  or 
after  immunization  with  other  live  virus  vaccines; 
vaccination  should  be  deferred  for  at  least  six  weeks 
following  blood  transfusions  or  administration  of  more 
than  0.02  cc  immune  serum  globulin  (human)  per 
pound  of  body  weight,  or  human  plasma. 

Due  caution  should  be  employed  in  children  with  a 
history  of  febrile  convulsions,  cerebral  injury,  or  any 
other  condition  in  which  stress  due  to  fever  should  be 
avoided.  The  physician  should  be  alert  to  the  tempera- 
ture elevation  which  may  occur  after  vaccination. 
Excretion  of  the  live  attenuated  rubella  virus  from 
the  throat  has  occurred  in  the  majority  of  susceptible 
individuals  administered  the  rubella  vaccine.  There 
is  no  definitive  evidence  to  indicate  that  such  virus  is 
contagious  to  susceptible  persons  who  are  in  contact 
with  the  vaccinated  individuals.  Consequently,  trans- 
mission, while  accepted  as  a theoretical  possibility, 
has  not  been  regarded  as  a significant  risk. 
Attenuated  live  virus  measles  and  mumps  vaccines, 
given  separately,  may  temporarily  depress  tuberculin 
skin  sensitivity;  therefore,  if  a tuberculin  test  is  to  be 
done,  it  should  be  scheduled  before  vaccination,  to 
avoid  the  possibility  of  a false  negative  response. 
Before  reconstitution,  refrigerate  vaccine  at  2-8  C 
(35.6-46.4  F)  and  protect  from  light.  Use  only  diluent 
supplied  to  reconstitute  vaccine.  If  not  used  immedi- 
ately, return  reconstituted  vaccine  to  refrigerator  at 
2-8  C (35.6-46.4  F),  and  discard  after  eight  hours. 


Adverse  Reactions:  Fever,  rash;  mild  local  reactions 
such  as  erythema,  induration,  tenderness,  regional 
lymphadenopathy ; parotitis;  thrombocytopenia  and 
purpura;  allergic  reactions  such  as  urticaria;  arthritis, 
arthralgia,  and  polyneuritis. 

Occasionally,  moderate  iever  (101-102.9  F);  less  com- 
monly, high  fever  (above  103  F);  rarely,  febrile  con- 
vulsions. 

Encephalitis  and  other  nervous  system  reactions  that 
have  occurred  very  rarely  with  the  individual  vaccines 
may  also  occur  with  the  combined  vaccine. 

Transient  arthritis,  arthralgia,  and  polyneuritis  are 
features  of  natural  rubella  and  vary  in  frequency  and 
severity  with  age  and  sex,  being  greatest  in  adult  fe- 
males and  least  in  prepubertal  children.  Such  reac- 
tions have  been  reported  witb  live  attenuated  rubella 
virus  vaccines.  Symptoms  relating  to  joints  (pain, 
swelling,  stiffness,  etc.)  and  to  peripheral  nerves  (pain, 
numbness,  tingling,  etc.)  occurring  within  approxi- 
mately two  months  after  immunization  should  be  con- 
sidered as  possibly  vaccine  related.  Symptoms  have 
generally  been  mild  and  of  no  more  than  three  days’ 
duration.  The  incidence  in  prepubertal  children  would 
appear  to  be  less  than  l®/o  for  reactions  that  would 
interfere  with  normal  activity  or  necessitate  medical 
attention. 

How  Supplied:  Single-dose  vials  of  lyophilized  vac- 
cine, containing  when  reconstituted  not  less  than 
1,000  TCID50  (tissue  culture  infectious  doses)  of 
measles  virus  vaccine,  live,  attenuated,  5,000  TCIDso  of 
mumps  virus  vaccine,  live,  and  1,000  TCID=o  of  rubella 
virus  vaccine,  live,  expressed  in  terms  of  the  assigned 
titer  of  the  NIH  Reference  Measles,  Mumps,  and  Ru- 
bella Viruses,  and  approximately  25  meg  neomycin, 
with  a disposable  syringe  containing  diluent  and  fitted 
with  a 25-gauge,  %"  needle.  Also  in  boxes  of  10  single- 
dose vials  nested  in  a pop-out  tray 
with  a separate  box  of  10  diluent- 
containing  syringes. 

For  more  detailed  information,  con- 
sult your  MSD  representative  or  see 
full  prescribing  information.  Merck 
Sharp  &•  Dohme,  Division  of  Merck 
&■  Co.,  Inc.,  West  Point,  Pa.  19486 


MSD 

MERCK 

SHARPS 

DOHME 


an  effective  combination  of  medication 
and  psychology  for  rheuniatoid  alrthritis 


unique  10-grain  buffered  aspirin 

CAMA 


INLAY-TABS 


Each  tablet  contains  aspirin,  600  mg.  (10  grains);  magnesium  hydroxide,  N.F  150  mo 
aluminum  hydroxide  dried  gel,  150  mg. 


Unique  design.  In  shape,  size  and  color, 

CAMA  looks  like  no  other  aspirin.  It  gives 
patients  an  “individualized”  medication — one 
they  may  find  more  acceptable  and  possibly 
respond  to  more  positively. 

Fits  prescribing  patterns.  CAMA’s  10-grain 
aspirin  strength  is  suited  to  the  higher  dosage 
regimens  generally  used  for  arthritis. 
Adjustable  dosage.  Scored  tablet  lets  you 
increase  or  decrease  dosage  in  5 or  1 0 grain 
increments. 


Economical.  CAMA  costs  no  more  per  dose 
than  many  5-grain  buffered  aspirin  tablets. 
Give  your  arthritic  patients  the  added  benefits 
of  CAMA.  Ask  your  Dorsey  representative  for  a 
generous  supply  or  write  Director  of 
Professional  Relations. 

Doivey 

LABORATORIES  ^ 

Division  of  Sandoz-Wander,  Inc. 

Lincoln,  Nebraska  68501 


Obituaries 


Solomon  Bertram  Abrams,  M.D.,  Cleveland; 
New  York  University  School  of  Medicine,  1918; 
aged  77;  died  July  10;  member  of  OSMA,  AMA, 
and  the  American  Physicians  Fellowship;  diplo- 
mate,  American  Board  of  Obstetrics  and  Gyne- 
colog)-;  native  of  Cleveland  and  practitioner  for 
some  54  years  there. 

John  Evans  Allgood,  M.D.,  New  Middletown; 
Eclectic  Medical  College,  Cincinnati,  1937 ; aged 
64;  died  July  20;  member  of  OSMA  and  AMA; 
general  practitioner  in  the  Mahoning  County  com- 
munity for  \ irtually  all  of  his  professional  career. 

Joseph  Edward  Brown.  M.D.,  Cleveland; 
Leonard  Medical  School,  Raleigh,  N.C.,  1913; 
aged  86;  died  June  27;  member  of  OSMA,  AMA, 
and  American  Academy  of  Family  Physicians; 
practitioner  in  Cleveland  since  1943;  previously 
practiced  for  about  30  years  in  Ke)-stone,  W.  \’a. 

Paul  Trowbridge  Carroll,  M.D.,  Columbus; 
University  of  Cincinnati  College  of  Medicine, 
1946;  aged  52;  died  July  24;  member  OSMA, 
.\M.-\,  and  the  American  Proctologic  Society;  fel- 
low, American  College  of  Surgeons  and  the  Inter- 
national College  of  Surgeons;  diplomate,  American 
Board  of  Colon  and  Rectal  Surgery;  practicing 
physician  and  surgeon  in  Columbus  for  a number 
of  years;  formerly  served  in  the  Navy  Medical 
Corps. 

Leon  Haskins  Dembo,  M.D.,  Cleveland  and 
Chagrin  Falls;  Jefferson  Medical  College  of  Phila- 
delphia, 1920;  aged  77;  died  July  14;  member  of 
OSM.A.  and  the  American  Academy  of  Pediatrics; 
diplomate,  American  Board  of  Pediatrics;  practi- 
tioner in  the  Cleveland  area  for  many  years,  spe- 
cializing in  pediatrics;  former  editor  of  the  Cleve- 
land Academy  Bulletin  and  author  of  a humorous 
column  in  the  Bulletin. 

William  Burton  Epps,  M.D.,  Massillon;  West- 
ern Reserve  University  School  of  Medicine,  1951; 
aged  53;  died  July  18  while  in  the  Virgin  Islands; 
practitioner  in  Massillon  since  1954;  served  as  a 
Naval  aviator  during  5Vorld  War  II  and  in  the 
Na\y  Medical  Corps  during  the  Korean  Conflict. 

Arthur  Gorman  Hills,  M.D.,  Toledo;  Johns 
Hopkins  University  School  of  Medicine,  1942; 
aged  58;  died  June  19;  recently  joined  the  faculty 
of  the  Medical  College  of  Ohio  at  Toledo  as  pro- 
fessor in  the  Department  of  Physiology',  coming  to 
Ohio  from  Aliami,  Florida. 


^\'illiam  Arnett  Morton,  M.D.,  ^Vooster;  Uni- 
versity of  Cincinnati  College  of  Medicine,  1923; 
aged  79;  died  July  9;  former  member  of  OSM.\; 
practitioner  in  5Vooster  until  the  1950s,  specializing 
in  the  EENT  field.  He  later  was  engaged  in  a pri- 
vate business  enterprise. 

Thomas  Eastman  Mueller,  M.D.,  Cleveland; 
Temple  University  School  of  Medicine,  1967;  aged 
32;  died  July  8;  associated  for  about  five  years 
with  the  Kaiser  Community  Health  Foundation  in 
Cleveland. 

James  Eugene  Schaal,  M.D.,  Maumee  and 
Toledo;  St.  Louis  University  School  of  Medicine, 
1929;  aged  68;  died  July  15;  former  member  of 
OSM.\;  native  of  Toledo  and  practitioner  of  long 
standing  in  that  vicinity. 

Carroll  Lee  Sines,  M.D.,  Nelsonville;  West- 
ern Reserv  e University  School  of  Medicine,  1952; 
aged  51;  died  July  4;  member  of  OSMA  and 
AMA;  general  practitioner  in  the  Nelsonville  area 
since  1955. 

William  Charles  Stahl,  M.D.,  Columbus; 
Washington  University  School  of  Medicine,  1941; 
aged  61;  died  June  23;  retired  recently  after  sen,-- 
ing  for  a number  of  years  as  physician  for  the 
Ohio  Industrial  Commission. 

Josephine  Dirion  - Phillips  Stalley,  M.D., 
Cleveland;  Ohio  State  University'  College  of  Medi- 
cine, 1930;  aged  81;  died  July  15;  member  of 
OSMA,  AMA,  and  American  Academy  of  Oph- 
thalmology' and  Otolaryngology;  diplomate,  Amer- 
ican Board  of  Ophthalmology;  practitioner  of  long 
standing  in  Cleveland  and  chief  of  ophthalmology 
at  Huron  Road  Flospital  from  1945  to  1962. 

Neven  Perry  Stauffer,  M.D.,  Millersburg; 
Western  Reserve  University  School  of  Medicine, 
1928;  aged  72;  died  July  15;  former  member  of 
OSMA;  practitioner  in  Millersburg  from  1946  to 
1971  when  he  retired;  previously  practiced  in  To- 
ledo and  in  Killbuck. 

Claire  Edwin  Stout,  M.D.,  West  Milton; 
Hahnemann  Medical  College  of  Philadelphia, 
1939;  aged  63;  died  July  24;  member  of  OSMA 
and  AMA ; general  practitioner  in  the  West  Milton 
and  Dayton  area  for  most  of  his  professional  ca- 
reer. 

( Continued  on  Page  667 ) 
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Obituaries  (Contd.) 

Clifford  Francis  Stuhlniueller,  M.D.,  Hamil- 
ton; St.  Louis  University  School  of  Medicine, 
1922;  aged  77;  died  July  20;  member  of  OSMA 
and  AM.A.;  retired  in  recent  years  after  a general 
practice  of  long  standing  in  the  Hamilton  area. 

Alvin  Szojchet,  M.D.,  Canton;  Georgetown 
University  School  of  Medicine,  1958;  aged  41; 
died  July  6;  member  of  OSMA,  AMA,  and  the 
Congress  of  Neurological  Surgeons;  practitioner  in 
Canton  since  1967,  specializing  in  neurosurgery; 
ser\ed  in  the  U.S.  Navy  Medical  Corps  from  1959 
to  1962. 

Douglas  Lome  Thomson,  M.D.,  Marion; 
McGill  University  Faculty  of  Medicine,  Ganada, 
1954;  aged  42;  died  July  22;  member  of  OSMA, 
AMA,  and  the  Association  of  Life  Insurance  Medi- 
cal Directors  of  America;  Fellow,  American  Col- 
lege of  Physicians;  practitioner  in  Marion  for 
about  three  years,  specializing  in  internal  medi- 
cine ; previously  assistant  professor  of  medicine  and 
head  of  Division  of  Gastroenterology  at  McGill 
University. 
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MDs  in  the  News 


Dr.  Thomas  Hale  Ham,  professor  of  medicine 
at  Case  Western  Reserve  University  School  of 
Medicine,  was  one  of  tw’O  recipients  of  the  1973 
Distinguished  Teacher  Award  of  the  American 
College  of  Physicians.  A pioneer  in  the  revision  of 
medical  education,  he  was  especially  cited  for  his 
part  in  updating  teaching  programs  at  CWRU. 

Governor  John  J.  Gilligan  recently  announced 
appointment  of  Dr.  William  C.  Seiler,  of  Sandusky, 
as  a tmstee  of  the  Soldiers’  and  Sailors’  Plome  in 
Sandusky.  The  appointment  is  for  a five-year  term 
and  he  succeeds  Dr.  Peter  A.  Volpe,  of  Golumbus, 
whose  term  had  expired. 

Dr.  Bertha  M.  Joseph,  of  Martins  Ferr)-,  was 
honored  at  a recent  meeting  of  the  Belmont  Coun- 
ty Medical  Society  and  cited  for  her  contributions 
to  the  Society  as  secretary-treasurer  for  22  years. 
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□ RxTreatment 

□Service 

□ Results 

Since  patients  with  atopic  diseases  have  in  common 
an  inherited  predisposition  to  develop  sensitivity, 
the  Family  Practice  Physician  usually  sees  these 
patients  first. 

To  assist  in  identifying  the  causative  factors  and 
treat  them  specifically,  Barry  has  designed  a 
Proven  Service  for  the  Family  Physician. 
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Call  or  Write  for  Full  Details 
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Polymyalgia  Rheumatica 

A Review  of  Recent  Literature 
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A T A CONFERENCE  on  Polymyalgia  Rheu- 
^ matica  and  Giant  Cell  Arteritis  in  April  1970 
at  the  Mason  Clinic  in  Seattle,  Washington, 
polymyalgia  rheumatica  was  defined  as:  “a 

syndrome  of  older  patients,  characterized  by  pain 
and  stiffness  of  the  shoulder  or  pelvic  girdle  mus- 
cles, without  weakness  or  atrophy;  these  symptoms 
persist  for  at  least  a month,  with  a sedimentation 
rate  of  greater  than  50  mm/hour,  and  dramatic 
relief  of  symptoms  with  the  use  of  steroids.”* 

The  condition  has  many  synonyms  includ- 
ing: senile  rheumatic  gout,  secondary  fibrositis, 
periarthrosis  humeroscapularis,  peri-extra-articular 
rheumatism,  myalgic  syndrome  of  the  elderly  with 
systemic  reaction,  pseudopolyarthrite  rhizomelique, 
anarthritic  rheumatoid  disease,  rhizomelic  inflam- 
matory rheumatism  of  the  aged,  and  polymyalgia 
arteritica.2 

Epidemiology 

Polymyalgia  rheumatica  is  most  common 
after  ages  55  to  60  years  (range  of  the  age  on  on- 
set is  31  to  83  years  with  the  average  age  about 
65),  and  it  is  found  in  females  approximately  2: 1 
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o\er  males.  There  seems  to  be  a predilection  for 
Caucasians  and  upper  socioeconomic  groups  and 
also  a seasonal  variation  in  incidence,  but  none 
of  these  has  been  validated.  One  investigator  re- 
ported that  15  of  28  patients  with  polymyalgia 
rheumatica  had  had  significant  contact  w'ith  birds 
(especially  with  parakeets).* 

Clinical  Picture 

Patients  are  usually  in  good  general  health 
and  leading  fairly  active,  normal  lives  prior  to 
the  onset  of  polymyalgia  rheumatica.  Onset  can 
be  abrupt  or  insidious,  developing  over  a month 
or  two.  The  shoulder  girdle  and  neck  muscles  are 
the  most  frequent  areas  involved  with  severe  pain 
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and  stiffness.  'Fhe  liip  girdle  and  lumbar,  spinal, 
and  thigh  muscles  are  also  commonly  invoKed. 
The  pain  persists  for  at  least  one  month,  is  more 
often  present  with  motion,  and  is  muscular  (not 
tendinous  or  articular) . Morning  stiffness  is  vari- 
able, but  often  is  marked  and  mimics  that  of 
rheumatoid  arthritis.  Muscle  weakness  is  not  a 
prominent  feature  and,  when  present,  is  usually 
secondary  to  pain  rather  than  to  true  loss  of 
muscle  strength.  Muscles  may  be  affected  in  a 
symmetrical  fashion. 

Transient  joint  swelling  due  to  synovitis  may 
occur,  especially  in  the  knees  and  sternoclavicular 
joints.  Fingers,  wrists,  hands,  the  acromioclavicular 
joints,  and  shoulders  also  have  been  reported  as 
having  transient  swelling.^  Limitation  of  motion 
of  joints  may  develop. 

Systemic  signs  are  common  and  often  appear 
in  the  first  week  of  the  disease.  These  include  a 
low-grade  fever  (or  rarely  a high-grade  fever), 
night  sweats,  anorexia,  weight  loss,  lassitude,  gen- 
eral depression,  and  abdominal  discomfort. 

If  the  patient  has  the  associated  condition  of 
cranial  arteritis,  additional  clinical  features  may 
be  found.  Common  signs  are  temporal  headaches, 
painful  temporal  arteries,  loss  of  vision,  intermit- 
tent claudication,  pain  in  the  jaw  muscles  when 
chewing,  fever  of  unknown  origin,  and  hypoprolif- 
erative  anemia  responding  to  steroids.^  .\lso,  bruits 
may  be  heard  over  the  carotid,  subclavian,  axil- 
lary, brachial,  femoral,  or  popliteal  arteries.^ 

Diagnostic  Studies 

An  acclerated  erythrocyte  sedimentation  rate 
is  a sine  cjua  non  for  diagnosis  and  should  be  at 
least  50  mm  per  hour.^  More  often  it  is  much 
higher,  often  reading  100  mm  per  hour.  It  should 
be  noted,  however,  that  Bruk^  in  his  series  of  80 
patients  included  five  with  a normal  sedimenta- 
tion rate.  Bruk  also  noted  that  the  sedimentation 
rate  is  higher  in  patients  with  associated  arteritis 
than  in  those  who  do  not  have  arteritis  (means: 
79  mm  v&rsus  53  mm).  Fauchald,  et  aL  also 
noted  this  but  to  a lesser  degree  (means:  107.4 
mm  versus  99.7  mm).  The  sedimentation  rate 
usually  decreases  with  a decrease  in  pain  and  stiff- 
ness, but  remains  greater  than  normal  during  the 
course  of  the  disease.  Corticosteroids  usually  re- 
duce the  sedimentation  rate  to  normal. 

A mild  hypochromic  or  normochromic  ane- 
mia is  commonly  found.  Leukocytes  are  usually 
normal  although  occasionally  there  is  found  a 
slight  leukocytosis  and/or  eosinophilia. 

Plasma  protein  abnormalities  are  common, 
but  no  diagnostic  pattern  has  been  found.  There 
may  be  a decrease  in  albumin  with  an  increase  in 
alphai,  alphao,  and  gamma  globulins.  Increase  in 


fibrinogen  and  the  presence  of  cryoglol)ulins  have 
been  reported.^ 

Nearly  all  patients  are  negative  for  LF  cells, 
rheumatoid  factor,  and  antinuclear  antibody  ele- 
vations. Serum  enzymes,  including  creatine  kinase, 
phosphokinase,  glutamic  oxaloacetic  transaminase, 
and  aldolase  are  normal. 

Articular  roentgenograms  are  not  diagnostic, 
cither  being  normal  or  showing  degenerative  arth- 
ritis compatible  with  the  patient’s  age.  Synovial 
biopsy,  done  in  a few  instances,  has  shown  non- 
specific changes  of  inflammation.  Muscle  biojjsy 
and  electromyography  are  normal  or  nonspecific. 
Data  on  synovial  fluid  analysis  are  incomplete. 

Temporal  artery  biopsy  is  used  to  detect  arte- 
ritis and  has  been  positive  in  from  zero  to  78  per- 
cent of  patients.  Hunder,  et  aP  felt  the  average  to 
be  around  20  percent.  More  recently,  Fauchald,  et 
aP  reported  a positive  biopsy  in  61  of  94  (65  per- 
cent) patients  with  polymyalgia  rheumatica,  and 
they  cautioned  that  a negative  biopsy  does  not 
rule  out  temporal  arteritis  because  of  the  seg- 
mental dissemination  of  the  arteritis  and  the  small 
part  of  the  artery  that  undergoes  histologic 
examination.  (Four  of  their  33  patients,  or 
12  percent,  had  a negative  biopsy  with  clinical 
temporal  arteritis.)  They  further  reported  that 
36  of  40  (90  percent)  patients  with  local  symp- 
toms of  temporal  arteritis  had  a positive  biopsy 
while  20  of  49  (40  percent)  patients  without  local 
symptoms  had  a positive  biopsy.  Healey,  et  aP 
feel  that  temporal  artery'  biopsy  is  indicated  in  all 
patients  with  polymyalgia  rheumatica  who  are 
over  50  years  old  and  who  have  a marked  systemic 
reaction,  even  though  there  is  no  history  of  head- 
aches and  no  definite  cranial  artery  abnormality 
noted.  Fernandez-Herlihy^  suggests  that  biopsy  is 
not  obligatory,  but  that  careful  follow-up  of  the 
patient  with  special  attention  paid  to  any  develop- 
ment of  symptoms  related  to  cranial  arteritis  (es- 
pecially visual  disturbances,  scalp  tenderness,  or 
pain  in  the  masseter  muscles  while  chewing)  is  a 
necessity. 


Associated  Conditions 

The  most  common  associated  condition  is  the 
syndrome  of  giant  cell  arteritis  of  which  temporal 
arteritis  is  only  a part,  according  to  many.  It  is 
diagnosed  in  up  to  65  percent  of  polymyalgia 
rheumatica  patients,  and  some  believe  that  poly- 
myalgia rheumatica  is  just  one  manifestation  of 
giant  cell  arteritis.*'  Many  feel  the  same  disease 
process,  a generalized  vasculitis,  is  the  underlying 
mechanism  for  both  conditions.  It  is  very  impor- 
tant that  this  condition  be  recognized  because  of 
the  danger  that  the  patient  may  develop  a major 
vascular  accident,  such  as  blindness,  stroke,  coro- 
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nary  occlusion,  or  dissecting  aneurysm.  Fernandez- 
Herlihy-^  reported  a l.a  percent  risk  of  visual  im- 
pairment in  patients  with  polymyalgia  rheumatica 
unless  there  was  evidence  of  giant  cell  arteritis,  in 
which  case  the  risk  increased  to  53  percent.  (How- 
ever, Fauchald,  et  al  reported  their  figures  to  be 
5.3  percent  and  7.5  percent,  respectively.) 

Other  diseases  which  may  complicate  or  cause 
symjjtoms  like  polymyalgia  rheumatica  are:  Sjo- 
gren’s syndrome;  rheumatoid  arthritis;  acro- 
sclerosis;  lymphoma,  multiple  myeloma,  other 
neoplasms,  and  leukemia;  systemic  lupus  erythe- 
matosus; infectious  disorders,  especially  chronic 
granulomatous  diseases  such  as  tuberculosis  and 
histoplasmosis,  but  also  virus  and  flu-like  syn- 
dromes; any  intrinsic  diseases  of  muscles  or  their 
innerv’ations;  and  degenerative  processes  associated 
with  aging.*'^’*^ 

Treatment 

The  treatment  of  choice  for  polymyalgia  rheu- 
matica is  corticosteroid.  There  is  no  unanimity  of 
opinion  on  dosages. 

Flealey,  et  al,^  use  corticosteroids  in  their 
diagnostic  criteria  for  polymyalgia  rheumatica: 

. . subjective  relief  of  pain  and  stiffness  within 
four  days  so  that  as  little  as  10  mg  of  prednisone 
(or  equivalent) /day  is  needed.”  They  reported 
from  their  conference  that  some  physicians  favor 
initially  high  doses  (40  mg  prednisone/day)  with 
rapid  tapering,  while  others  favor  initially  low 
doses  (10  mg  prednisone/day).  They  feel  that 
most  patients  will  recjuire  a maintenance  dose 
(average  7.5  mg  prednisone/day)  for  at  least  one 
to  two  years  and  that  usually  after  two  years  the 
dose  may  be  withdrawn,  but  it  may  be  necessary 
to  continue  longer. 

Fernandez-Herlihy^  uses  two  different  dosage 
regimens,  depending  on  whether  or  not  overt  evi- 
dence of  giant  cell  arteritis  is  present  ( tender 
cranial  arteries,  pain  in  masseter  muscles  upon 
chewing,  unexplained  visual  disturbances,  or  un- 
explained peripheral  arterial  occlusions) . Without 
overt  evidence  of  giant  cell  arteritis,  he  uses  pred- 
nisone, 10  mg  orally  once  daily  (preferably  at 
bedtime).  He  states  that  relief  of  symptoms  should 
be  seen  within  one  week  and  the  erythrocyte 
sedimentation  rate  should  return  to  normal  in  two 
to  three  weeks.  With  overt  signs  of  giant  cell  arte- 
ritis, he  uses  prednisone,  40  to  60  mg,  orally  once 
daily  for  seven  to  ten  days  with  a gradual  reduc- 
tion to  a maintenance  dose  of  10  to  20  mg  daily. 
He  also  suggests  that  reduction  of  the  maintenance 
dosages  in  either  regimen  should  be  tried  every 
two  to  three  months,  and  that  usually  the  pred- 
nisone can  be  withdrawn  gradually  after  two  to 


three  years  with  the  disease  at  its  apparent  end. 
If  signs  and  symptoms  recur,  and  the  sedimenta- 
tion rate  rises,  he  suggests  that  the  maintenance 
dose  should  be  given  for  another  two  to  three 
months  and  then  tapered  off  again. 

Although  corticosteroids  give  subjective  relief 
of  pain  and  stiffness  within  a week,  there  is  no 
evidence  that  steroids  shorten  the  course  of  the 
disease. 

Of  course,  before  steroids  are  given,  it  should 
be  established  that  the  patient  has  primary  poly- 
myalgia rheumatica  (tumor,  collagen  vascular  dis- 
ease, etc.  having  been  ruled  out) . 

Salicylates,  phenylbutazone  (200  to  600  mg 
daily),  oxyphenbutazone,  indomethacin  (25  mg 
two  to  four  times  daily),  chloroquine  and  hydroxy- 
chloroquine (400  to  600  mg  daily),  and  gold  salts 
have  all  been  tried  and  have  given  variable  re- 
sults.2 

Bed  rest  and  physical  therapy  are  also  indi- 
cated in  some  instances. 

Course 

\Vhen  polymyalgia  rheumatica  is  not  associ- 
ated with  any  other  recognized  condition,  the 
prognosis  is  good.  The  active  disease  may  last  from 
a few  months  to  four  years  or  more,  with  exacer- 
bations and  remissions.  Eventual  spontaneous  re- 
covery is  the  rule,  even  without  corticosteroid 
treatment.^  Relapses  are  usually  due  either  to  an 
early  discontinuation  of  steroids  or  to  too  sudden 
or  rapid  a reduction  in  the  dosage  of  steroids  but 
may  occur  even  after  two  years  of  adequate  treat- 
ment. Recurrences  are  uncommon. 

W'hen  polymyalgia  rheumatica  is  associated 
with  giant  cell  arteritis,  complications  can  be  se- 
vere resulting  in  a major  vascular  accident  as 
previously  mentioned. 

Acknowledgment:  I am  grateful  to  Dr.  Norman  O. 
Rothermich  for  his  encouragement,  assistance, 
constructive  criticism,  and  the  reading  of  this 
paper. 
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Hair  Strangulation  of  the 
External  Genitalia 

Report  of  Two  Cases 

Jack  L.  Summers,  M.D.,  and  Alexander  C.  Guira,  M.I). 


T^HE  FIRST  CASE  REPORT  is  prompted  by 

the  unusual  finding  of  a nearly  complete  am- 
putation of  the  distal  two-thirds  of  the  glans  penis 
by  the  unintentional  entanglement  of  the  patient’s 
own  hair  about  the  glans  penis. 

The  second  case  is  an  unusual  strangulation 
of  the  labia  majora  by  hair  entanglement. 

Case  Reports 

Case  1.  A 2-year-old  white  boy  was  brought  to 
the  emergency  room  when  his  parents  discovered  on  a 
diaper  change  that  the  end  of  the  penis  was  nearly 
sev'ered,  appeared  to  be  hanging  by  a slender  stalk,  and 
that  something  appeared  to  be  tied  around  the  penis 

(Fig.  1). 

Both  parents  worked,  and  the  patient  was  cared  for 
by  a baby-sitter.  The  patient  had  not  had  any  symptoms 
or  complaints  referable  to  the  penis.  There  had  been  no 
dysuria,  and  no  blood  had  been  noted  on  the  diapers. 
He  had  been  totally  asymptomatic. 

Physical  findings  were  localized  to  the  penis.  Several 
small  thread-like  structures,  the  color  and  consistency  of 
the  patient’s  hair  were  found  matted  about  the  penis  in 
a constricting  fashion  one  centimeter  distal  to  the  coronal 
sulcus  of  the  glands  and  cutting  circumferentially 
through  the  entire  penis  with  the  exception  of  the  dorsal 
one-third  of  the  urethra  and  a small  column  of  the  right 
corpus  cavernosum  penis  (Fig.  2).  There  was  no  bleed- 
ing, no  infection,  and  very  little  tissue  reaction  along  the 
cut  margins.  The  distal  glans  was  pink  and  viable  and 
bled  freely  on  needle  puncture. 

Under  general  anesthesia,  the  foreign  body  was 
removed  and  identified  by  the  pathologist  as  human 
hair.  There  were  several  strands  of  hair,  and  no  inten- 
tional knotting  could  be  found,  only  multiple  intertwined 
random  knots  were  observed.  A splinting  catheter  was 
placed  across  the  severed  urethra  from  the  urethral 
meatus,  and  the  urethra  was  reapproximated  with  5 to  0 
chromic  catgut.  With  4 to  0 chromic  gut,  the  amputated 
glans  was  reconstructured  with  deep,  verticle,  mattress 
sutures.  The  splinting  catheter  was  left  indwelling  for 
three  weeks  and  removed. 

It  appeared  at  first  as  though  the  repair  might  not 
hold,  when  a few  scattered  areas  broke  down  super- 
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ficially.  However,  the  deep  layer  held,  and  the  wound 
closed  secondarily  during  the  next  four  months.  The 
urethral  repair  had  a small  lateral  fistula  postoperatively, 
but  this  likewise  closed. 

Case  2.  An  11-year-old  white  girl  presented  at 
the  office  complaining  of  severe  pain  in  the  region  of 
the  right  labia  majora  for  several  hours.  Inspection  of 
the  area  revealed  several  hairs  twisted  in  a random 
fashion  about  a swollen,  red  hillock  of  labia,  producing 
a strangulation  lesion.  The  hair  was  removed  in  the 
office,  and  there  was  no  permanent  injury.  No  further 
therapy  was  necessary. 

Discussion 

Pediatricians  are  well  aware  of  the  dangers 
concerned  with  hair  wrapping  in  infants.  The  loss 
of  fingers  and  toes,  even  in  well-staffed  nurseries, 
by  the  accidental  entwining  of  hair  about  an  intact 
appendage  is  documented. ^ One  other  case  of  hair 
wrapping  about  the  penis  was  found  in  the  litera- 
ture.* The  wrapping  of  hair  about  the  appendages 
to  ward  off  evil  spirits  is  a custom  of  some  ethnic 
groups  like  the  gypsies.*'^  However,  the  wrapping 
usually  is  accidental. 

Hair  is  thin,  has  great  tensile  strength,  mea- 
sured in  our  laboratory  as  29,000  pounds  per  square 
inch  (according  to  an  oral  communication  in  Feb- 
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Fig.  1.  Penis  showing  entangled  hair. 


Fig.  2.  Ventral  surface  of  penis  demonstrating 
severed  urethra. 


ruary  1972  from  J.  L.  Potter,  M.D.),  and  con- 
stricts when  drying  out,  making  it  an  excellent 
agent  for  accidental  or  intentional  constriction. 
Being  quite  fine,  it  easily  goes  undetected  if  hidden 
in  a groo\e  or  skin  fold. 


In  case  1,  however,  the  lesion  was  in  a cir- 
cumcised glans,  and  detection  of  the  lesion  at  an 
earlier  stage  seems  possible. 

That  the  glans  penis  survived  could  only  be 
explained  by  the  fact  that  the  bulbo-urethral  ar- 
tery, which  traverses  the  corpus  spongiosum  penis, 
must  have  been  contained  in  the  undamaged  dor- 
sal wall  of  the  urethra  or  pursued  an  aberrant 
course  through  the  small  tongue  of  the  remaining 
corj5us  cavernosum  penis. 

If  the  distal  structures  seem  at  all  viable, 
ob\iously  every  attempt  at  primary  repair  would 
be  the  therapy  of  choice  in  these  cases. 

dlie  pain  exhibited  in  case  2 would  seem  to 
lie  the  more  expected  presenting  complaint,  and 
treatment  would  be  more  successful. 

Summary 

Two  cases  of  unintentional  strangulation  of 
the  external  genitalia  by  human  hair,  are  presented 
as  urologic  curiosities,  and  to  alert  urologists  to 
this  possibility. 

Primary  repair  of  all  salvagable  tissue  is  the 
ob\  ious  treatment  of  choice. 
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E.N.T.  Case  of  the  Month 

.Andrew  \\ . Miglets,  Jr.,  M.D.* 


A 65-year-old  man  presents  with  persistent 
epistaxis  from  his  left  nares  for  the  past  week. 
Several  attempts  at  nasal  packing  were  unsuccess- 


*Dr. Miglets,  Columbus,  is  Assistant  Professor  of 
Otolaryngology,  The  Ohio  State  University  Col- 
lege of  Medicine. 

Submitted  May  8,  1973. 


ful  until  you  placed  a posteroanterior  nasal  pack 
which  controlled  the  bleeding. 

The  packing  was  remov'ed  two  days  ago  and 
his  nose  has  remained  dry.  What  follow-up  is 
indicated  and  when? 

(See  p.  678  of  this  issue  for  further  informa- 
tion and  discussion.) 
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Use  of  Ultrasound  in  Ophthalmology 

Report  of  Six  Cases 
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HE  APPLICATION  OF  ULTRASOUND  in 
diagnosis  of  certain  diseases  has  proved  its 
value  in  the  past  few  years.  Many  fields  in  medi- 
cine have  accepted  ultrasound  examination  as 
part  of  routine  procedure  and  fruitful  results  have 
been  obtained.  From  the  first  use  of  ultrasound  to 
determine  shifts  of  the  brain  midline, ^ abnor- 
malities of  the  mitral  valve^’^  or  presence  of  peri- 
cardial effusion,"^  the  field  has  expanded  consider- 
ably in  the  same  areas  (neurology,  neurosurgery, 
and  cardiology)  and  to  other  fields  and  organs. 
E\  aluation  of  aortic  and  tricuspid  valves  in  cases 
of  stenosis  or  incompetence,^'^  placenta  praevia,® 
determination  of  fetal  weight  prior  to  delivery  by 
measuring  the  biparietal  diameter  of  the  fetal 
skull,^  detection  of  tumors  and  hepatic  lesions,  and 
many  other  uses  have  been  described. 

Excellent  results  are  also  obtained  in  oph- 
thalmology, especially  if  and  when  other  methods 
have  failed  or  cannot  be  applied.  This  is  true  in 
borderline  cases  or  when  a combination  of  diseases 
occur  concomitantly.  When  cataracts,  corneal  or 
\itreous  opacities,  or  hyphema  prevent  visualiza- 
tion of  the  fundus  of  the  eye,  evaluation  of  the 
retina  for  the  presence  or  absence  of  retinal  de- 
tachment, tumors,  or  foreign  bodies  may  easily  be 
performed  by  ultrasound,  often  yielding  excellent 
results.  The  whole  procedure  is  completely  painless 
and  harmless  to  the  individual.  It  requires  a mini- 
mum of  time  and  can  be  repeated  at  will  and 
periodically. 

Ultrasound  means  acoustic  energy  beyond  the 
sensitivity  range  of  the  human  ear  (above  20,000 
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cycles  per  second)  and  is  produced  by  certain 
crystaline  or  ceramic  substances,  which  oscillate 
when  electric  energy  is  passed  through  them, 
(piezoelectric  property).  If  the  electric  energy  is 
made  to  fluctuate  rapidly,  the  crystal  will  change 
size  rapidly  and  produce  a pulsating  beam  of 
ultrasonic  energy.  This  beam,  as  it  passes  through 
tissues,  will  produce  different  deflections,  accord- 
ing to  the  tissue  property  and  is  called  acoustic 
impedance.  This  is,  in  turn,  a product  of  speed  in 
tissue  times  the  density  of  the  tissue: 

Z = p\^ 

The  crystal  or  transducer  serves  as  sender  and 
receiver  at  the  same  time.  The  returning  mechan- 
ical energy  deforms  the  crystal  and  produces  elec- 
trical current  which  is  measured  and  recorded  on 
an  oscilloscope.  Further  recording  is  made  on  self- 
developing  film  (Polaroid®),  magnetic  tape,  or  by 
other  appropriate  methods. 

Ultrasonic  information  obtained  is  displayed 
on  the  oscilloscope  by  a series  of  peaks  (Fig.  1), 
where  the  intensity  of  returning  echoes  is  repre- 
sented by  the  amplitude  of  each  peak  (A-mode  = 
amplitude  modulation).  If  the  same  peaks  are 
being  viewed  on  end  (by  mechanically  reversing 
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Fig.  1.  Normal  A-mode  sonogram  of  eye.  Space 
without  deflections  represents  corpus  vitreous. 


Fig.  2.  B-mode  examination  of  normal  eye.  Note 
visualization  of  posterior  surface  of  lens  (L)  and 
point  of  entry  of  optic  nerve.  C = cornea. 
R = retina. 


the  peaks  on  the  oscilloscope)  a series  of  dots  will 
be  seen  (Fig.  2)  ; their  brightness  indicative  of 
the  intensity  of  returning  echoes  (B-mode  or 
brightness  modulation).  If  the  dots  obtained  in 
B-mode  are  being  swept  mechanically  across  the 
screen  of  the  oscilloscope,  especially  when  ex- 
amining or  viewing  tissue  or  organs  in  motion,  a 
curvilinear  pattern  is  obtained.  (M-mode  = mo- 
tion mode.) 

Technic 

The  equipment  used  is  an  A-  and  B-mode 
combination  produced  by  Hoffrel  Instruments,  Inc. 
with  a special  eye  transducer  of  7.5  megahertz.  The 
machine  is  kept  in  the  radiology  department  of  the 
hospital  but  can  easily  be  wheeled  elsewhere  if 
desired.  The  patient  does  not  require  any  premedi- 
cation or  local  anesthesia  since  the  procedure  is 
completely  painless.  The  examination  can  be  per- 
formed either  in  the  sitting  or  recumbent  position 


(Figs.  3 and  4).  All  of  our  patients  were  sitting 
comfortably  in  a chair  with  the  head  slightly  de- 
flexed.  Except  for  case  2,  topical  anesthetic  drops 
were  used. 

Although  the  examination  can  be  performed 
by  the  radiologist  or  ophthalmologist  alone,  best 
results  are  obtained  when  they  see  the  patient 
together. 

Case  Reports 

Case  1.  R.O.  is  a 16-month-old  male,  who  had  been 
in  low  concentration  oxygen  for  five  weeks  after  birth. 
Eye  examination  showed  small  corneas,  shallow  anterior 
chambers,  and  dense  bilateral  cataracts.  Cataract  surgery 
was  being  considered.  Ultrasound  examination  showed 
many  abnormal  echoes  in  the  vitreous  and  multiple 
echoes  of  the  posterior  wall,  indicating  retinal  detach- 
ment and  retrolental  fibroplasia.  Cataract  surgery  was 
not  indicated,  and  it  was  possible  to  give  the  parents  an 
accurate  diagnosis  and  prognosis  and  to  avoid  surgery, 
which  would  have  caused  needless  discomfort  and 
expense  to  the  patient  and  his  family  (Figs.  5 and  6). 

Case  2.  W.  N.,  A 52-year-old  man,  was  working 
with  a chisel  in  a mine  six  months  earlier  and  felt 
“something  hit  the  eye.”  The  original  x-ray  films 
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described  a radiopaque  foreign  body  \\liich  had  traversed 
the  glolie  and  was  resting  posterior  to  it. 

^Vhen  the  patient  was  first  seen  several  months  after 
the  injury,  \ision  in  the  affected  eye  was  decreased  to 
finger  counting,  but  no  details  of  the  fundus  could  be 
seen  owing  to  a dense  traumatic  cataract.  Repeat 
x-ray  films  showed  a foreign  body  within  the  eye  globe. 
.\-mode  ultrasound  examination  localized  the  foreign 
body  within  the  globe  13  mm  posterior  to  the  limbus 
at  5:30  position  near  the  retina.  There  was  no  evidence 
of  retinal  detachment.  Incision  over  the  site  determined 
by  the  ultrasound  allowed  direct,  simple,  uncomplicated 
removal  of  the  foreign  body  with  the  magnet  (Fig.  7). 

Case  3.  L.  F.  is  a 63-year-old  woman  who  hid  lost 
\ision  in  her  left  eye  after  surgery  elsewhere  for  angle- 
closure  glaucoma.  The  right  eye  had  a dense  cataract  and 
almost  no  anterior  chamber.  She  had  been  told  not  to 
ha\e  cataract  surgery  due  to  the  fact  that  she  may  have 
retinal  detachment  or  recurrent  vitreous  hemorrhages. 
Because  of  her  inability  to  function  normally,  she  wanted 
to  have  cataract  surgery  performed.  Ultrasound  examina- 
tion failed  to  show  evidence  of  retinal  detachment  or  any 
vitreous  hemorrhage,  thus  indicating  a good  prognosis. 
Uneventful  cataract  surgery  was  performed  with  result- 


Fig.  5.  (Case  1.)  Comparative  A-mode  sonogram 
of  right  and  left  eye.  Difference  in  size  is  notice- 
able (L=18  mm,  R = 22  mm).  Multiple  echoes 
in  corpus  vitreous,  especially  in  left  eye. 


. z 

* ' 

l L 

•Vf' 

r*yf  ^ f r t ^rfrrr^trrfm 

t 

i 

t 

f 

i 

Fig.  6.  (Case  1.)  Left  eye.  Abnormal  echoes  are 
noted  in  vitreous. 


ing  20/25  vision.  Clear  vitreous  and  a flat  retina  were 
seen  and  maintained  (Fig.  8). 

Case  4.  L.  S.  is  a 53-year-old  woman  with  a history 
of  six  months  of  progressive  decrease  of  vision  in  the 
left  eye.  .\n  elevated  lesion  of  the  fundus  was  seen  with 
the  ophthalmoscope.  It  was  felt  to  be  a solid  mass  by 
clinical  examination,  although  two  of  three  consultants 
did  not  feel  it  was  a tumor.  Ultrasound  examination 
showed  abnormal  echoes  situated  posteriorly.  Enucleation 
was  performed  and  microscopic  e.xamination  confirmed 
the  presence  of  malignant  melanoma  (Fig.  9). 

Case  5.  G.  II.  is  a 47-year-old  man,  who  fell  in  the 
bathtub  sustaining  extensive  trauma  to  the  right  eye 
and  orbit.  There  \vas  evidence  of  retrobulbar  hemorrhage 


Fig.  7.  (Case  2.)  Abnormal  echoes  representing 
foreign  body  and  blood  within  globe. 


Fig.  8.  (Case  3.)  A-mode  sonograms  of  both  eyes. 
No  evidence  of  retinal  detachment  in  right  eye. 
Shallow  anterior  chamber  of  left  eye. 
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Fig.  9.  (Case  4.)  Abnormal  echoes  in  posterior 
portion  of  left  eye  adjacent  and  confluent  with 
retina.  Malignant  melanoma  confirmed  by  surgery. 


Fig.  10.  (Case  6.)  Marked  discrepancy  in  size  of 
eyes  (R  = 20  mm,  L = 25  mm).  Retinal  detachment 
on  right — -16  mm  from  corneal  surface.  No  ab- 
normal echoes  within  left  eye. 


and  hyphema.  Owing  to  loss  of  light  perception  and 
inability  to  examine  the  fundus  of  the  eye,  ultrasound 
examination  was  performed  to  determine  the  extent  of 
intraocular  damage.  .A-mode  and  B-mode  ultrasound 
examinations  showed  abnormal  echoes  in  the  vitreous 
(vitreous  hemorrhage)  and  a possible  retinal  detachment, 
indicating  severe  damage  to  the  globe.  The  prognosis 
was  confirmed  by  the  clinical  course,  as  phthisis  bulbi 
appeared  in  several  months.  (Example  of  ultrasonic 
examination  not  presented.) 

Case  6.  S.  B.  is  a 6-month-old  girl,  who  was  born 
two  months  premature.  When  first  seen,  she  had  a large 
esotropia  of  50  diopters.  There  was  a membrane  behind 
the  lens  and  retinal  detachment.  The  findings  were 
limited  to  the  right  eye,  which  was  felt  to  be  smaller  in 
size.  Ultrasound  examination  showed  the  right  eye  to 
measure  20  mm  compared  with  25  mm  on  the  life  side. 
The  findings  were  probably  due  to  retrolental  fibroplasia 
(Fig.  10). 

Discussion 

Ultrasound  evaluation  of  the  eye  can  give 
useful  information  in  many  situations  where  it  is 
not  possible  to  observe  the  fundus  details  directly. 

In  a blind  patient,  such  as  case  1,  it  was 
possible  to  save  the  patient  from  surgery  and  un- 
necessary expenses  which  would  not  have  yielded 
any  practical  results.  With  the  posterior  damage 
detected  by  ultrasound,  surgery  was  contrain- 
dicated and  was  not  performed. 

Case  2 enabled  us  to  localize  correctly  an 
intraocular  foreign  body  which  was  not  visualized 
with  the  ophthalmoscope  so  that  uneventful  sur- 
gery and  removal  of  the  foreign  body  could  be 
performed.  Comparative  evaluation  of  radiologic 
and  ultrasound  technics  and  the  value  of  ultrasonic 
examinations  are  described  by  Runyan  and  Pen- 
ner.*°  Special  stress  of  false  results  by  radiologic 
methods  (Sweet  localization)  is  described  in  bi- 
lateral foreign  bodies  of  the  eyes  due  to  super- 
imposition of  images.  This  superimposition  is  not 
a problem  in  ultrasonic  technic. 

Case  3 illustrates  how  a good  prognosis  can  be 
given  and  surgery  recommended  with  reassurance 


of  the  patient.  In  cases  1 and  5,  extensive,  irrep- 
arable damage  was  seen,  giving  a poor  prognosis 
and  contraindicating  surgery.  This  demonstrates 
the  importance  of  the  additional  examination. 

Case  4 was  not  clean-cut  and  a definite 
diagnosis  was  not  made.  However,  the  mass  was 
solid  by  ultrasound  evaluation  and  could  be  de- 
tected by  this  method  as  it  measured  over  2.5  mm, 
which  is  the  smallest  lesion  that  can  be  outlined 
by  sonograms.^*  This  additional  information  to  the 
clinical  picture  was  helpful  in  forming  the  decision 
to  enucleate  the  affected  eye. 

Case  6 enabled  confirmation  of  the  status  of 
the  posterior  portion  of  the  eye  and  showed  micro- 
phthalmia as  well  as  retinal  detachment.  The 
healthy  status  of  the  other  eye  was  reassuring. 

Summary' 

Ultrasound  evaluation  has  allowed  more  ac- 
curate diagnosis  in  difficult  cases  and  added  in- 
formation which  could  not  have  been  obtained 
by  other  methods.  It  is  a simple,  rapid  and  pain- 
less procedure,  which  has  allowed  us  to  avoid 
unnecessary  surgery,  to  perform  difficult  surgery' 
w'ith  greater  ease  and  accuracy,  and  to  give  the 
patients  reassurance  or  a more  precise  prognosis 
at  a much  earlier  time  in  the  course  of  their 
disease  than  it  would  ha\  e been  possible  otherwise. 

Acknowledgment:  Andy  Seib,  R.T.,  assisted  in  some  of 
the  studies  performed  and  was  instrumental  in  pre- 
paring the  reproductions  published. 
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Discussion  of  E.N.T.  Case  of  the  Month 

(continued  from  p.  673) 


IJie  cause  of  epistaxis  in  the  majority  of  pa- 
tients in  this  age  group  is  rupture  of  the  spheno- 
palatine artery  which  has  been  previously  weak- 
ened by  arteriosclerosis. 

However,  bleeding  from  an  occult  tumor  of 
the  nose  and/or  paranasal  sinuses  must  be  ruled 
out. 

The  immediate  evaluation  of  jiatients  after 
removal  of  nasal  packing  is  difficult.  On  direct 
examination,  the  nasal  mucosa  will  be  friable  and 
have  a granular  appearance  secondary  to  the 
trauma  of  the  packing.  This  makes  it  extremely 
difficult  to  differentiate  a possible  malignant  tumor 
from  simple  irritated  nasal  mucosa. 

In  addition,  radiographic  examination  during 
the  acute  stage  will  almost  always  show  clouding 
of  the  paranasal  sinuses  on  the  involved  side  sec- 
ondary to  blood  which  fills  the  sinuses.  The  blood 
in  the  sinus  may  obscure  early  lesions.  Of  course, 
gross  areas  of  bone  destruction  will  be  seen  during 
the  acute  phase. 

If  one  waits  three  weeks  and  then  re-evaluates 
the  jjatient,  the  nasal  mucosa  will  have  returned 
to  a near-normal  appearance,  and  any  suspicious 
areas  that  remain  may  be  biopsied.  The  sinuses  also 
should  be  examined  radiographically  at  this  time, 
since  any  clouding  secondary  to  the  epistaxis  will 
have  resolved,  and  an  early  lesion  may  be  visual- 
ized. 

The  patient  in  this  report  was  found  to  have 
a squamous  cell  carcinoma  of  the  antrum  as  the 


Fig.  1.  Radiographic  evaluation  revealed  clouding 
of  maxillary  sinus  and  a lytic  lesion  of  roof  of 
sinus  (arrows). 
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Fig.  2.  Lesions  within  maxillary  sinus  may  be  biopsied  through  the  Caldvvell- 
Luc  approach,  which  consists  of  removing  a small  portion  of  bone  from  an- 
terior wall  of  maxillary  sinus. 


source  of  his  epistaxis.  In  this  instance,  the  diag- 
nosis was  made  while  the  patient  was  in  the  hospi- 
tal because  of  the  radiographic  evidence  of  bone 
destruction.  Figure  1 reveals  the  bone  destruction 
of  the  floor  of  the  orbit.  Biopsy  of  the  adjacent 
nasal  mucosa  failed  to  show  tumor,  so  a direct 


biopsy  of  the  lining  of  the  sinuses  was  accom- 
plished through  a Caldwell-Luc  approach  (Fig. 
2 ) . The  patient  was  treated  with  a full  course  of 
radiation  therapy  followed  by  total  maxillectomy 
and  orbital  exenteration.  He  is  alive  five  years 
after  this  therapy. 


T)E  SURE  TO  SEE  PAGE  719  — . There  you  will  find  a list  of  companies 
-^advertising  in  this  issue  of  The  Journal.  Keep  the  list  handy  and  refer  to  it 
when  the  detail  men  come  around.  Thank  those  whose  companies  help  support 
us  with  their  advertising  and  remind  the  others  they  should  be  doing  so!  After 
all,  this  is  the  official  publication  of  the  Ohio  State  Medical  Association,  not 
just  any  old  generic  publication.  — The  Editor 
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Pulmonary  Outpatient  Rehabilitation 

A Four- Year  Follow-Up 

Richard  A.  Krumholz,  M.l). 


NO\’EMBER  16,  1968,  the  Pulmonary  Out- 
patient  Rehabilitation  Unit  of  the  Charles 
F.  Kettering  Medical  Center  was  opened.  This 
unit  is  an  integral  part  of  our  overall  pulmonary 
comprehensive  care  program.*’-  This  program  in- 
cludes: (1)  Respirator)’  Therapy  Department; 

(2i  Pulmonary  Function  Laboratory;  (3)  Pulmo- 
nary Outpatient  Rehabilitation  Unit;  (4)  Pulmo- 
nary Intensive  and  Intermediate  Care  Units;  and 
(.o')  School  of  Respiratory  Therapy.  The  aim  of 
the  Pulmonary  Outpatient  Rehabilitation  Unit 
(POP)  is  to  educate  and  rehabilitate  patients  with 
chronic  pulmonary  disease  (primarily  chronic  ob- 


From  the  Charles  F.  Kettering  Medical  Center, 
3535  Southern  Boulevard,  Kettering,  Ohio  45429. 
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The  Author 

• Dr.  Krumholz,  Dayton,  is  Director,  Institute  of 
Respiratory  Diseases,  Kettering  Medical  Center. 


structive  pulmonary  disease) . The  POP  is  staffed 
with  a registered  nurse,  licensed  practical  nurse, 
respiratory  therapist,  secretary,  and  medical  direc- 
tor. Figures  1,  2,  and  3 demonstrate  the  unit.  The 
unit  contains  one  mechanical  treadmill,  two  exer- 
cycles,  one  set  of  stairs,  one  rowing  machine,  two 
exercise  walkers,  two  tilt  tables,  and  a cardiac  and 
pulse  rate  monitor  with  high-low  alarm.  There 


Table  1.  Scale  of  Prices  at  C.  F.  Kettering  Memorial  Hospital  Pulmonary  Outpatient  Rehabilitation  Unit 


Grade  I 


1 Series  of  5 classes  

$ 6.00 

$ 6.00 

$ 600 

13  Visits  

78.00 

78.00 

78.00 

With  IPPB  treatments 



71.50 

71.50 

With  postural  drainage  

— 

— 

78.00 

84.00 

155.50 

233.50 

Diagnostic  tests  and  entrance  fee 

147.00 

147.00 

147.00 

Total  

$302.50 

$380.50 

Grade  II 

1 Series  of  5 classes 

$ 6.00 

$ 6.00 

$ 6.00 

Blow  bottles  

6.00 

6.00 

6.00 

18  Visits  

108.00 

108.00 

108.00 

With  IPPB  treatments  

— 

99.00 

99.00 

With  postural  drainage  

— 

— 

108.00 

120.00 

219.00 

327.00 

Diagnostic  tests  and  entrance  fee  

147.00 

147.00 

147.00 

Total  

$267.00 

$366.00 

$474.00 

Grade  III 

1 Series  of  5 classes  

$ 6.00 

$ 6.00 

$ 6.00 

Blow  bottles  

6.00 

6.00 

6.00 

22  Visits  

132.00 

132.00 

132.00 

With  IPPB  treatments  



121.00 

121.00 

With  postural  drainage  

— 

132.00 

144.00 

265.00 

397.00 

Diagnostic  tests  and  entrance  fee  

147.00 

147.00 

147.00 

Total  

$291.00 

$412.00 

$544.00 
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Table  4.  Dyspnea  Grade  Index  Used  to  Classify 
Patients  in  I’unctional  Grade  Scale  of 
Pulmonary  Outpatient  Rehabilitation  Program 


are  14  oxygen  outlets  placed  in  strategic  areas 
around  the  unit. 

.Ml  patients  must  be  referred  to  the  program 
by  a physician.  Referrals  may  be  cither  as  an  in- 
patient or  an  out|tatient.  The  injjatients  are  taken 
into  the  jjrogram  only  after  their  active  disease 
process  has  been  stabilized.  The  operation  of  the 
unit  is  completely  on  a private  basis.  No  patient, 


Table  2.  Goals  of  C.  F.  Kettering  Memorial  Hospital 
Pulmonary  Outpatient  Rehabilitation  Unit 


I.  Develop  rapport  with  each  patient. 

A.  Provide  maximum  supportive  care. 

1.  Constant  encouragement. 

2.  Create  relaxed  and  comfortable  atmo- 
sphere. 

3.  Activate  appropriately  toward  decreasing 
depression. 

B.  Explain  reasons  for  every  therapeutic  measure 
used. 

II.  Educate  patients  with  chronic  obstructive  lung 
disease  to  their  maximum  level  of  self-care. 

A.  Educate  patients  to  their  disease  processes. 

B.  Aid  patients  in  developing  an  understanding 
of  mechanics  of  breathing. 

1.  Classroom  teaching  (group  discussions). 

2.  Demonstrating  to  and  working  with  pa- 
tients all  modalities  of  treatment. 

3.  Individualized  teaching. 

C.  Teach  patients  to  live  within  confines  of  their 
disease  to  extent  their  abilities  and  individual- 
ities will  allow. 

D.  Emphasize  home  exercises  and  practices. 

III.  Educate  families  of  patients  to  an  understanding 
of  the  patients  and  their  disease. 

IV.  Maintain  their  level  of  activity. 

A.  Physical  exercise. 

B.  Diaphragmatic  breathing  exercises. 

C.  Bronchial  hygiene. 

V.  Instruct  other  personnel  (visiting,  hospital,  and 
student)  regarding  purpose  and  tools  of  pulmonary 
rehabilitation. 


Table  3.  Functional  Grade  Scale  for 
Classifying  Patients  Into  Pulmonary 
Outpatient  Rehabilitation  Program 


Grade  I 


Grade  II 


Grade  III 


Oj  saturation  above  92%,  PO2  above  65 
mm  Hg 

PCO2  normal,  FEV  1.0  over  1.0  liter/sec 
DLpg  — normal 

Peak  flow  above  300  liters/min 
Dyspnea  grade  II  or  III 

Og  saturation  above  90%,  POg  abov^e  60 
mm  Hg 

PCOo  below  50  mm  Hg 
FEV  1.0  over  500  cc/sec 
DLp„  75%  of  predicted  or  greater 
Peak  flow  above  150  liters/min 
Dyspnea  grade  HI  or  IV 

O,  saturation  below  88%,  POg  less  than 
55  mm  Hg 

PCO2  above  50  mm  Hg 
FEV  1.0  below  500  cc/sec 
DLpj,  less  than  75%  predicted 
Peak  flow  less  than  150  liters/sec 
Dyspnea  grade  IV  or  V 


Grade 

I 

Patient’s  breath  is  as  good  as  that  of  other 
individuals  of  his  own  age  and  build  at 
work,  on  walking,  and  on  climbing  hills  or 
stairs. 

Grade 

II 

Patient  is  able  to  walk  with  normal  persons 
of  his  own  age  and  build  on  the  level  but  is 
unable  to  keep  up  on  hills  or  stairs. 

Grade 

HI 

Patient  is  unable  to  keep  up  with  normal 
persons  on  the  level  but  is  able  to  walk  a 
mile  or  so  at  his  own  speed. 

Grade 

IV 

Patient  is  unable  to  walk  more  than  100 
yards  on  the  level  without  a rest. 

Grade 

V 

Patient  is  breathless  on  walking  or  talking 

or  is  unable  to  leave  his  house  because  of 
breathlessness. 


Table  5.  Number  of  Pulmonary  Outpatient  Visits 
Based  on  Functional  Grade  Scale 


Grade  I 


1 hr.  per  day  X 5 
1 hr.  per  day  X 3 
1 hr.  per  day  X 2 
13  sessions 


days  — week  1 
days  — week  2 and  3 
days  — week  4 


Grade  II  1 hr.  per  day  X 5 days  — week  1 and  2 

1 hr.  per  day  X 3 days  — week  3 and  4 

1 hr.  per  day  X 1 day  — week  5 and  6 

18  sessions 


Grade  III  1 hr.  per  day  X 5 days  — week  1 and  2 

1 hr.  per  day  X 3 days  — week  3 and  4 

1 hr.  per  day  X 2 days  — week  5 and  6 

1 hr.  per  day  X 1 day  — week  7 and  8 

22  sessions 


however,  has  been  refused  admission  into  the  pro- 
gram based  on  lack  of  funds.  Fable  1 discloses 
the  charges  as  made  by  the  POP.  Table  2 defines 
the  goals  of  the  unit. 

During  the  first  clinic  visit,  the  patient  fills 
out  a programmed  history  form  and  is  interviewed 
by  one  of  the  workers  regarding  transportation, 
finances,  and  other  matters.  A physical  examina- 
tion by  a member  of  the  house  staff  is  set  up. 
(This  is  not  done  if  the  patient  brings  a recent 
physical  examination  report  from  his  own  physi- 
cian. ) A complete  blood  count,  blood  urea  nitro- 
gen, electrocardiogram,  posteroanterior  and  la- 
teral chest  film,  and  complete  pulmonary  func- 
tion studies  including  arterial  blood  gas  analysis, 
pulmonary  diffusing  capacity  (DLco),  forced 
vital  capacity  (FVC),  forced  expired  volume 
(FEV)  at  1.0,  2.0,  and  3.0  seconds,  FEV  200  to 
1200  ml.,  FEV  25  to  75  percent,  peak  flow  (PF), 
maximal  voluntary  ventilation  (MVV),  airways 
resistance  (RAW),  total  lung  capacity  (TEC), 
functional  residual  capacity  (FRC),  and  residual 
volume  (RV)  are  then  done.  All  flow  rates  are 
done  before  and  after  bronchodilator.  The  patient 
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Table  f).  Program  Patient  Statistics 


Year 

Total 

Patients 

in 

Program 

Died 

(Total) 

In 

Grade 

III 

Program 

In 

Grade 

11 

Program 

In 

Or.Klr 

I 

Program 

Grade 

III 

Died 

Grade 

11 

Died 

Gratle 

I 

Died 

Disinter- 

ested 

Coming 

III 

Treated 
Klse- 
w here 

Will 

Call 

Never 

Com- 

pleted 

Program 

1968 

7 

.8 

6 

0 

1 

3 

0 

0 

2 

0 

1 

0 

0 

1 

1969 

68 

6 

51 

10 

7 

16 

0 

0 

18 

15 

3 

2 

1 

9 

1970 

92 

12 

69 

17 

6 

9 

2 

0 

23 

23 

7 

0 

11 

15 

1971 

62 

3 

46 

11 

5 

3 

0 

0 

10 

28 

1 

1 

4 

12 

1972 

41 

1 

30 

9 

2 

1 

0 

0 

0 

36 

2 

0 

0 

2 

'1’able  7.  Mortality  Rate  of  Patients  with  Severe 
Chronic  Obstructive  Pulmonary  Disease 


1 Year 

2 Year 

3 Year 

4 Year 

Present  Study* 

6% 

17% 

31% 

50% 

Boushy  & Coatesi 

ABGJ 

MVVJ 

27 

41 

51 

59 

30 

44 

52 

58 

FVet 

30 

44 

53 

61 

Renzetti,  et.  al.f 

Group  1 

36 

59 

78 

90 

Group  2 

8 

22 

37 

44 

Burrows  & Pettyf 

Denver 

12 

24 

Chicago 

15 

30 

Burrows  & Earlef 

7 

21 

34 

41 

* Yearly  mortality 
tCumulative  mortality 
JCriteria  used  for  classification 


is  then  scheduled  for  a series  of  five  educational 
classes  on  pulmonary  anatomy,  physiology,  care 
of  the  respiratory  tree,  and  approaches  to  self 
therapy,  ie,  breathing  retraining,  avoidance,  pos- 
tural drainage,  etc.  These  classes  last  40  to  60 
minutes  per  session  and  are  held  five  days  a week. 
Each  class  on  a given  subject  is  held  the  same  day 
of  each  week  so  that  if  a day  is  mis.sed  the  patient 
may  ])ick  it  up  the  next  week.  .\lso  during  this 
time  (the  week  of  classes),  a clinical  conference 
is  held  on  each  patient  by  all  workers  in  the  unit 
and  the  medical  director  and,  based  upon  tlie 
clinical  and  physiologic  status,  he  is  slotted  into  a 
functional  classification  grade  (Tables  3 and  4). 
To  fit  into  each  grade,  the  patient  must  meet 
three  of  the  criteria  in  one  of  the  functional  grades 
listed  in  Table  3.  This  functional  classification 
grade  dictates  the  number  of  visits  each  patient 
makes  to  the  clinic.  Table  5 demonstrates  the 
frequency  of  clinic  visits  based  upon  classification 
grade.  The  functional  classification  grade  was  arbi- 
trarily set  up  prior  to  the  opening  of  the  unit  and, 
to  our  experience,  it  has  been  very  workable. 

All  rehabilitation  in  the  unit  is  done  one-on- 
one  except  during  the  classes.  The  activity  during 


each  visit  is  individualized  to  the  patient  by  the 
therapist  and  varies  from  breathing  retraining  and 
passive  maneuvers  through  active  treadmill  exer- 
cise. Inhalation  therapy  and/or  postural  drainage 
precedes  active  rehabilitation  only  when  ordered 
by  the  patient’s  private  physician.  All  exercise  is 
done  with  O2  support  if  the  resting  PO^  is  60  mm 
Hg  or  less.  Patients  with  an  abnormal  resting 
electrocardiogram  (ECO)  are  monitored  during 
exercise.  Any  medical  problems  arising  during  the 
program  are  handled  by  consultation  with  the 
patient’s  private  physician.  Upon  completion  of 
the  official  program,  return  visits  are  scheduled 
at  three,  six,  and  nine  months,  and  yearly  there- 
after. At  each  long-term  return  visit,  a program- 
med form  is  filled  out  by  the  patient  (Figure  4) 
and  pulmonary  function  studies  are  repeated. 

Table  6 demonstrates  our  program  patient 
statistics.  A number  of  important  points  are  noted 
from  this  table.  Our  grade  III  patients  are  com- 
parable in  disease  severity  to  those  patients  in  the 
studies  of  Boushy  and  Coates,^  Renzetti,  et  al,'* 
and  Burrows  and  Petty.^  The  patients  in  the  study 
of  Burrows  and  Earle*^  are  consistent  with  our 
grade  II  and  III  patients.  Table  7 shows  the 
mortality  percentages  of  the  present  study  as 
compared  to  the  studies  mentioned  above.  The 
age  range  in  all  of  the  studies  is  similar. 

Mortality  Figures 

The  mortality  rate  per  year  in  the  present 
study  (grade  III  patients)  is  superior  to  all  other 
reported  studies  of  patients  with  this  degree  of 
pulmonary  function  abnormality  and  chronic 
obstructive  pulmonaiv'  disease.  Our  mortality 
figures  w'ere  derived  by  taking  the  patients  entered 
into  the  program  by  December  31  of  each  year 
and  calculating  the  percent  having  died  from 
that  date  through  November  1972.  This  adds  a 
certain  bias  against  us,  as  patients  entering  early 
in  a given  year  actually  may  have  as  much  as  one 
extra  year  of  time  in  the  program.  Therefore, 
since  the  prospective  nature  of  the  study  precludes 
a true  cumulative  mortality  table,  we  feel  our 
method  of  calculating  the  mortality  rate  Is  com- 
parable (or  even  harsher  on  our  statistics)  to  the 


682  / The  Ohio  State  Medical  Journal 


Fio.  1.  Pulmonary  outpatient  rehabilitation  unit. 


Fig.  2.  Patient  using  treadmill. 


Fig.  3.  Patient  using  exercycle. 
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Name  Date 

Physician  Interviewer 

3-6-9-Month  and  Yearly  Interview 


1.  Maintained  breathing  pattern? 

2.  Do  you  have  a specific  inspiratory/expiratory  ratio? 

3.  Is  sputum  production  increased? 

Do  you  wheeze? 

4.  Have  you  been  daily  practicing  your  deeji  breathing 
exercises  as  well  as  your  physical  activity? 

How  often? 

5.  Are  you  still  able  to  cope  with  shortness  of  breath 
as  when  you  completed  the  program? 

6.  What  seems  to  be  the  best  form  of  exercise  for  deep 
breathing? 

7.  What  form  of  physical  activity  is  best  for  you? 

8.  Is  your  activity  greater  than,  less  than,  or  the  same 
as  when  you  completed  the  rehabilitation  program? 

9.  Has  the  breathing  regimen  and  exercise  helped  you 

at  work  and/or  at  home?  Any  way  specific? 

10.  Have  you  had  any  infections  during  this  three- 
month  period?  If  so,  what  did  you  do  to  care  for 
yourself? 

1 1 . Have  you  done  postural  drainage  in  the  last  three 
months?  How  often? 

12.  Would  you  grade  your  condition  the  same  now  as 
when  you  entered  the  program? 

13.  Do  you  have  any  periods  of  fatigue? 

14.  Do  you  smoke  now?  How  much? 

15.  Are  you  still  using  your  nebulizer  or  handevent? 
Are  there  any  problems  with  its  operation? 

16.  How  do  you  feel  about  a visit  every  three  months? 

17.  Do  you  have  any  comments,  suggestions,  or  ques- 
tions? 


Fig.  4.  Form  completed  by  patient  on  return 
visits  after  completion  of  official  program. 

cumulative  method.  The  closest  published  mortal- 
ity figures  to  ours  are  those  from  the  study  of  Bur- 
rows and  Earle*’  and  to  be  entered  into  their  study, 
an  FEV  1.0  of  less  than  60  percent  was  needed. 
This  is  a less  stringent  criteria  than  that  used  for 
our  grade  III  patients  (Table  3).  It  is  important 
to  note  that  the  122  physicians  having  referred  the 
270  patients  into  our  program  are,  for  the  most 
part,  general  medical  physicians.  Therefore,  any 
positive  findings  regarding  patient  mortality  would 
seem  to  eminate  from  the  benefit  of  the  program 
and/or  the  care  received  from  their  private  physi- 
cians. Since  the  care  by  the  private  physicians  was 
in  all  probability  standard,  general  medical  care 
for  patients  with  chronic  obstructive  pulmonary 
disease,  it  would  seem  that  the  combination  of  the 


program  |)Ius  standard  jjri\ate  medical  care  is 
resjKmsible  for  the  lower  mortality  figures.  I'lie 
patients  in  this  study  were  mostly  private  paying 
patients,  and  this  factor  was  not  present  in  most 
other  published  studies  regarding  mortality  and 
chronic  obstructive  pulmonary  disease,  d'he  effect 
that  this  factor  had  on  the  present  mortality 
figures  remains  undetermined  but  must  be  men- 
tioned nonetheless. 

It  was  also  noted  that  the  mean  age  of  tho.se 
patients  who  died  (67.6  years)  was  considerably 
above  the  mean  age  of  those  who  survived  (.')9.7 
years) . .Yll  ages  were  taken  as  of  the  time  of 
entrance  into  the  program  and  all  deaths  as  of 
November  1972. 

There  are  other  encouraging  aspects  to  the 
program.  Even  though  grade  III  necessitates  22 
visits,  the  completion  rate  was  uniformly  high, 
averaging  81  percent  over  the  four  years.  Also,  52 
percent  of  those  completing  the  program  and  still 
living  are  returning  for  their  follow-up  evaluation. 

The  current  study  then  has  shown  that  a 
private  hospital  pulmonary  rehabilitation  program 
can  be  successful  both  from  the  aspect  of  patient 
involvement  with  their  illness  (quality  of  life)  and 
improved  mortality  rates  in  patients  with  severe, 
chronic,  obstructiv’e  pulmonary  disease.  It  was 
also  noted  that  those  patients  who  died  were  con- 
siderably older  than  those  still  surviving. 
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HERE  ARE  NUMEROUS  movement  dis- 
orders that  can  be  related  to  drug  ingestion, 
and  they  can  be  acute  or  apparently  permanent. 
Movements  may  be  produced  by  a direct  toxic 
effect  of  the  drug  on  the  nervous  system,  by  an  in- 
direct effect  via  changes  in  total  body  metabolism, 
and  most  commonly  of  all,  through  an  “overflow” 
or  “release”  when  the  drugs  are  suddenly  stopped 
after  prolonged  ingestion.  This  report  cannot  cover 
all  drug-related  movement  disorders,  but  it  is  hoped 
that  certain  fundamental  types  of  drug  effects  can 
be  mentioned.  There  will  be  emphasis  on  several 
major  problems  that  remain  in  drug  and  central 
nervous  system  interactions  as  demonstrated 
through  movement  disorders. 

Movements 

Tremor.  — The  most  common  effect  of  drug 
ingestion,  and  particularly  after  drug  withdrawal, 
is  tremor.  Although  various  types  of  drugs  can 
intentionally  produce  tremor  as  an  e.xperimental 
project  (eg,  tremorine),  many  of  these  drugs  really 
produce  a shivering  or  myoclonic  movement  rather 
than  a typical  fine  rhythmical  tremor.  One  variety 
of  tremor  that  most  readers  have  personally  expe- 
rienced is  the  rapid  (greater  than  eight  cycles  per 
second)  type  of  tremor  seen  with  excitement  or 
fear.  Tremor  of  an  entirely  similar  pattern  is  seen 
after  ingestion  of  large  amounts  of  caffeine  and 
after  injection  of  adrenaline.  This  movement  dis- 
order affects  all  parts  of  the  body,  but  it  is  par- 
ticularly likely  to  involve  the  hands  or  facial 
muscles. 

Tremor  induced  by  adrenaline  is  increased 
with  action,  and  it  tends  to  subside  with  rest.  Any 
of  several  sedatives  serve  to  ameliorate  this  tremor, 
and  lack  of  sleep  or  intense  excitement  definitely 
exaggerates  it.  It  is  probable  that  the  fine  tremor 
of  hyperthyroidism  represents  a similar  phenome- 
non. This  type  of  rapid,  at  times  “toxic,”  tremor 
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is  perhaps  the  most  fundamental  though  poorly 
understood  of  the  movement  disorders  of  the 
nervous  system.  The  movement  awaits  systematic 
investigation  with  anticholinergic,  antiserotonic, 
and  antiadrenergic  drugs.  If  we  understood  the 
biochemistry  of  this  tremor,  we  also  might  under- 
stand drug  and  alcohol  withdrawal  and  treat  them 
more  rationally. 

Myoclonus.  --  Myoclonus  is  a rapid  non- 
rhythmic jerk,  symmetrical  or  nonsymmetrical, 
which  often  can  be  triggered  by  stimulation.  In 
addition  to  tremor,  myoclonus  has  been  seen  with 
several  types  of  medication  that  can  produce 
tremor,  particularly  when  extremely  toxic  doses 
are  employed.  In  animals,  levodopa  in  very  high 
doses  can  lead  to  a myoclonic  movement,  and 
severe  electrolyte  imbalance.  Viral  infections  of  the 
central  nervous  system,  or  uremia  can  produce 
myoclonus  in  humans.  These  and  other  toxic 
agents  can  lead  to  a combination  of  both  tremor 
and  myoclonus. 

Mercury  has  come  under  scrutiny  recently. 
In  mercury  poisoning,  there  may  be  not  only 
peripheral  neuritis,  encephalopathy,  and  difficul- 
ties with  the  integument,  but  the  fine  tremor  with 
metal  poisoning  may  also  be  quite  striking.  Phos- 
phorus and  arsenic  poisoning  may  also  lead  to 
tremor,  in  the  latter  instance  perhaps  partially  due 
to  loss  of  position  sense,  which  produces  a 
“pseudoathetoid”  state  when  the  patient  fails  to 
perceive  the  location  of  the  fingers.  The  late  effects 
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of  carbon  monoxide  poisoning  can  also  be  asso- 
ciated witli  myoclonus  or  simple  generalized 
tremor,  as  well  as  dystonic  postures  or  j^arkinson- 
ism. 

Parkinsonism.  — Many  agents  can  produce  a 
parkinsonian  appearance,  beginning  first  of  all 
historically  with  reserpine.  Methyldopa  can  also 
produce  a parkinson-like  state.  Because  of  the 
opposite  clinical  features  of  Parkinson’s  and 
Huntington’s  disease,  methyldopa  has  been  sug- 
gested for  use  in  Huntington’s  disease,  but  it  is  of 
dubious  value.  Manganese  miners,  people  with 
exposure  to  carbon  disulphide,  and  a few  of  those 
individuals  severely  damaged  by  carbon  monoxide, 
may  develop  a parkinsonian-like  picture.  In  man- 
ganese miners,  the  dystonic  aspect  is  usually  more 
prominent  than  the  tremor,  and  the  disease  is 
atypical  when  compared  to  idiopathic  parkinson- 
ism. The  tremor  of  pseudoparkinsonism  seen  with 
drugs,  particularly  pseudoparkinsonism  secondary 
to  phenothiazines,  is  probably  faster  than  the 
tremor  of  idiopathic  parkinsonism. 

Agents 

Heavy  Metals.  — Into.xications  with  various 
heavy  metals  produce  abnormalities  of  the  nervous 
system.  Some  of  these  particularly  affect  the  basal 
ganglia  and  thereby  produce  movement  disorders. 
It  is  of  some  interest,  from  a comparative  point  of 
view,  to  note  that  deposits  of  calcium,  iron,  cop- 
per, and  manganese  all  affect  the  basal  ganglia  in 
certain  clinical  situations.  A good  example  of  this, 
an  example  which  does  bring  out  one  interesting 
point,  is  \Vilson’s  disease.  In  this  condition,  either 
a dystonic  state  may  be  seen  or  the  patient  may 
have  a bizarre  and  severe  “flapping”  tremor. 
Although  many  patients  have  combinations  of 
both  dystonia  and  tremor,  it  is  of  interest  that  it  is 
primarily  children  who  have  the  dystonic  state, 
while  adults  are  more  likely  to  manifest  the  fine 
tremor.  This  is  one  of  several  e.xamples  of  the  fact 
that  an  apparently  similar  process  produces  a dif- 
ferent clinical  appearance  when  it  occurs  at  dif- 
ferent ages.  The  tremor  of  \Vilson’s  disease  is  quite 
coarse  and  perhaps  worse  when  the  arms  are  ex- 
tended than  when  the  arms  are  at  rest.  Most 
people  with  action  tremor  are  more  incapacitated 
as  their  hands  approach  the  object,  but  such  is 
not  necessarily  the  case  with  the  tremor  of  Wil- 
son’s disease.  It  is  uncertain  what  the  pathophysio- 
logic basis  of  this  particular  movement  may  be 
but  it  seems  unlikely  that  copper  alone  produces 
the  abnormal  movement  pattern. 

Phenothiazines.  — • The  best  example  of  the 
complex  interrelationship  between  drugs  and  move- 
ment disorders  is,  of  course,  the  phenothiazines. 
There  are  at  least  three  major  movement  dis- 
orders related  to  the  phenothiazines  that  the 


clinician  should  be  aware  of,  over  and  beyond  the 
slowing  down,  inertia,  and  obtundation  that  are 
seen  with  large  sedative  doses  of  phenothiazines. 

1.  The  best  known  drug  effect  is  “pseudo- 
parkinsonism” which  begins  after  some  weeks,  and 
which  continues  so  long  as  the  drug  is  given.  'I  his 
consists  of  a mask-like  facies,  shuffling  gait,  and  a 
tremor  which  is  demonstrated  better  by  walking 
than  at  rest.  Some  patients  also  have  rigidity  about 
the  neck  and  shoulders.  E\en  the  typical  ulnar 
deviation  of  the  hands  seen  in  patients  with 
severe  parkinsonism  can  be  noted,  and  all  of  these 
aspects  of  parkinsonism  may  disappear  (and 
almost  always  do)  when  the  drugs  are  reduced. 
Parkinsonism  induced  by  drugs  responds  some- 
what to  antiparkinson  medications,  and  for  unex- 
plained reasons,  this  drug-induced  movement  dis- 
order is  slightly  more  prominent  in  women  than 
in  men. 

2.  Approximately  15  years  ago,  a more  severe 
and  acute  phenomenon  was  recorded  with 
phenothiazines  for  the  first  time.  Reminiscent 
somewhat  of  the  oculogyric  crises  noted  in  post- 
encephalitic parkinsonism,  it  consists  of  severe 
dystonic  neck  spasms,  waves  of  muscle  rigidity, 
stiffness  or  protrusion  of  the  tongue,  and  intermit- 
tent tightness  about  the  neck  and  shoulders. 
Extreme  anxiety  or  an  elevated  blood  pressure  may 
be  associated  with  this  phenomenon.  The  spasms 
are  relieved  by  sleep  and  usually  subside  within  a 
day  after  the  medication  is  discontinued.  In  con- 
trast to  the  pseudoparkinsonism  which  occurs 
several  weeks  after  ingestion  of  the  medicine,  tire 
dystonia  may  be  an  acute  effect  of  small  amounts 
of  the  drug.  The  acute  dystonia  is  more  likely  to 
occur  in  children  than  young  adults  and  is  more 
common  with  particular  phenothiazines  such  as 
prochlorperazine  or  trifluoperazine  hydrochloride. 
This  particular  effect  of  phenothiazines  is  im- 
proved dramatically  by  diphenhydramine  hydro- 
chloride, benztropine  mesylate,  or  even  sleep  in- 
duced by  barbiturates. 

3.  The  phenothiazines  produce  what  has  been 
called  the  tardive  or  complex  dyskinesias.  This 
movement  is  quite  distinct  from  pseudoparkin- 
sonism and  from  the  acute  dystonic  state  described. 
In  tardive  dyskinesia,  there  can  be  a permanent 
movement  disorder  involving  the  hands,  mouth, 
and  trunk.  Buccolingual  movements  of  the  lips 
with  licking,  smacking,  and  chewing  are  often 
noted.  “Piano  playing”  or  in-and-out  extension 
and  flexion  of  the  fingers  is  seen,  and  the  toes  may 
hyperextend  to  the  extent  that  the  top  of  the  shoes 
are  worn  out.  There  is,  in  addition,  a tendency  to 
hyperextend  the  trunk.  This  movement  pattern  is 
best  seen  when  the  patient  is  not  directly  observed, 
since  it  can  be  suppressed  by  the  patient.  A large 
number  of  chronic  patients  in  state  hospitals  have 
this  disorder,  particularly  if  brain  damage  or  se- 
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□ promptly  relieves  hyperacidity 
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non-constipating 
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‘J^tiacid”  action 
for  ulcer  patients... 


one  of  the  many 
things^ou  need  in  an 
anticholineigic. 


Pro-Banthine  is  provided  in  several  different  dos- 
age forms  and  combinations  which  will  meet  vir- 
tually any  clinical  need.  It  is  just  as  versatile  in 
filling  patient  needs,  among  which  are: 

"Antiacid”  action — Pro-Banthine®  (propantheline 
bromide)  reduces  gastric  secretory  volume  and 
resting  total  and  free  acid. 

"Sustained"  action — Pro-Banthine  P.A.®  (propan- 
theline bromide)  contains  30  mg.  of  the  drug  in  the 
form  of  sustained-release  or  timed-release  beads; 
on  ingestion  about  half  of  the  drug  is  released 
within  an  hour  and  the  remainder  continuously  as 
earlier  increments  are  metabolized. 

High-level  anticholinergic  activity  is  main- 
tained all  day  and  all  night  in  most  patients  with 
only  two  tablets  every  eight  hours. 

"Analgesic"  action — Pro-Banthine  helps  to  control 
the  acid-spasm-pain  complex. 

A "diagnostic  tool" — Pro-Banthine  may  be  used 
parenterally  to  immobilize  tbe  duodenum  for 
more  revealing  roentgenographic  appraisal 
through  hypotonic  duodenography. 

Pro-Banthine  is  considered  adjunctive  in  total 
peptic  ulcer  therapy  that  may  include  diet,  con- 
ventional antacids,  bed  rest,  and  other  supportive 
measures. 

Vigorous  anticholinergic  action  — Pro-Banthine® 
Vials,  30  mg.,  are  for  intramuscular  or  intravenous 
use  when  prompt  and  vigorous  anticholinergic  ac- 
tion is  required. 


Indications:  Pro-BanthTne  is  effective  as  adjunctive  therapy 
in  the  treatment  of  peptic  ulcer.  Dosage  must  be  adjusted 
to  the  individual. 

Contraindications:  Glaucoma,  obstructive  disease  of  the 
gastrointestinal  tract,  obstructive  uropathy,  intestinal  atony, 
toxic  megacolon,  hiatal  hernia  associated  with  reflux 
esophagitis,  or  unstable  cardiovascular  adjustment  in 
acute  hemorrhage. 

Warnings:  Patients  with  severe  cardiac  disease  should  be 
given  this  medication  with  caution. 

Fever  and  possibly  heat  stroke  may  occur  due  to  anhidrosis. 
In  theory  a curare-like  action  may  occur,  with  loss  of  volun- 
tary muscle  control.  For  such  patients  prompt  and  continu- 
ing artificial  respiration  should  be  applied  until  the  drug 
effect  has  been  exhausted. 

Diarrhea  in  an  ileostomy  patient  may  indicate  obstruction, 
and  this  possibility  should  be  considered  before  adminis- 
tering Pro-BanthTne. 

Precautions:  Since  varying  degrees  of  urinary  hesitancy 
may  be  evidenced  by  elderly  males  with  prostatic  hyper- 
trophy, such  patients  should  be  advised  to  micturate  at 
the  time  of  taking  the  medication. 

Overdosage  should  be  avoided  in  patients  severely  ill  with 
ulcerative  colitis. 

Adverse  Reactions:  Varying  degrees  of  drying  of  salivary 
secretions  may  occur  as  well  as  mydriasis  and  blurred 
vision.  In  addition  the  following  adverse  reactions  have 
been  reported:  nervousness,  drowsiness,  dizziness,  insom- 
nia, headache,  loss  of  the  sense  of  taste,  nausea,  vomiting, 
constipation,  impotence  and  allergic  dermatitis. 

Dosage  and  Administration:  The  recommended  daily  dos- 
age for  adult  oral  therapy  is  one  15-mg.  tablet  with  meals 
and  two  at  bedtime.  Subsequent  adjustment  to  the  patient's 
requirements  and  tolerance  must  be  made. 

Pro-Banthine  P.A.— Each  tablet  of  Pro-Banthine  P.A.  (pro- 
pantheline bromide)  contains  30  mg.  of  the  drug  in  the 
form  of  sustained-release  or  timed-release  beads;  on  in- 
gestion about  half  of  the  drug  is  released  within  an  hour 
and  the  remainder  continuously  as  earlier  increments  are 
metabolized.  Thus  the  result  is  even,  high-level  anticholin- 
ergic activity  maintained  all  day  and  all  night  in  most  pa- 
tients with  only  two  tablets  daily.  Some  patients  may 
require  one  tablet  every  eight  hours. 

The  contraindications  and  precautions  applicable  to  Pro- 
BanthTne  15  mg.  should  be  observed. 

How  Supplied:  Pro-BanthTne  is  supplied  as  tablets  of  15 
and  7.5  mg.,  as  prolonged-acting  tablets  of  30  mg.  and,  for 
parenteral  use,  as  serum-type  vials  of  30  mg. 


Mild  anticholinergic  action — Pro-Banthine®  Half 
Strength,  7.5-mg.  tablets,  for  more  exact  adjust- 
ment of  maintenance  dosage  in  mild  to  moderate 
gastrointestinal  disorders. 
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Placidyr 

(ETHCHLORVYNOL) 

Brief  Summary 

Indications— Placidyl  (ethchlorvynol)  is  Indicated 
as  short-term  hypnotic  therapy  in  the  management 
of  insomnia. 

Contraindications— Drug  hypersensitivity  and  por- 
phyria. 

Warnings— Not  recommended  during  the  first  and 
second  trimester  of  pregnancy.  Caution  patients 
of  possible  combined  exaggerated  effects  with 
alcohol,  barbiturates,  tranquilizers  or  other  CNS 
depressants.  Exaggerated  effects  might  result  in 
blurring  of  vision,  paralysis  of  accommodation  and 
profound  hypnosis.  Caution  patients  concerning 
driving  a motor  vehicle,  operating  machinery,  or 
other  hazardous  operations  requiring  alertness  af- 
ter taking  the  drug.  ADMINISTER  WITH  CAUTION 
TO  PATIENTS  WITH  SUICIDAL  TENDENCIES  AND 
DO  NOT  PRESCRIBE  LARGE  QUANTITIES  OF  THE 
DRUG.  Adjustment  of  the  dosage  of  oral  anticoag- 
ulants might  be  necessary  when  beginning  ethchlor- 
vynol therapy,  during  therapy,  or  after  stopping 
therapy.  This  drug  is  not  recommended  for  use  in 
children.  PLACIDYL  HAS  THE  POTENTIAL  FOR 
THE  DEVELOPMENT  OF  PSYCHOLOGICAL  AND 
PHYSICAL  DEPENDENCE.  INSTANCES  OF  SE- 
VERE WITHDRAWAL  SYMPTOMS.  INCLUDING 
CONVULSIONS  AND  DELIRIUM  CLINICALLY  SIM- 
ILAR TO  THOSE  SEEN  WITH  BARBITURATES. 
HAVE  BEEN  REPORTED  IN  PATIENTS  TAKING 
REGULAR  DOSES  AS  LOW  AS  1000  MG.  PER  DAY 
OVER  A PERIOD  OF  TIME  WHEN  THE  DRUG  WAS 
SUDDENLY  DISCONTINUED.  PROLONGED  AD- 
MINISTRATION OF  THE  DRUG  IS  NOT  RECOM- 
MENDED. Addiction-prone  patients  or  those  who 
are  likely  to  increase  dosages  of  the  drug  on  their 
own  initiative  should  be  observed  for  evidence  of 
signs  or  symptoms  which  may  indicate  possible 
early  withdrawal  or  abstinence  symptoms.  Signs 
and  symptoms  associated  with  withdrawal  and  ab- 
stinence include  unusual  anxiety,  tremor,  ataxia, 
slurring  of  speech,  memory  loss,  perceptual  dis- 
tortions, irritability,  agitation  and  delirium.  Other 
less  well  defined  signs  and  symptoms,  not  neces- 
sarily due  to  withdrawal  and  abstinence,  may  in- 
clude anorexia,  nausea  or  vomiting,  weakness, 
dizziness,  sweating,  muscle  twitching  and  weight 
loss.  Abrupt  discontinuance  of  Placidyl  following 
prolonged  overdosage  may  result  in  convulsions 
and  delirium. 

Precautions— Toxic  amblyopia  has  been  reported 
with  long-term  continuous  use  of  ethchlorvynol. 
Permanent  visual  defects  have  been  observed,  al- 
though amblyopia  has  improved  after  discontinua- 
tion of  the  drug.  Drug  dosage  should  be  limited 
for  elderly  and  debilitated  patients  to  the  smallest 
effective  amount.  If  pain  is  present,  this  drug 
should  only  be  given  if  insomnia  persists  after 
pain  is  controlled  with  analgesics.  Caution  is  ad- 
vised in  prescribing  the  drug  for  patients  who  are 
being  treated  with  either  MAO  inhibitors  or  anti- 
depressants. Transient  delirium  has  been  reported 
with  the  combination  of  Placidyl  and  amitryptyline. 
Drug  dosage  should  be  reduced  if  prescribed  for 
patients  receiving  MAO  inhibitors  or  antidepres- 
sants. Caution  should  be  exercised  in  patients 
with  impaired  hepatic  or  renal  function.  Patients 
who  respond  unpredictably  to  barbiturates  or  alco- 
hol, or  who  exhibit  excitement  and  release  of  inhi- 
bition in  association  with  such  agents,  may  also 
react  in  this  way  to  Placidyl.  Rarely,  patients  may 
exhibit  symptoms  suggestive  of  an  unusual  sus- 
ceptibility to  the  drug;  such  as  prolonged  hypnosis, 
profound  muscular  weakness,  excitement,  hysteria, 
or  syncope  without  marked  hypotension.  Transient 
giddiness  or  ataxia  may  occur. 

Adverse  Reactions— Hypotension,  nausea  or  vom- 
iting, gastric  upset,  aftertaste,  blurring  of  vision, 
dizziness,  facial  numbness,  and  allergic  reaction 
typified  by  urticaria  have  been  reported  following 
Placidyl  administration.  Mild  "hangover”  and  symp- 
toms of  mild  excitation  have  occurred  in  some 
patients.  There  have  been  rare  reports  of  cholestatic 
jaundice  occurring  in  patients  taking  ethchlorvynol. 
A few  cases  of  thrombocytopenia  have  been  re- 
ported in  patients  receiving  ethchlorvynol.  304431 


Give  us  his  nights. 

Prescribe  Placidyl.  Chances  are,  we’ll  give  him 
a good  night’s  sleep. 

Insomnia  may  often  accompany  surgical 
convalescence.  During  those  long  nights  following 
surgery,  sleep  can  be  as  elusive  as  it  is  vital. 

When  sleep  is  synonymous  with  therapy, 
remember  . . . Placidyl  is  synonymous  with  sleep. 

It  has  been  for  over  17  years. 

If  time  is  the  criterion  to  inspire  your  confidence  . . . 
you  can  rest  assured  with  Placidyl. 

Prescribed  by  physicians  for  over  1 7 years. 

Placidyr  © 

(ETHCHLORVYNOL  CAPSULES,  500  or  750  mg.) 


nility  are  also  present.  This  movement  is  also  more 
common  in  females,  and  it  can  be  irreversible. 

Dextroamphetamine.  — Dextroamphetamine 
is  an  example  of  how  complex  drug  relationships 
can  be.  Large  doses  have  been  reported  to  produce 
a pattern  identical  to  the  tardive  dyskinesias  just 
discussed.  Smaller  doses  lead  to  a fine  tremor  and 
a sense  of  restlessness.  On  the  other  hand,  in  cer- 
tain clinical  situations,  such  as  when  it  is  used  in 
minimal  brain  dysfunction  or  in  the  hyperactive 
child,  Dexedrine  actually  seems  to  suppress  rest- 
lessness, incoordination,  or  impulsive,  stumbling 
behavior.  In  this  instance,  in  fact,  Dexedrine  serves 
as  a quieting  agent. 

Questions  and  Discussion 

There  are  numerous  major,  unsolved  questions 
with  regard  to  how  movements  are  produced  or 
affected  by  drugs.  Thought  and  motion  are  in- 
separably linked  and  additional  information  in 
these  areas  is  of  importance  for  studies  of  memory, 
judgment,  and  behavior.  It  is  apparent  that  there 
are  marked  differences  in  individual  responses  to 
drugs,  and  the  interrelationships  between  the 
characteristics  of  the  individual  and  the  drug  is 
crucial.  Many  normal  people  can  suppress  the 
effects  of  almost  all  the  psychotropic  drugs  for 
prolonged  periods  of  time.  In  addition  to  individ- 
ual differences  in  sensitivity,  it  is  obvious  that  it  is 
not  solely  the  dose  level  that  is  significant  but  the 
length  of  time  plus  sudden  changes  in  dosage  that 
are  crucial.  For  example,  it  is  often  only  after 
withdrawal  from  medication  that  extreme  trem- 
ulousness is  observed.  Furthermore,  major  toxic 
effects  may  be  noted,  if  the  medicine  is  increased 
rapidly,  but  toxicity  can  be  minimal  if  increases 
are  gradual.  There  is  a selective  vulnerability  to 
particular  drugs  not  only  for  certain  individuals 
but  in  parts  of  the  nervous  system  as  well.  One 
drug  affects  the  cortex,  another  the  reticular 
activating  system,  and  a third  has  a hippocampal 
effect.  For  example,  on  rare  occasions  di- 
phenylhydantoin  sodium  in  large  doses  may  destroy 
the  Purkinje  cells  of  the  cerebellum,  leading  to  a 
permanent  ataxia  by  this  means.  Other  drugs,  as 
mentioned  before,  appear  selectively  to  damage 
the  basal  ganglia. 

The  phenothiazine  story  indicates  the  com- 
plexities of  drug  administration  and  their  effect 
on  the  nervous  system.  The  tardive  dyskinesia  can 
be  a permanent  anatomic  or  structural  change 
related  to  the  prolonged  biochemical  insult.  It  is 
postulated  that  there  may  be  a change  in  receptor 
sites  produced  by  prolonged  administration  of  the 
phenothiazines.  It  has  been  suggested  that  in 
Parkinson’s  disease  and  Huntington’s  disease,  the 


normal  level  of  dopamine  or  of  other  neurohumors 
produces  a different  effect  when  the  receptor  site 
has  been  injured  or  irreversibly  altered. 

Furthermore,  age  of  the  patient  has  a funda- 
mental effect  on  the  level  of  response.  It  is  the 
younp"  that  are  likely  to  develop  acute  dystonia 
from  ohenothiazines.  Phis  may  reflect  not  only 
the  immature  state  of  the  neurologic  substrate  or 
local  neurohumoral  differences  in  the  young  but 
also  overall  imbalance  in  the  rest  of  the  body  in 
immaturity. 

The  phenomenon  of  withdrawal  is  crucial  in 
understanding  drugs,  and  has  not  been  intensively 
studied  from  a biochemical  point  of  view.  The 
withdrawal  effects  of  many  different  kinds  of 
medication  are  identical,  and  the  tremor  resulting 
from  withdrawal  from  numerous  drugs  looks 
similar,  ^\'hatever  metabolic  derangement  does 
occur  when  neurally  active  drugs  are  rapidly  with- 
drawn, the  change  appears  to  be  a universal 
phenomenon.  It  affects  all  animals,  all  ages.  There 
is,  in  management  of  drug  withdrawal,  a general 
clinical  reliance  on  sedatives.  It  can  be  postulated 
that  more  specific  biochemical  antidotes  to  drug 
withdrawal  can  be  discovered.  One  obvious  series 
of  therapeutic  trials  would  include  adrenergic, 
anticholinergic,  dopaminergic,  or  serotonergic 
blockers. 

Summary 

Numerous  drugs  can  produce  a movement 
disorder  as  an  unwanted  side  effect.  In  addition 
to  drugs  that  produce  hypokinesia  or  hyperkinesia, 
abnormal  movements  can  result  from  toxins  such 
as  the  heavy  metals.  The  phenothiazines  demon- 
strate the  variety  of  effects  since  this  group  of 
drugs  can  produce,  not  only  the  well-known 
“pseudoparkinsonism,”  but  in  addition,  an  acute 
dystonic  reaction.  A third  effect  is  the  “tardive”  or 
chronic  dyskinesia  seen  after  prolonged  ingestion 
of  phenothiazines.  Tardive  dyskinesia  involves  pri- 
marily hands  and  mouth,  and  may  result  for  the 
first  time  when  the  medication  is  reduced  in  dos- 
age. It  has  been  suggested  that  this  movement 
disorder  results  from  distortion  in  the  receptor 
sites  of  the  central  nervous  system.  As  uncertain 
as  the  explanation  for  this  movement  disorder,  the 
explanation  for  the  effects  of  drug  withdrawal  are 
even  less  well  known.  Whatever  the  explanation 
for  the  tremulousness  seen  with  withdrawal,  de- 
velopment of  a rational  therapy  for  the  phenome- 
non will  represent  a major  therapeutic  advance. 

Generic  and  Trade  Name  of  Drug 

Dextroamphetamine  sulfate  — Dexedrine  (Smith 
Kline  & French) 
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Maternal  Deaths  Among  Ohio  Teenagers 

A 16-Year  Study* 

Anthony  Ruppersbkrg,  Jr.,  M.D. 

Ch.mrman,  OSMA  C'-ommittee  on  Maternal  Health 


TNURING  THE  PAST  FIVE  YEARS,  there 

has  been  a progressing  tendency  to  focus  our 
attention  upon  the  adolescent  youth.  This  timely 
trend  has  involved  our  social,  economical,  spiritual, 
educational,  and  medical  disciplines. 

The  fanatic  frustrations  of  teenagers  have 
been  laid  to  social  problems,  more  liberal  attitudes, 
a lack  of  communications,  drugs,  and  a “morality 
gap.” 

Many  medical  and  social  problems  have  de- 
veloped since  the  emancipation  and  sexual  “boom” 
of  youth.  Illegitimate  pregnancies,  estimated  at 
141,000  in  1950,  rose  to  339,000  in  1968;  in  the 
past  decade,  they  are  reported  to  have  increased 
300  percent.  One  half  of  the  teenage  brides  are 
pregnant! 02  The  maternal  mortality  rate  for  teen- 
agers is  reported  to  have  shared  an  equal  decline, 
in  comparison  to  older  females,  in  this  country.* 
Nevertheless,  since  very  little  has  appeared  in  the 
literature  concerning  teenage  maternal  deaths,  we 
were  prompted  to  survey  the  Ohio  Study  in  the 
hope  of  accumulating  data  which  would  help  to 
save  lives  in  the  future. 

Purpose  of  Survey 

The  purpose  of  this  survey  is  threefold : ( 1 ) 
to  explore  various  avenues  in  the  background  and 
etiology  of  teenage  maternal  deaths  in  Ohio;  (2) 
to  compare  these  data  with  those  of  other  reports 
published  previously;  and  (3)  to  stimulate  interest 
and  action  toward  the  prevention  of  maternal 
deaths  of  teenagers  in  the  future. 

In  our  survey,  we  began  by  screening  the  total 
number  of  births  over  the  16-year  period,  1955  to 
1970.  From  statistics  furnished  in  a letter  dated 
Oct.  12,  1972  from  Julius  E.  ^Vilson,  Jr.,  Statistical 
Analyst,  Ohio  Department  of  Health,  we  found 
that  teenagers  contributed  12.9  percent  of  the  total 
births,  14.6  percent  of  the  live  births,  and  1.2  per- 
cent of  the  stillbirths.  This  compares  favorably  with 
figures  reported  for  the  United  States.*  During  the 


^Condensed  from  a paper  presented  at  the  47th 
Anniversary  Congress,  Pan  American  Medical 
Association,  Miami  Beach,  Florida,  Nov.  1 1,  1972. 
(Twenty  statistic  tables  omitted.) 


16-year  period,  the  Committee  found  that  there 
were  1094  maternal  deaths;  94  (8.59  percent)  of 
these  were  teenagers.  These  appeared  among  a total 
of  1,500  cases  on  file.  Again,  in  screening,  we  found 
that  35  additional  teenagers  in  question  were  voted 
nonmaternal  deaths,  eg,  they  had  no  connection 
with  the  state  of  pregnancy,  while  94  teenagers 
were  voted  maternal  deaths.  Three  of  the  94  were 
under  the  age  of  15  years.  We  found  that  33 
(about  one-third)  were  nonwhite;  and  61  (about 
two- thirds)  were  white.  This  does  not  compare 
favorably  with  previous  reports  of  Ballard  and 
Gold*  and  Menken.^  Considering  the  marital 
status  of  the  92  teenagers  reported,  53  were  mar- 
ried, one  of  these  was  under  the  age  of  15  years, 
one  was  divorced,  and  38  were  single,  two  of 
which  were  under  the  age  of  15.  One  out  of  every 
1 1 Ohio  births  is  recorded  as  being  illegitimate  but, 
as  has  been  pointed  out  in  previous  reports,  illegiti- 
macy is  only  a S)Tnptom,  the  underlying  factors  are 
emotional  and  physical.^  Considering  the  past 
medical  history  of  these  patients,  the  predominant 
feature  was  cardiac  disease.  Forty-six  (about  one- 
half)  of  them  had  no  positive  history  whatsoever; 
categorically,  this  group  was  healthy!  We  found 
variable  statistics  in  the  previous  obstetric  history; 
occasionally,  some  of  the  figures  were  multiples  of 
others.  However,  39  of  the  94  were  primagravidae 
and  55  were  multigravidous  patients.  Sixty-six  had 
had  one  or  more  term  pregnancies,  while  five  had 
had  one  or  more  premature  babies.  We  reviewed 
the  records  of  the  mothers  who  had  children  living 
or  dead.  Twenty-two  of  our  patients  died  unde- 
livered, but  30  of  them  had  one  child  born  alive 
and  now  living,  15  had  two  children  born  and 
now  living,  and  six  had  one  born  alive  but  now 
dead.  There  were  12  stillborn  babies  in  this  group. 
In  summary,  45  infants  survived  among  the  85 
teenagers  reported.  The  social  consequences  are 

obvious.*’2.6 

Prenatal  Care 

Prenatal  care  always  receives  the  focus  of  at- 
tention in  a discussion  of  maternal  deaths.  Of  the 
81  applicable  cases,  40  (about  one-half)  had  ade- 
quate prenatal  care;  19  had  inadequate  care,  and 
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22  had  none  at  all.  It  might  be  added  that  several 
factors  are  responsible  for  the  late  or  inadequate 
prenatal  care  among  teenagers.  They  are  reported 
to  be  due  first  to  a frightened  or  frustrated  adoles- 
cent girl  who  delays  appearance  for  care,  hoping 
she  is  not  pregnant  or  hoping  she  will  abort  spon- 
taneously.* Second,  she  usually  registers  late  in  a 
public  or  clinical  service  because  of  economic 
stress.  And  third,  frequently  she  finds  an  attitude 
of  cold  indifference  and  disinterest  in  the  physician 
and  staff  nurses.  There  not  only  is  a lack  of  com- 
munication but  a lack  of  in-depth  counselling.^ 
Previous  reports  indicate  that  late  or  little  prenatal 
care  leads  to  the  development  of  toxemia,  anemia, 
prematurity,  infant  mortality,  and  sometimes  men- 
tal retardation.*’”*  There  is  the  inevitable  paradox: 
those  who  are  high  risk  teenage  pregnant  patients 
receive  less  prenatal  care!*  ^ 

Prematurity 

In  an  effort  to  screen  our  patients  for  stage 
of  gestation  and  derive  some  statistics  concerning 
prematurity,  we  first  took  the  gestational  age;  50 
of  our  94  patients  had  term  pregnancies.  However, 
approximately  24  (25.5  percent)  were  either  pre- 
mature or  immature  in  the  birth  of  their  babies. 
Screening  against  these  figures,  we  investigated  the 
weight  of  infants  that  were  delivered.  Forty  of 
the  group  of  94  were  unknown,  or  were  ectopic 
pregnancies,  or  aborted.  Only  20  (37  percent)  of 
the  remaining  group  of  infants  were  premature  by 
weight,  or  less  than  2500  grams.  Of  the  patients 
with  complications  of  labor,  54  had  none,  four 
developed  abruptio  placentae,  and  18  had  anes- 
thetic complications.  Of  the  anesthetics  admin- 
istered, ten  were  regional  and  eight  were  general 
anesthesias.  There  were  three  ruptured  uterus 
deaths  but  the  predominant  feature  ranking  next 
to  anesthesias  was  toxemias;  there  were  14  of  these. 

Route  of  Delivery 

The  route  of  delivery  was  next  explored.  We 
found  that  53  of  our  94  patients  delivered  by  the 
vaginal  route.  Fifteen  (16  percent)  had  antemor- 
tem cesarean  sections.  This  higher  rate  compares 
with  the  previous  reports. *>2  There  were  no  post- 
mortem cesarean  operations.  Four  patients  were 
submitted  to  laparotomies  for  ectopic  pregnancy, 
one  ectopic  pregnancy  patient  was  one  of  the  22 
patients  who  died  undelivered.  Type  of  delivery: 
Eight  were  spontaneous  deliveries,  37  were  opera- 
tive term  (either  forceps  or  breech  extractions,  or 
other  complications),  six  were  spontaneous  pre- 
matures, eight  were  operative  prematures.  Next 
we  screened  the  third  stage  of  labor  and  its  compli- 
cations; 37  patients  had  normal  third  stages,  ten 
developed  hemorrhage,  six  had  abnormal  placentas 
of  some  type,  and  three  patients  with  ruptured 


uteri  were  in  this  group.  The  one  predominant 
feature  was  uterine  atony  with  seven  cases,  while 
one  patient  had  an  inverted  uterus.  Place  delivered : 
22  patients  died  undelivered  but  of  the  remaining 
group,  69  delivered  in  a hospital,  while  three  de- 
livered at  home. 

Child  Outcome 

Frequently,  this  very  interesting  facet  is  over- 
looked in  studies  related  to  maternal  deaths. 
Twenty-two  had  “no  outcome”  or  the  adolescent 
died  undelivered;  however,  48.8  percent  of  the  94 
patients  had  live  births.  There  were  five  ectopic 
pregnancies,  abortion  was  associated  with  ten, 
there  were  1 1 stillbirths,  and  three  of  the  live-born 
had  neonatal  deaths.  Of  the  complications  of  the 
puerperium,  first  in  rank  was  hemorrhage;  14  pa- 
tients had  early  hemorrhage  and  in  addition  to 
this,  fiv'e  also  defibrinated.  In  comparison  to 
anesthesia  (with  18  deaths)  these  were  next  in 
order.  Among  patients  who  developed  sepsis,  the 
majority  had  septicemia  of  which  five  were  due 
to  criminal  abortion.  Urinary  tract  infections  were 
present  in  five,  and  upper  respiratory  infection  was 
seen  in  six  patients.  Among  “other”  complications 
of  the  puerperium,  six  had  some  cardiac  problem; 
13  patients  died  of  embolism  of  which  five  were 
air  embolism  (Table).  It  is  interesting  to  report 
that  one  of  these  patients  was  a 16-year  old,  mar- 
ried primigravida,  approximately  six  months  preg- 
nant, who  attempted  to  take  a vaginal  douche 
because  of  leukorrhea.  Upon  closing  the  vulva  she 
suddenly  experienced  pain,  cried  out,  and  her 
mother  found  her  dead  on  the  bathroom  floor. 
The  coroner  discovered  air  embolism ! Ten  patients 
had  toxemia  as  a complication  of  the  puerperium. 

Next,  we  examined  records  pertaining  to  the 
interval  between  delivery  and  death.  Twenty-five 
of  our  94  patients  died  six  hours  or  less  after  de- 
livery. Fifteen  died  from  six  to  24  hours  after 
delivery;  32  died  24  hours  to  28  days  after  delivery, 
and  22  died  undelivered.  It  might  be  added  that 
among  the  94  maternal  deaths,  81.5  percent  were 
subjected  to  autopsy.  This  figure  compares  favor- 
ably with  the  Michigan  Study,  where  79  percent 
were  studied  at  autopsy,^  and  with  our  Ohio  10- 
Year  Survey  with  72.6  percent  of  the  779  maternal 
deaths  subjected  to  autopsy.^ 

Cause  of  Death 

Of  course,  we  were  curious  to  learn  the  pri- 
mary cause  of  adolescent  deaths.  Fifteen  patients 
died  of  hemorrhage,  eight  died  of  infection  while 
16  died  of  toxemia,  and  55  died  of  “other  causes” 
(Table).  Examining  the  major  contributing  causes 
of  the  15  dying  of  hemorrhage,  five  had  ectopic 
pregnancies,  four  died  of  uterine  atony,  and  three 
had  ruptured  uteri. 

Among  the  eight  that  died  of  infection,  five 
died  in  connection  with  criminal  abortion.  And 
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Leading  Causes  of  94  Teenage  Maternal 
Deaths  in  Ohio,  1955-1970 


Hemorrhage  1 5 

Toxemia  16 

Anesthesia  1 8 

Embolism  (thromboembolic  and  air)  12 
Remainder  33 


of  the  16  that  died  of  toxemia,  12  were  due  to 
eclampsia.  In  the  55  “other  causes,”  foremost  was 
anesthesia,  with  18  deaths;  as  mentioned,  eight 
were  general  anesthesias,  while  ten  were  regional 
anesthesias.  Embolism  (thromboembolic,  air)  ac- 
counted for  12  maternal  deaths  of  which  fi\  e were 
air  embolism.  Eight  patients  died  of  cardiac  disease, 
while  five  developed  aniniotic-fluid,  pulmonary 
embolism.  One  patient  died  of  “trauma,  massive, 
automobile,”  after  developing  eclampsia,  en  route 
to  the  hospital.  She  was  the  driver!  Toxemias  and 
sepsis  ha\  e been  reported  as  lead  causes  of  death  in 
other  studies.b2 

Preventability 

The  Committee  always  determines  the  pre- 
ventability of  maternal  deaths.  In  this  series  of  94 
maternal  deaths,  the  Committee  voted  27  (28.7 
percent)  nonpreventable.  However,  67  (71.2  per- 
cent) of  the  94  cases  were  considered  preventable 
maternal  deaths.  Of  these,  patient  responsibility 
was  present  in  20,  while  personnel  responsibility 
was  present  in  37,  and  both  factors  were  present 
in  ten  patients.  Under  avoidable  factors,  27  of  the 
94  maternal  deaths  were  voted  non  preventable, 
and  constituted  an  unavoidable  catastrophe.  How- 
ever, 24  of  the  preventable  group  had  had  inade- 
quate prenatal  care,  but  approximately  34.3  per- 
cent of  the  group  were  due  to  errors  in  both 
judgment  and  technique  on  the  part  of  the  per- 
sonnel. (We  consider  personnel  to  include  anyone 
who  has  to  do  with  the  care  of  the  patient,  includ- 
ing the  physician,  interns,  residents,  externs,  nurses, 
and  others.) 

Summary' 

1.  A survey  of  94  teenage  maternal  deaths  is 
presented  from  the  Ohio  Maternal  Mortality  Study. 

2.  These  occurred  among  1094  maternal 
deaths  during  the  years  1955  through  1970,  and 
teenagers  accounted  for  14.6  percent  of  the 
3,411,783  live  births  reported  in  Ohio  during  the 
16-year  period. 

3.  Over  30  statistical  facets  associated  with 
the  94  patients  are  carefully  analyzed  and  reported. 
Brief  references  compare  selected  statistics  with 
those  of  other  reports. 

4.  Anesthesia,  toxemia,  and  hemorrhage  (in 
order)  are  assigned  as  a primary  cause  of  death  to 
the  majority  of  the  94  patients. 


5.  The  Committee  on  Maternal  Health  voted 
71.2  percent  of  the  94  maternal  deaths  as  pre- 
ventable; members  assessed  34.3  percent  of  the 
avoidable  factors  to  personnel  judgment  and  tech- 
nique, and  35.9  percent  to  inadequate  prenatal 
care. 

Conclusions 

1.  Family  life  education,  and  instruction  in 
contraceptive  usage  must  be  programmed  more 

carefully.'  2 

2.  An  expert  course  of  prenatal  care  must  be 
made  available  and  should  be  sought  early  by  the 
“high-risk”  teenage,  obstetric  patient. ^ 

3.  Homes  for  unwed  teenage  mothers  have 
been  recommended,  especially  for  those  in  the 
lower  socioeconomic  brackets.^  ^ These  homes 
(established  in  four  metropolitan  Ohio  areas)  not 
only  shelter  the  unmarried  girl,  but  they  also  edu- 
cate her  in  diet  and  hygiene,  and  encourage  her 
to  continue  prenatal  care  and  attendance  at  school. 
However,  from  an  economic  standpoint  these  fa- 
cilities are  becoming  progressively  less  practical 
each  year. 

4.  Better  lines  of  communication  must  be 
established  between  the  adolescent  and  her  family, 
her  school,  the  physician,  the  nurse,  and  other 
agencies  which  deliver  health  care.  '’2  *' 

5.  We  realize  that,  although  there  were  only 
94  teenage  maternal  deaths  in  Ohio  during  this 
16-year  period,  many  other  pregnant  teenagers 
barely  escaped  inclusion  in  the  study,  by  develop- 
ing ONLY  morbidity  of  various  nonfatal  degrees. 
The  teenage  pregnant  parturient  must  be  classified 
as  a “high-risk”  obstetric  patient! 

“Every  pregnant  adolescent  girl  should  be 
considered  ‘an  accident,  looking  for  a place  to 
happen’  . . . until  proven  otherwise.”' 
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Proceedings  of  The  Council 


Meeting  of  July  14-15,  1973 


A REGULAR  MEETING  of  the  Council  of 
^ the  Ohio  State  Aledical  Association  was  held 
Saturday  and  Sunday,  July  14-15,  1973,  at  the 
OSMA  Headquarters’  office,  17  S.  High  Street, 
Columbus,  Ohio. 

Those  present  Saturday  were:  All  members  of 
the  Council;  Dr.  John  1 1.  Budd,  Cleveland,  a 
member  of  the  AMA  Board  of  Trustees;  Dr.  John 
W.  Cashman,  Columbus,  Director  of  the  Ohio  De- 
partment of  Health;  Mr.  James  E.  Pohlman, 
Columbus,  OSMA  Legal  Coumsel;  Mr.  Mark  L. 
DeBard,  Columbus,  Student  AMA  Representative; 
Messrs.  Page,  Edgar,  Gillen,  Clinger,  Rader,  Mrs. 
Wisse,  Mr.  Moore  and  Mrs.  Dodson,  of  the  OSMA 
staff. 

Those  present  Sunday  were:  All  members  of 
the  Council;  Dr.  Richard  L.  Meiling,  Columbus, 
Chairman,  Ohio  Delegation  to  the  AMA;  Dr. 
Budd,  Mr.  Pohlman,  Mr.  DeBard;  Messrs.  Page, 
Edgar,  Gillen,  Clinger,  Rader,  Mrs.  Wisse,  and 
Mr.  Moore. 

In  Memory 

The  Council  stood  for  a moment  of  silence  in 
memory  of  the  late  David  Fishman,  M.D.,  Fifth 
District  Councilor,  and  the  following  resolution 
was  adopted,  with  a copy  to  be  sent  to  his  family: 

MEMORIAL  TO  DAVID  FISHMAN,  M.D. 

David  Fishman,  M.D.  was  widely  known 
and  respected  for  his  medical  leadership  and 
his  ability  as  a practicing  physician. 

To  every  task  he  undertook  David  brought 


his  keen  mind  and  a balanced  sense  of  how 
best  to  get  a job  done. 

David  was  a kind,  soft  spoken,  friendly 
man  with  a warm  smile,  whose  first  love  was 
his  family. 

He  was  a humanitarian  with  a deep  sense 
of  responsibility  to  his  community  and  to  all 
aspects  of  Medicine.  For  these  reasons  he  was 
involved  in  many  efforts  to  help  his  fellow 
men.  \Ve  will  not  here  attempt  to  name  the 
many  societies,  boards,  and  committees  with 
which  David  was  associated.  Plis  tremendous 
dri\e  and  commitment  bring  to  mind  these  lines 
from  a Robert  Frost  poem: 

But  I have  promises  to  keep. 

And  miles  to  go  before  I sleep. 

And  miles  to  go  before  I sleep. 

David’s  gift  of  time,  talents,  and  enthusi- 
asm have  made  Clev'eland  and  Ohio  a better 
place  for  many  people. 

Now  therefore  be  it  resolved,  by  the  Coun- 
cil of  the  Ohio  State  Medical  Association,  that 
we  record  this  remembrance  in  our  minutes  and 
forward  a copy  to  the  members  of  his  family  as 
an  expression  of  our  appreciation. 

Minutes  Approved 

Minutes  of  the  meetings  of  March  17-18  and 
May  10  were  approved. 

Council  Vacancy 

The  Council  considered  the  matter  of  ap- 
pointing a Councilor  for  the  Fifth  District,  an 
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office  left  vacant  by  tlie  death  of  Dr.  David 
Fishman.  Tlie  Council  received  letters  from  Drs. 
James  R.  O’Malley,  P.  John  Robechek,  Kenneth 
^\  . Clement,  Lawrence  J.  McCormack,  David  A. 
Cihambers,  and  Joseph  L.  Gaglione. 

The  Sixth  District  Councilor,  Dr.  Lieber,  an- 
nounced that,  at  the  request  of  President  Clarke, 
he  had  contacted  the  presidents  of  the  counties 
comprising  the  Fifth  District  (.Ashtabula,  Cuya- 
hoga, Geauga  and  Lake)  and  that  all  four  counties 
indicated  their  support  of  John  J.  Gaughan,  M.D., 
for  appointment  to  fill  the  \acancy. 

By  official  action  Dr.  Gaughan  was  appointed 
by  the  Council  as  Fifth  District  Councilor  to  serve 
until  the  next  meeting  of  the  Plouse  of  Delegates  in 
May  1974.  (See  page  705) 

AMA  Alternate  Delegate 

The  American  Medical  Association  Alternate 
Delegate  position  left  vacant  by  the  death  of  Dr. 
Fishman  was  discussed  and  it  was  the  decision  of 
the  Council  that  this  position  would  be  filled  by 
the  House  of  Delegates  in  May,  1974. 

Ohio  Director  of  Health 

John  W.  Cashman,  M.D.,  Ohio  Director  of 
Flealth,  then  addressed  the  Council.  The  following 
matters  were  discussed  by  Dr.  Cashman  and  the 
Council : 

1.  Medical  Care  in  Ohio’s  Prisons  and  Jails. 

2.  Emergency  Medical  Care  Sendees. 

3.  Implementation  of  the  in-stage  renal  dis- 
ease program  by  the  Ohio  Department  of  Health 
under  jirovisions  of  the  Social  Security  Act. 

4.  Federal  support  programs. 

5.  Legislative  action  involving  plans  for  two 
additional  medical  schools. 

6.  Budgetary  status  of  the  Ohio  Department 
of  Health. 

7.  Operational  aspects  of  the  Governor’s  Cab- 
inet Flealth  Committee  and  its  role  in  adjusting 
the  capacity-demand  aspects  of  health  spending. 

8.  Plans  for  districting  the  state  for  adminis- 
trative and  for  planning  programs. 

9.  Ohio  Board  of  Regents. 

Councilor  District  Reports 

The  Councilors  reported  on  activities  in  their 
respective  districts. 

The  Eighth  District  Councilor,  Dr.  Richard 
E.  Flartle,  was  authorized  to  proceed  with  arrange- 
ments for  possible  combination  of  several  county 
medical  societies  in  the  Eighth  District,  as  provided 


under  Article  II,  Section  2,  of  the  Constitution  of 
the  Ohio  State  Medical  .Association. 

-A  file  on  the  “Dayton  Health  Insurance  Ex- 
periment” was  presented  for  the  information  of 
the  Council. 

Auditing  and  Appropriations 

The  Council  approved  the  minutes  of  a meet- 
ing of  the  Auditing  and  .Appropriations  Commit- 
tee, held  July  14,  1973,  as  presented  by  Mrs. 
Wisse.  The  report  established  membership  dues 
for  the  “Members  in  Training”  category  at  $10 
per  year. 

The  Council  received  information  from  the 
committee  with  regard  to  increases  in  the  printing 
cost  of  The  Ohio  State  Medical  Journal.  This 
report  was  accepted  for  information  and  referred 
to  the  Committee  on  Membership  and  Planning 
for  study. 

The  adoption  of  the  report  also  carried  with 
it  approval  of  a listing  in  the  program  of  the 
.American  Society  of  Medical  .Assistants  .Annual 
Meeting  and  the  approval  of  the  purchase  of  new 
dictation  and  typewriter  equipment. 

Finance  and  Membership 

Mrs.  Wisse  indicated  that  as  of  July  1,  paid 
memberships  in  the  Ohio  State  Medical  Associa- 
tion were  running  well  ahead  of  last  year. 

OSMA  Annual  Meetings 

.A  report  on  the  1973  Annual  Meeting  and 
plans  for  the  1974  .Annual  Meeting  were  presented 
by  Mrs.  Dodson.  The  Council  selected  Saturday, 
May  10  through  W'ednesday,  May  14  as  the  dates 
for  the  1975  Annual  Meeting  in  Columbus. 

New  Section  Established 

By  official  action,  the  Council  established  a 
Section  on  Emergency  Medicine  of  the  Ohio  State 
Medical  Association  and  selected  Dr.  5Villiam  L. 
Flail,  of  Columbus,  Ohio,  as  the  first  chairman. 

Follow-Up  on  Resolutions 

The  Council  thereupon  took  up  those  reso- 
lutions from  the  1973  House  of  Delegates  which 
were  passed  and  which  require  implementation. 
The  number  of  each  resolution,  a brief  summary, 
and  the  Council  action  are  as  follows: 

Resolution  No.  1-73,  Members  in  Training. 
This  category  is  included  in  the  new  Bylaws.  Dues 
were  set  at  $10  per  year  by  Council. 

Resolution  No.  3-73,  Ethics  of  Charging  In- 
terest Rates.  Referred  to  Committee  on  Judicial 
and  Professional  Relations. 

Substitute  Resolution  No.  4-73,  Departments 
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of  Family  Medicine.  Implemented  by  OSMA  Leg- 
islative Staff. 

Substitute  Resolution  No.  6-73,  Ohio  Depart- 
ment of  Public  Welfare  Provider  Agreement.  Be- 
came AMA  Resolution  No.  128  (A-73).  AMA 
Board  of  Trustees  to  study. 

Resolution  No.  8-73,  Compulsory'  Formal 
Postgraduate  Education.  Received  for  information 
and  referred  to  the  Commission  on  Medical  Edu- 
cation. 

Resolution  No.  10-73,  To  Authorize  Contra- 
ceptive and  Pregnancy  Advice  and  Treatment  for 
Minors  without  Parental  Consent.  Council  in- 
structed staff  to  proceed  with  preparation  of  legis- 
lation for  1974  introduction. 

Resolution  No.  11-73,  Emergency  Medical 
Care.  Referred  to  OSMA  Committee  on  Emer- 
gency and  Disaster  Medical  Care. 

Substitute  Resolution  No.  13-73,  Abortion  as 
a Medical  Procedure.  Received  as  basic  policy  and 
referred  to  the  Committee  on  Maternal  Health. 

Resolution  17-73,  The  Ohio  Medical  Indem- 
nity. Referred  to  Dr.  Schultz,  Chairman  of  the 
OMI  Liaison  Committee,  for  transmittal. 

Substitute  Resolution  18-73,  Discrimination 
Against  Physicians  by  Phase  III.  Became  AMA 
Resolution  No.  94  (A-73).  Copies  sent  to  all  state 
societies.  AMA  House  directed  that  the  objectives 
of  the  resolution  be  pursued. 

Resolution  No.  20-73,  Medicine  and  Religion 
Academic  Curriculum.  Transmitted  to  Committee 
on  Medicine  and  Religion. 

Resolution  No.  23-73,  Private  Practice.  Coun- 
cil received  reaffirmation  of  basic  policy. 

Amended  Resolution  No.  25,  Preservation  of 
the  Confidentiality  of  Medical  Records.  Referred 
to  Committee  on  Hospital  Relations  for  study  and 
preparation  of  legislation. 

Resolution  No.  27-73,  Welfare.  Council  noted 
the  approval  by  the  House  of  its  continuing  ac- 
tivities to  improve  the  Medicaid  program. 

Substitute  Resolution  No.  29-73,  MAI-PSRO. 
Referred  to  Medical  Advances  Institute. 

Resolution  No.  30-73,  Ethical  Status  of  Pro- 
vider Agreement.  Referred  to  Committee  on  Ju- 
dicial and  Professional  Relations. 

Substitute  Resolution  No.  33-73,  Deceased 
Medicare  Beneficiaries’  Bill.  Council  directed  that 
the  President  communicate  with  the  Social  Se- 
curity Administration  and  with  the  chairman  of 
the  Board  of  Trustees  of  the  American  Medical 
Association,  with  carbon  copies  of  the  communi- 
cation to  other  state  medical  societies. 

Resolution  No.  36-73,  Revenue  Sharing  and 
Health  and  Medical  Services.  The  staff  was  in- 


structed to  notify  the  county  medical  societies  of 
this  action  and  recjuest  their  implementation. 

Resolution  No.  38-73,  Insurance  Companies 
Inimical  to  the  Private  Practice  of  Medicine.  Re- 
ferred to  the  Committee  on  Insurance  for  study 
and  implementation.  Other  states  to  be  notified  of 
the  resolution. 

Resolution  No.  41-73,  Smoking  Areas  in  some 
Ohio  Schools.  Referred  to  the  Committee  on 
School  Health. 

Resolution  No.  43-73,  Malpractice  “Nui- 
sance” Suits.  Referred  to  the  Committee  on  In- 
surance for  preparation  of  legislation  to  be  spon- 
sored in  the  Ohio  Legislature  in  1974. 

Resolution  49-73,  Maternity  Hospital  Regu- 
lations. Referred  to  the  Committee  on  Maternal 
Health. 

Resolution  56-73,  Life  Active  Member.  This 
has  been  included  in  1973  Bylaws  publication. 
Letter  soliciting  life  active  members  issued  July  17. 

Resolution  57-73,  Recruitment  of  Medical 
Students.  Referred  to  First  and  Second  District 
Councilors  for  implementation  and  report  back  in 
90  days. 

Resolution  60-73,  Report  of  the  Committee 
on  Medical  Education.  Referred  to  the  Commis- 
sion on  Medical  Education  for  development  of 
methods  for  implementation. 

American  Medical  Association 

Minutes  of  the  May  8,  1973,  meeting  of  the 
.\M.A  Delegation  were  presented  by  Mr.  Gillen 
and  received  for  information. 

Dr.  Meiling  reported  on  the  June  AM.A.  An- 
nual Convention  in  New  York  City. 

Dr.  Meiling  also  discussed  the  activities  of  the 
.\M.A.  Long  Range  Planning  Committee. 

Bylaws 

Amendments  to  the  Bylaws  of  the  .\cademy 
of  Medicine  of  Cleveland  were  approved. 

Charter 

Reissuance  of  the  Charter  for  the  Lake  Coun- 
ty Medical  Society  was  approved. 

MAI-PSRO 

The  following  were  presented  for  the  informa- 
tion of  the  Council: 

Minutes  of  the  PSRO  Council  and  Specialty 
Panels,  April  7-8 

MAI  Board  of  Trustees  minutes,  June  13 

Minutes  of  the  PSRO  Council,  June  14 

MAI  Carrier  Coordinating  Committee  min- 
utes, June  7 
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Ohio  Medical  Indemnity,  Inc. 

])r.  Schultz,  C'.hairnian  of  the  OMI  Liaison 
C'.oniinittee,  rejjortcd  on  recent  meetings  of  tlie 
Kxecutive  Committee  and  the  Board  of  Directors 
of  Ohio  Medical  Indemnity,  Inc.  The  report  was 
receixed  for  information  by  the  Council. 

Federal  Legislation 

Mr.  Edgar  reported  the  following  dexelop- 
ments:  National  Health  Insurance  hearings  sched- 
uled for  next  year;  Presidential  instructions  to  the 
Department  of  Health,  Education,  and  Welfare, 
to  write  an  Administration  bill,  and  efforts  of  the 
Ohio  State  Medical  Association  to  obtain  a Con- 
gressional hearing  on  network  programming. 

State  Legislation 

The  Council  made  the  following  recommen- 
dations concerning  current  Ohio  legislation: 

S.B.  132  and  H.B.  343,  to  remove  architec- 
tural barriers  in  public  buildings.  Action:  Support. 

S.B.  133  and  S.B.  160,  to  develop  hemophilia 
programs  in  health  departments.  Action:  Referred 
to  Committee  on  Laboratory  Medicine. 

S.B.  164,  to  change  podiatry  laws.  Action: 
Watch  for  present  time;  needs  further  study. 

S.B.  178,  to  repeal  Alcoholism  Board.  Action: 
None.  For  information. 

S.B.  206,  State  aid  for  T.B.  patients.  Action: 
Support. 

S.B.  209,  to  include  test  for  gonorrhea  along 
with  syphilis  in  prenatal  test.  Action:  Referred  to 
Committee  on  Laboratory  Medicine. 

S.B.  212,  to  establish  separate  Chiropractic 
Board.  Action:  Actively  oppose. 

S.B.  282,  cancer  surveillance  by  Department 
of  Health.  Action:  Support. 

S.B.  307,  dangerous  drug  bill.  Action:  Oppose. 

S.B.  336,  institutionalization  of  mentally  ill. 
.\ction:  Needs  further  study. 

S.B.  377,  licenses  ambulances.  Action:  Re- 
ferred to  the  Committee  on  Emergency  and  Dis- 
aster Medical  Care. 

S.B.  378,  requires  M.D.  examinations  prior  to 
contact  lens  fitting.  Action:  Referred  to  Eye  Care 
Committee. 

S.B.  379,  registers  opticians.  Action:  Referred 
to  Committee  on  Eye  Care. 

H.B.  82,  weight  lifting  to  require  medical  evi- 
dence. Action:  Actively  oppose. 

H.B.  467,  interim  payments  for  Medicaid  pro- 
viders. Action:  Actively  support. 

H.B.  474,  family  practice  departments  and 
residency  programs.  Action:  Support. 

H.B.  528  and  H.B.  790  and  H.B.  856,  to  li- 


cense Physician’s  Assistants,  .\ction:  Oppose  under 
OSMA/OHA  moratorium. 

H.B.  573,  continuing  education  for  optome- 
trists. Action:  None — for  Information  only. 

H.B.  846,  protects  physicians  against  claims 
of  fraud  in  prognosis.  Action:  Actively  support. 

H.B.  973,  to  require  chiropractors  to  be  grad- 
uates of  HE\V  accredited  schools.  .Action:  Support. 

H.B.  984,  commitment  of  mentally  ill.  Action: 
Support. 

H.B.  989,  abortion  regulations,  .\ction:  Ac- 
tively oppose. 

Health  Manpower 

The  matter  of  health  manpower  was  discussed 
and  the  Council  instructed  the  President  to  confer 
with  the  Chairman  of  the  Committee  on  Nursing 
with  regard  to  changing  the  designation  from 
Committee  on  Nursing  to  the  Committee  on 
Health  Manpower. 

Committee  Reports 

Ohio  Coalition  for  Quality 
Health  Care  Committee 

Minutes  of  the  meetings  of  the  Ohio  Coali- 
tion for  Quality  Health  Care  Committee  of  March 
19,  April  18  and  July  9 were  presented  by  Mr. 
Rader  and  accepted  for  information. 

Ad  Hoc  Committee  on  Health 
Care  Delivery  Systems 

Minutes  of  the  Ad  Hoc  Committee  on  Health 
Care  Delivery  Systems  of  March  28  and  July  11 
were  presented  by  Mr.  Gillen.  Alinutes  of  the 
meeting  of  March  28  were  accepted  for  informa- 
tion. Minutes  of  the  meeting  of  July  1 1 were  ac- 
cepted for  action.  This  report  called  for  the  estab- 
lishment of  a Board  of  Trustees  of  the  Ohio 
Foundation  for  Medical  Care. 

OSM A/Ohio  State  Bar  Association  Committee 
Minutes  of  the  meeting  of  the  OSMA/OSBA 
Committee  of  April  11,  were  presented  by  Dr. 
Clarke  and  were  accepted  for  information. 

Committee  on  Maternal  Health 

Minutes  of  the  meeting  of  the  Committee  on 
Maternal  Health,  April  29,  were  presented  by  Mr. 
Gillen,  and  were  accepted  for  information. 

Committee  on  Mental  Health 

Alinutes  of  the  meetings  of  the  Committee  on 
Mental  Health  of  May  20  and  July  8 were  pre- 
sented by  Mr.  Clinger.  The  approval  of  the  May 
20  minutes  included  the  approval  to  endorse  an 
upcoming  study  of  the  delivery  of  mental  health 
services  in  Ohio  to  be  conducted  by  the  Depart- 
ment of  Mental  Hygiene  and  Mental  Retardation 
and  the  selection  of  Dr.  Fernando  J.  Manalac, 

(Continued  on  page  702) 
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Just  what  do  you  get  for 
your  AMA  dues? 


You  get  a package  of  personal  and  professional 
services  and  benefits  you’ve  probably  never 
been  fully  aware  of. 

You  get  insurance  programs  at  a cost  consider- 
ably lower  than  those  purchased  on  an  individ- 
ual basis.  A $250,000  Excess  Major  Medical 
Policy.  Group  Life.  Disability  Income  Insurance. 
Professional  Liability  Insurance  (in  co-sponsor- 
ship with  your  state  society.)  Then  there's  the 
AMA  Members  Retirement  Fund. 

You  get  a comprehensive  medical  library  to 
help  you  do  your  research.  An  editing  service 
for  your  articles.  Information  and  reports  on 


medical  and  health  subjects  from  any  AMA 
department. 

You  get  publications  to  keep  you  abreast  of 
medical  and  health  developments.  JAMA. 
American  Medical  News.  And  Prism,  the  new 
socioeconomic  journal. 

You  get  the  Physician’s  Placement  Service  to 
help  you  find  a place  to  practice  or  locate  an 
associate.  And  if  you’re  a resident  winding  up 
your  training,  there's  a special  workshop  to  help 
prepare  you  for  setting  up  your  practice. 

All  these  are  just  a few  of  a broad  spectrum  of 
benefits  and  services  you  get  for  your  dues.  But 
even  more  important,  you  get  a strong  and  effec- 
tive national  spokesman  to  represent  you,  your 
interests  and  your  views. 

Join  us. 

We  can  do  much  more  together. 

American  Medical  Association 
535  N.  Dearborn  St./Chicago,  III.  60610 


Dialogue 


^^Prescription 
drugs  - 
who  should 
determine  the 
maker?^^ 


Dispenser  of 
Medicine 


Clifton  J.  Latiolais 
President 
American 
Pharmaceutical 
Association 


Maker  of 
Medicine 


C.  Joseph  Stetler 
President 
Pharmaceutical 
Manufacturers 
Association 


"Too  many  doctors  are  indiffer- 
ent to  the  economic  consequences  o 
their  decisions.”  So  stated  a recent 
issue  of  Medical  News  Report  (De- 
cember 4,  1972),  an  independent 
weekly  newsletter  published  by  form( 
AMA  Chief  Executive  F.  J.  L.  Blasin- 
game,  M.D. 


Doctor,  are  you  indifferent . . . ? 

In  discussing  an  anticipated  in-i 
crease  in  Blue  Shield  rates,  Dr.  Blas- 
ingame’s  newsletter  had  this  to  say: 

“In  general,  it  can  be  said,  MD’: 
have  given  the  impression  they  are 
not  particularly  concerned  with  the 
increase  in  cost  of  health  care  to  the 
patients. . . 

"True,  an  MD’s  training  is  pri- 
marily scientific,  but  in  the  real  worh^ 
of  practice,  all  of  his  scientific  deci- 
sions have  a price  tag,  or  an  econom  ^ 
impact.  The  economics  of  health  car 
beckon  the  practitioner’s  attention.  ■ 
Concern  for  economics  of  medicine  i 


When  the  pharmacist  recom- 
mends that  a drug  product  other  tha 
the  one  ordered  be  dispensed,  the 
prescriber  invariably  permits  the 
change  when  he  feels  the  best  inter- 
ests of  the  patient  will  be  served. 


Shortcomings  of  Pro-Substitution 
Argument 

The  fact  remains  that  it  is  nece- 
sary  for  the  prescriber  to  know  that 
the  change  is  being  contemplated, 
and  to  be  in  a position  to  consent  or 
demur.  Without  that  opportunity,  the 
unilateral  decision  of  the  pharmacis 
made  in  the  absence  of  clinical  know 
edge  of  the  patient,  could  expose  hir 
to  needless  risks,  and  in  addition, 
jeopardize  the  relationship  between 
the  professions  of  Pharmacy  and 
Medicine.  In  my  view,  there  is  nothir 
in  the  pro-substitution  argument  tha 
offsets  these  risks. 


The  Issue  of  Drug  Knowledge 

Substitution  advocates  claim 
that  the  primary  justification  for 
changing  the  rules  is  the  desire  to  , 
better  utilize  pharmacists’  knowledg,' 
about  drugs.  Yet  the  pharmacist’s  n 
task  to  keep  current  on  the  entire  ] 
field  of  drug  therapy,  to  some  degrei]/ 
puts  him  at  a disadvantage.  Most  | 


Advertisement 


often,  a practicing  physician  will  neejj 
expert  knowledge  of  no  more  than  2!^ 


should  be  an  obligation  of  medical 
oractice. . . 

“Medical  societies  ought  to  con- 
duct continuing  campaigns  to  point 
aut  the  substantial  savings  that  could 
foe  realized  thru  deductible  insurance 
■and  protection  for  catastrophic  ill- 
mess.  At  the  very  least,  they  should,  in 
ijthe  patients’  interest,  question  the 
tactics  of  any  insurance  organization 
that  raises  health  care  costs  by  forc- 
ing policyholders  to  buy  insurance 
they  may  not  need  or  want  and  prob- 
ably won’t  ever  use. 

“Too  many  doctors  are  indiffer- 
ent to  the  economic  consequences  of 
their  decisions.  Too  many,  for  ex- 
ample, habitually  hospitalize  patients 
for  the  convenience  of  the  MD.  It’s 
inonsense  to  deny  such  habits  exist . . . 

“Doctors,  thru  their  medical  so- 
jcieties,  have  unhesitatingly  appealed 
to  their  patients  for  support  in  the 
fight  against  government  interference 
,with  the  private  practice  of  medicine. 
And  the  public  in  the  past  has  re- 
sponded. It’s  time  the  American  Med- 
,ical  Association  and  state  and  local 
'medical  societies  paid  off  the  debt  by 
decisive  action  to  hold  down  the  cost 
of  medical  care.” 

Cost  of  Drugs 

Insurance  rates  and  hospital 
charges  are  only  two  factors  in  health 


i or  30  drugs  that  he  selects  to  treat  the 
majority  of  conditions  encountered  in 
his  practice.  Moreover,  the  physi- 
^ cian’s  choice  of  a specific  brand  is 
based  on  his  knowledge  of  the  pa- 
tient’s medical  history  and  current 
condition,  and  his  experiences  with 
the  particular  manufacturer’s 
product. 

Some  substitution  proponents 
have  argued  that  the  dispensing  of  a 
prescription  is  a simple  two-party 
transaction  between  the  pharmacist 
and  the  patient,  and  that  a substitut- 
ing pharmacist  may  avoid  even  a 
technical  breach  of  contract  by  simply 
notifying  the  patient  that  he  is  making 
the  substitution.  I would  judge  that 
few  courts  would  be  sympathetic 
toward  a pharmacist  who  substituted 
without  physician  approval  and  who 
undertook  a legal  defense  that  seeks 
to  make  the  patient  responsible  for 
the  pharmacist’s  actions. 

Reduced  Prescription  Prices? 

Substitution  advocates  are 
suggesting  to  the  consumer,  and  par- 
ticularly the  consumer  activist,  that 
reduced  prescription  prices  could 
follow  legalization  of  substitution. 

We  have  seen  absolutely  no  evidence 
to  justify  this  claim.  To  the  contrary, 
experience  in  Alberta,  Canada,  where 
substitution  is  authorized,  suggests 


care  costs.  The  cost  of  drugs— both 
prescription  and  nonprescription— is 
another. 

And  when  it  comes  to  drug 
costs,  the  nation’s  pharmacists  are 
concerned.  Through  their  national 
professional  society,  the  American 
Pharmaceutical  Association,  pharma- 
cists are  advising  the  public  to  use 
nonprescription  medication  cau- 
tiously and  conservatively,  and  to  seek 
the  advice  of  their  pharmacist  before 
selecting  or  purchasing  such  drugs. 

Outdated  Laws 

The  pharmacist  also  is  aware 
that  when  it  comes  to  prescription 
drugs,  often  he  has  an  even  greater 
opportunity  to  reduce  the  cost  to  the 
patient— with  no  sacrifice  in  the  qual- 
ity of  the  medication  dispensed.  But 
in  many  states,  outdated  and  anti- 
quated laws  prevent  the  pharmacist 
from  engaging  in  drug  product  selec- 
tion. “Drug  product  selection”  simply 
means  that  the  pharmacist  functions 
in  the  patient’s  interest  by  con- 
sciously choosing,  from  the  multiple 
brands  available,  a low-cost  quality 
brand  of  the  specific  drug  to  be  dis- 
pensed in  response  to  the  physician’s 
prescription  order. 

Much  misinformation  has  been 
purposely  spread  by  those  who  stand 
to  gain  financially  by  maintaining 


the  opposite. 

Many  pharmacists  understand- 
ably are  concerned  about  the  cost  of 
maintaining  multiple  stocks  of  similar 
products.  While  there  is  no  doubt  that 
inventory  costs  rise  when  additional 
brands  are  stocked,  it  would  be  inter- 
esting to  know  how  much  they  rise, 
and  how  many  pharmacists  actually 
stock  all  brands  — of,  say,  ampicillin 
or  tetracycline  — or  how  long  they 
keep  “slow  moving”  products  on  their 
shelves  before  they  are  returned  for 
credit.  To  ask  that  the  industry  elimi- 
nate multiple  sources  is  to  ask  com- 
petitors to  stop  competing. 

Drug  Substitution— A License  for 
the  Unethical 

Anti-substitution  repeal  would 
favor  “corner  cutting”  pharmacists 
and  manufacturers.  For  them,  free 
substitution  would  be  not  a right,  but 
a license.  As  an  aftermath,  it  is  quite 
likely  that  the  confidence  of  both  phy- 
sicians and  patients  in  the  profession 
of  Pharmacy  would  be  eroded,  as 
revelations  about  the  unconscionable 
behavior  of  an  undisciplined  few  were 
magnified  in  the  press  or  in  profes- 
sional circles. 

Summary 

In  short,  what  the  American 
Pharmaceutical  Association  advo- 


high  drug  costs  to  the  public.  An  end- 
less stream  of  propaganda  has  ema- 
nated from  the  drug  industry  in  an 
effort  to  persuade  the  medical  profes- 
sion that  these  so-called  anti-substitu- 
tion laws  should  be  retained.  And  as 
long  as  these  laws  are  retained,  the 
drug  industry  will  continue  its  current 
marketing  practices  which  contribute 
unnecessarily  to  high  drug  costs  to 
patients.  These  practices  also  are  in- 
viting government  agencies  to  expand 
their  restrictive  controls  on  physi- 
cians and  pharmacists. 

APhA  Efforts 

As  pharmacists,  we  are  con- 
cerned about  health  care  costs.  We 
hope  that  every  physician  shares  our 
concern  on  this  vital  issue,  and  will 
give  his  personal  support  to  the  con- 
structive efforts  APhA  has  undertaken 
in  the  interest  of  all  patients. 

(For  a complete  discussion  of 
drug  product  selection,  you  are  invited 
to  request  a free  copy  of  the  “White 
Paper  on  the  Pharmacist's  Role  in 
Product  Selection"  from:  American 
Pharmaceutical  Association, 

2215  Constitution  Avenue,  N.W., 
Washington,  D.C.  20037.) 


cates  as  a broad-spectrum  panacea 
looks  to  us  to  be  not  only  a minority 
view  (advocacy  of  substitution  is  by 
no  means  a uniform  policy  in  Phar- 
macy), but  also  an  extraordinarily 
costly  and  ineffective  remedy,  whose 
side  effects  are  odious.  We  believe 

(1)  that  an  impressive  majority  of 
pharmacists  prefer  to  work  with 
Medicineand  with  industry,  forthe 
consumer,  and  for  the  general  good, 

(2)  that  they  seek  the  privilege  to  sub- 
stitute when  the  patient  might  gain 
and  when  the  patient’s  doctor  agrees, 
and  (3)  that  they  seek  to  work  for  the 
resolution  of  genuine  grievances 
openly  and  professionally. 

(For  amplification  of  PM  A views, 
please  write  for  our  booklet,  “The 
Medications  Physicians  Prescribe: 
Who  Shall  Determine  the  Source?” 

It  is  available  from:  Pharmaceutical 
Manufacturers  Association,  1155 
Fifteenth  Street,  N.W.,  Washington, 
D.C.  20005.) 


Pharmaceutical 
Manufacturers  Association 
1155  Fifteenth  Street,  N.  W. 
Washington,  D.C.  20005 


Steubenville,  to  represent  the  OSMA  Committee 
on  Mental  Health  on  a special  subcommittee  to 
assist  with  the  study  and  further  that  Dr.  Carl  G. 
Madsen,  Painesville,  join  in  this  effort  with  Dr. 
Manalac  and  Dr.  Gordon  F.  Ogram,  who  repre- 
sents the  Ohio  Department  of  Mental  Hygiene  and 
Mental  Retardation. 

Also  approved  by  Council  was  the  committee’s 
j)roposal  for  joint  sjjonsorship  of  a conference  on 
alcoholism  and  drug  abuse  for  November  19,  1973, 
in  Columbus. 

Approval  of  the  July  8 minutes  included  the 
support  of  H.B.  984,  with  certain  amendments  ap- 
proved by  the  committee  and  the  establishment  of 
a rotating  advisor)’  committee  to  assist  in  consider- 
ation in  cases  involving  physicians  who  find  their 
professional  status  threatened  by  mental  health 
jjroblems  including  alcoholism  and  drug  depen- 
dence. The  Council  requested  the  committee  to 
select  three  of  its  members  for  this  advisory  com- 
mittee and  that  county  medical  societies  be  notified 
of  this  service. 

The  Council  also  endorsed  the  committee’s 
expressed  opposition  to  H.B.  420,  an  omnibus  drug 
bill  and  S.B.  307,  which  would  require  triplicate 
prescription  systems.  The  Council  agreed  with  the 
committee  that  S.B.  336  relative  to  the  institution- 
alization of  mentally  retarded  persons  needs  further 
study. 

Committee  on  Emergency  and 
Disaster  Medical  Care 

Minutes  of  the  meeting  of  the  Committee  on 
Emergency  and  Disaster  Medical  Care  of  May  26 
were  presented  by  Mr.  Rader.  The  minutes  were 
accepted  for  information,  including  the  discussion 
of  categorization  of  emergency  rooms  and  the  rec- 
ommendation that  a Section  on  Emergency  Medi- 
cine be  established. 

The  Council  approved  the  concept  of  a Con- 
ference on  Emergency  Medical  Serv  ices  to  be  held 
in  the  spring  of  1974. 

Joint  Advisory  Committee  on  Sports  Medicine 

Minutes  of  the  meeting  of  the  Joint  Advisory 
Committee  on  Sports  Medicine  of  May  8,  were 
presented  by  Mr.  Clinger  and  were  accepted  for 
information. 

Subcommittee  on  Family  Practice  Scholarship 

Minutes  of  the  meeting  of  the  Subcommittee 
on  Family  Practice  Scholarship  of  June  13,  were 
presented  by  Mr.  Clinger,  and  were  accepted  for 
information.  The  scholarship  winners  for  1973 
were:  Christopher  L.  Demas,  Re)Tioldsburg,  and 
Donald  J.  Kennedy,  Athens. 

Council  Fee  Review  Committee 

Dr.  Bates  reported  on  the  meeting  of  the 
Council  Fee  Review  Committee  of  July  13,  1973, 
as  follows: 


Case  No.  1 — Bureau  of  Workmen’s  Compen- 
sation, on  appeal  from  the  .\caderny  of  Medicine 
of  Cleveland  decision.  The  Committee  recom- 
mended and  Council  concurred  that  the  fee  is  con- 
sidered reasonable. 

Case  No.  2 — Bureau  of  Workmen’s  Compen- 
sation, on  appeal  from  Guernsey  County  Medical 
Society  decision.  The  Committee  recommended 
and  the  Council  concurred  that  the  Bureau  of 
^Vorkmen’s  Compensation  negotiate  with  the  phy- 
sician with  regard  to  charges  arising  out  of  tele- 
phone consultations. 

Case  No.  3 — Metropolitan  Life  Insurance 
Company,  from  Mahoning  County.  Council  con- 
curred with  the  committee  that  the  reasonable  fee 
would  be  $150,  with  the  contingency  that  the 
chairman  contact  the  physician  to  determine  if 
special  circumstances  were  involved  and  if  a nieet- 
ing  with  the  physician  is  indicated. 

Case  No.  4 — Metropolitan  Life  Insurance 
Company,  from  Mahoning  County.  Council  con- 
cluded that  the  case  should  be  held  over  because  of 
the  need  for  more  information. 

Case  No.  5 — Aetna  Life  and  Casualty  Com- 
pany, from  Stark  County.  The  Committee  recom- 
mended and  the  Council  concurred  that  a reason- 
able payment  would  be  $480,  contingent  upon  the 
chairman  contacting  the  physician  concerning  any 
special  circumstances  and  a meeting  with  the  phy- 
sician if  necessary. 

Case  No.  6 — Banker’s  Life  of  Stark  County. 
The  Committee  recommended  and  the  Council 
concurred  that  a reasonable  payment  would  be 
$770,  contingent  upon  the  chairman  contacting 
the  physician  with  regard  to  any  special  circum- 
stances and  a meeting  with  the  physician,  if  nec- 
essary. 

Case  No.  7 — Aetna  Life  and  Casualty  Com- 
pany. 

7-A — Allen  County  decision  sustained. 

7-B — Allen  County  decision  sustained. 

7-C — Allen  County  decision  sustained. 

7-D — Allen  County  decision  sustained. 

Grievance  Cases 

A report  from  the  District  Councilors  on  the 
follow-up  on  grievance  cases  in  their  areas  was 
presented  to  the  Council.  It  was  agreed  that  a 
letter  be  written  by  Dr.  Clarke  to  the  county  medi- 
cal societies,  asking  for  their  cooperation  with  the 
members  of  the  Council  in  this  procedure. 

Comprehensive  Health  Planning 

Dr.  Clarke  was  instructed  to  communicate 
with  Dr.  John  W.  Cashman,  Ohio  Director  of 
Health,  with  regard  to  a replacement  for  the  late 


702  / The  Ohio  State  Medical  Journal 


Dr.  David  Fishman  on  die  Ohio  Comprehensive 
I fealtli  Planning  Adv’isory  Council. 

Pronouncing  Death 

W ith  regard  to  a letter  from  the  Ohio  Nurses 
Association  on  the  problem  of  pronouncing  the 
death  of  a patient,  it  was  recjuested  that  Mr.  Edgar 
forward  to  the  Nurses  Association  copies  of  his 
correspondence  with  the  Attorney  General  of  Ohio 
on  this  subject. 

SSA  Kidney  Program 

\\'ith  regard  to  the  kidney  program  adminis- 
tered by  the  Social  Security  Administration,  Mr. 
Edgar  was  instructed  to  contact  the  American 
Medical  Association  for  additional  material  and 
then  to  prepare  a communication  to  the  Director 
of  Health,  Education  and  Welfare,  with  regard  to 
this  being  a medical  procedure  rather  than  a hos- 
pital procedure. 

OSMA  Transplant  Connnittee 

The  Council  instructed  the  President  to  aji- 
jioint  an  organ  transplant  committee  within  the 
Ohio  State  Medical  Association  to  work  in  con- 
junction with  Medical  Advances  Institute  and  the 
Living  Bank  Committee,  which  is  headed  by  Mr. 
Donald  W.  Moffat,  WOSU  Radio  Ombud.sman, 
Columbus,  Ohio. 


Reporting  Connnittee  Activity 

In  answer  to  a suggestion  from  Dr.  Karl  W. 
Hess,  of  Cleveland,  calling  for  more  information 
with  regard  to  the  work  of  OSMA  committees,  the 
Council  referred  the  matter  to  the  Committee  on 
Public  Relations  for  development. 

Allergy  Section 

^Vith  regard  to  correspondence  dealing  with 
the  Section  on  Allergy,  the  Council  instructed  the 
Public  Relations  Department  to  prepare  an  article 
pointing  out  the  differences  between  a specialty 
society  and  a scientific  section  of  the  Ohio  State 
Medical  Association. 

Podiatry  Relations 

Dr.  Wells  reported  on  the  June  27  meeting 
with  Dr.  Jerauld  D.  Ferritto,  D.P.M.,  with  regard 
to  relations  with  the  Ohio  Podiatry  Association. 
The  President  appointed  an  Ad  Hoc  Committee 
on  Podiatry  Relations:  Dr.  Wells,  chairman;  Dr. 
Meiling,  Dr.  Henry,  and  Dr.  Paul  Matrka,  of  Co- 
lumbus. Mr.  Rader  was  designated  to  staff  the 
committee. 

Cancer  Deaths  in  the  Ohio  Valley 

The  Council  received  from  Dr.  Eugene  L. 
Saenger,  of  Cincinnati,  copy  of  a letter  dated  May 
31,  1973,  from  Dr.  Saenger  to  Governor  Gilligan, 
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along  \vith  copy  of  a paper  “A  Sur\ey  of  Cancer 
Death  Rates  in  the  Ohio  Valley,”  authored  by  Dr. 
Saenger.  d'hese  communications  were  in  reply  to 
statements  of  Dr.  Ernest  Sternglass,  of  Pittsburgh, 
made  on  April  19,  1973,  that  there  is  an  increase 
in  total  cancer  mortality  in  Cincinnati  as  a result 
of  \\ater-borne  radioactivity  from  the  nuclear  pow- 
er reactor  at  Shippingsport,  Pennsylvania.  The 
Council  voted  its  thanks  to  Dr.  Saenger  for  his 
study  and  asked  that  the  Committee  on  Environ- 
mental and  Public  Health  take  the  matter  under 
consideration. 

Greene  County  Hospital  Situation 

In  answer  to  a request  from  the  Administra- 
tor of  the  Greene  County  Alemorial  Hospital,  the 
Council  advised  the  Administrator  to  refer  the 
inquiry  to  Dr.  Robert  R.  Clark,  President  of  Medi- 
cal Advances  Institute,  for  quality  review.  The 
Council  also  requested  that  the  Administrator  be 
advised  that  M.\I-PSRO  possesses  the  quality  re- 
view mechanism  if  the  hospital  wishes  to  use  it  and 
that  the  request  be  with  the  cooperation  of  the 
appropriate  medical  staff  and  hospital  board. 

Cardiopulmonary  Resuscitation 

A suggestion  for  a planned  course  in  cardio- 
pulmonary resuscitation  for  Administrative  Assist- 
ants for  Congressmen  and  Senators  was  studied  by 
the  Council.  The  Council  voted  to  reply  to  the 
suggestion  advising  that  first  the  Congressional 
physician  should  be  consulted  for  his  reaction  and 
if  it  is  positive  an  estimate  should  be  prepared  with 
regard  to  costs,  including  books,  time,  personnel 
and  travel.  The  Council  likewise  exj^ressed  the 
opinion  that  OSMA  should  again  look  into  the 
problem  of  first  aid  at  the  Ohio  General  Assembly. 

Hospital  Appointment  Form 

The  Council  studied  a hospital  appointment 
form,  which  has  been  implemented  at  the  Fisher- 
Titus  Memorial  Hospital,  Norwalk,  Ohio.  The 
OSMA  staff  was  directed  to  obtain  the  source  of 
this  form  and  the  officers  were  instructed  to  con- 
vene the  officers  of  the  Ohio  Hospital  Association, 
the  Ohio  State  Medical  Association  and  the  Ohio 
Osteopathic  Association  of  Physicians  and  Sur- 
geons, with  regard  to  a discussion  concerning  the 
objectionable  features  of  this  material. 

Ohio  Health  Providers  Council 

The  Council  reaffirmed  its  approval  of  the 
concept  of  an  Ohio  Health  Providers  Council,  with 
the  top  elective  officer  and  an  executive  from  each 
Association  serving  thereon,  and  instructed  the 
staff  to  proceed  with  the  organization. 


Sidney  Hillman  Centre 

The  Council  received  the  request  from  Sol  J. 
Benensohn,  M.D.,  Medical  Director  of  the  Sidney 
Hillman  Health  Centre  of  Chicago,  for  a confer- 
ence with  the  President  of  the  .\s.sociation.  'Phe 
Executive  Director  was  authorized  to  set  up  an 
appointment. 

State  Journal  Conference 

The  Executive  Director  reported  that  in  ac- 
cordance with  the  instructions  of  the  Council,  he 
arranged  for  a conference  of  selected  state  medical 
journal  representatives,  officials  of  the  State  Medi- 
cal Journal  Advertising  Bureau,  and  members  of 
the  staff  of  the  American  Medical  Association 
with  Mr.  C.  Joseph  Stetler,  President  of  the  Ameri- 
can Pharmaceutical  Manufacturers  Association,  on 
June  26,  1973,  in  New  York  City.  Mr.  Page  ex- 
pressed the  opinion  that  the  conference  was  pro- 
ductive and  that  additional  meetings  will  follow. 

Travel  Department 

Mr.  Page  reported  that  INTRAV,  the  Ohio 
State  Medical  Association’s  tour  advisor,  has  agreed 
to  make  the  Ohio  State  Medical  Association  a co- 
insured under  the  liability  policies  maintained  by 
INTRAV. 

Governor’s  Task  Force 

Dr.  Schultz  reported  on  meetings  of  the  Gov- 
ernor’s Task  Force  on  Health  Care.  Dr.  Schultz 
requested  specific  and  positive  statements  and  con- 
cepts with  regard  to  the  areas  covered  by  the  Task 
Force.  The  President  referred  the  matter  to  the 
Committee  on  Long  Range  Planning,  requesting 
this  committee  to  provide  Dr.  Schultz  with  this 
material. 

Highland  County  Matter 

Four  communications  from  Highland  County 
with  regard  to  problems  arising  among  physicians 
were  received  by  the  Council  and  were  transmitted 
to  the  First  and  Second  Councilors  for  study  and 
investigation. 

National  Health  Service  Corps 

A request  from  the  Medina  County  Medical 
Society,  asking  for  a change  in  wording  of  their 
resolution  requesting  a general  practitioner  through 
the  National  Health  Service  Corps  Program  was 
presented  to  the  Council.  This  Society  asked  to 
change  its  request  from  one  general  practitioner  to 
two.  The  Council  concurred. 

The  meeting  was  then  adjourned. 

.\TTEST : Hart  F.  Page 

Executive  Director 
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Cleveland  Physician  Appointed 
as  Fifth  District  Councilor 


The  Council  of  the  Ohio  State  Medical  Asso- 
ciation at  its  meeting  of  July  14-15  appointed  Dr. 
John  J.  Gaughan,  of  Cleveland,  as  Councilor  of 
the  Fifth  District  to  succeed  Dr.  David  Fishman 
who  died  on  May  22.  The  appointment  covers  the 
period  up  to  the  next  meeting  of  the  House  of 
Delegates  in  May  1974. 

Dr.  Gaughan  is  a practicing  physician  in 
Cleveland,  specializing  in  radiology,  is  a diplomate 
of  the  American  Board  of  Radiology  and  is  asso- 
ciated with  a number  of  radiological  organizations. 


John  J.  Gaughan,  M.D. 


He  comes  to  the  Councilor  office  with  a rich 
background  of  experience  in  professional  organiza- 
tion work  and  in  community  activities.  He  was 
president  of  the  Academy  of  Medicine  of  Cleve- 
land, 1971-1972,  a member  of  its  Board  of  Direc- 
tors from  1963  to  the  present,  and  has  serv'ed  as 
delegate  from  the  Academy  to  the  OSMA  House 
of  Delegates  from  1963  to  the  current  year.  In  the 
House  of  Delegates  he  has  served  on  Reference 
Committees.  He  is  a member  of  the  American 
Medical  Association,  the  Ohio  Medical  Political 
Action  Committee,  and  the  American  Medical 
Political  Action  Committee. 

Dr.  Gaughan  was  born  in  Leetonia,  Colum- 
biana County,  and  received  his  early  education 
there.  He  earned  his  B.S.  degree  from  Adelbert 
College  of  Case  Western  Reserv'e  University,  and 
his  medical  degree  from  St.  Louis  University 
School  of  Medicine  in  1946,  after  which  he  took 
his  internship  at  St.  John’s  Hospital,  Cleveland, 
and  residency  training  in  radiology  at  the  Crile 
VA  Hospital,  also  in  Cleveland. 


During  ^Vorld  War  II  he  was  in  military 
service  and  immediately  after  the  war  was  sta- 
tioned in  Japan  as  an  Army  medical  officer. 

Within  the  Cleveland  Academy,  he  has  served 
as  chairman  of  at  least  eight  key  committees 
dealing  with  ethics,  honors,  mediation,  member- 
ship, nominating,  properties,  and  public  relations, 
and  the  Academy’s  liaison  committee  with  Medical 
Mutual.  In  other  functions  within  the  Academy 
framework,  he  has  served  on  the  Criminal  Justice 
Coordinating  Council,  Health  Insurance  Appeals 
and  Review  Committees,  Hospital  Chiefs  of  Staff 
Committee,  PSRO-Radiology  Committee,  the  Spe- 
cial Committee  on  the  Academy  Foundation,  Hos- 
pital Liaison  Committee,  Health  Insurance  Council 
Committee,  and  the  Medical  Advisory  Commit- 
tee to  Blue  Cross.  He  also  worked  with  the  Acad- 
emy’s Sabin  and  Rubella  Vaccination  Programs. 

In  his  specialty  field.  Dr.  Gaughan,  in  addi- 
tion to  being  certified  by  the  American  Board  of 
Radiology,  is  a Fellow  of  the  American  College 
of  Radiology,  a member  of  the  Radiological  Soci- 
ety of  North  America,  the  Eastern  Radiological 
Society,  the  Ohio  State  Radiological  Society,  and 
the  Cleveland  Radiological  Society.  In  the  latter 
organization,  he  is  currently  president  and  has 
served  as  a member  of  its  Council. 

■Another  office  he  holds  on  the  state  level  is 
that  as  councilor  for  the  Professional  Standards 
Review  Organization  of  Ohio.  He  is  also  chairman 
of  the  Professional  Standards  Review  Foundation 
of  Northeast  Ohio,  and  a member  of  the  Medical 
Advisory  Committee  to  Blue  Cross  of  Northeast 
Ohio. 

At  St.  John’s  Hospital  in  Cleveland  he  is  pres- 
ident of  the  Medical  Staff  and  director  of  the 
Department  of  Radiology.  Also  he  is  on  the  Ad- 
visory Board  to  the  hospital  and  a member  of  its 
Board  of  Trustees. 

Dr.  Gaughan  also  is  a member  of  the  Cleve- 
land Health  Museum,  the  Cleveland  Medical 
Library  Association,  and  has  served  as  area  physi- 
cian chairman  for  the  United  Appeal  Drive,  and 
area  chairman  for  the  Cancer  Drive. 

Dr.  Gaughan  is  a member  of  the  Catholic 
Church  and  a member  of  the  Knights  of  Colum- 
bus. He  and  his  wife  Alma  have  five  daughters, 
Marcia,  a law  student  at  Notre  Dame;  Sharon,  a 
graduate  student  at  William  and  Mary;  Patricia, 
a junior  at  St.  Mary’s  College  of  Notre  Dame; 
Kathleen,  a freshman  at  Indiana  University;  and 
Maureen,  an  eighth  grader  in  Cleveland. 
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Outstanding  Exhibits  Recognized  at 
1973  OSMA  Annual  Meeting 


EATURES  OF  THE  1973  OSMA  Annual 
Meeting  in  Columbus  included  a very  excellent 
display  on  the  Exhibit  Floor  of  the  \^eterans  Me- 
morial Building  including  Scientific,  Health  Edu- 
cation, and  Technical  Exhibits. 

A judging  committee  selected  several  exliibits 
as  outstanding  and  the  sponsors  were  presented 
certificates  of  recognition  as  well  as  permanent 
type  placjues  to  be  displayed  in  respective  booths 
and  kept  as  permanent  mementos. 

A summary  of  exhibits  selected  as  outstanding 
appeared  in  the  July  issue  of  The  Journal,  on 
page  556.  Following  is  additional  information  on 
some  of  these  exhibits.  Information  on  more  of  the 
outstanding  exhibits  will  be  included  in  subse- 
quent issues  of  The  Journal. 

Gold  Award  Goes  to 
Knee  Replacement  Exhibit 

The  Gold  Award  in  the  Teaching  Field  went 
to  the  exhibit  entitled  “Total  Knee  Replacement,” 
sponsored  by  Thomas  H.  Mallory,  M.D.,  of  Co- 
lumbus. 

Following  is  a brief  description  of  the  material 
presented  in  the  exhibit.  Dr.  Mallory  has  written 
a scientific  article  on  this  same  subject  which  will 
appear  in  a coming  issue  of  The  Journal. 

There  is  a spectrum  of  knee  disease  in  rheu- 
matoid and  osteoarthritic  patient  that  merits  surgi- 
cal management.  The  concejsts  of  this  surgical 
management  are  well  presented  in  The  Ortho- 
paedic Clinics  of  North  America,  Vol.  2,  March, 
1971. 

In  the  early  stages  of  knee  disease,  when  there 
is  no  evidence  of  loss  of  boney  architecture,  but 
persistent  and  uncontrolled  synovitis,  then  syno- 
\ ectomy  is  indicated.  When  the  boney  architecture 
of  the  knee  becomes  mildly  involved  with  de- 
formity and  disability,  then  corrective  tibial  oste- 
otomy is  the  procedure  of  choice. 

The  above  mentioned  procedures  have  been 
the  backbone  of  surgical  management  of  knee 
disease;  however,  intrapositional  arthroplasty  has 
recently  come  to  the  forefront.  Those  knees  which 
show  marked  destruction  of  boney  architecture, 
demonstrate  loss  of  ligamentous  stability,  and  have 
jjersistent  and  uncontrolled  pain  are  best  salvaged 
by  total  knee  replacement. 


Basically  there  are  two  types  of  total  knees; 
one  constitutes  an  intrapositional  design  and  the 
.second  a hinged  joint  design.  The  basic  intra- 
positional total  knees  are  the  Polycentric  and 
Geomedic,  consisting  of  cobalt-cromium  alloy  ma- 
terials cemented  to  the  femoral  condyles,  articu- 
lating with  high  density  polyethylene  plastic  on  a 
tibial  plateau.  These  prostheses  require  a certain 
amount  of  stability  in  the  knee  for  predictable 
result. 

When  contractures,  either  valgus,  varus,  or 
flexion,  equal  more  than  30°  and/or  pain  and 
deformity  are  of  severe  nature,  then  the  hinged 
type  knee  is  the  prosthesis  of  choice.  This  particu- 
lar type  of  total  knee  design  is  inherently  stable. 
Any  degree  of  knee  deformity  can  be  corrected 
with  the  hinge  joint. 

The  ultimate  durability  of  total  joint  replace- 
ment remains  in  question.  There  are  problems  of 
loosening,  wear,  and  infection.  Nonetheless,  there 
is  every  indication  that  these  artificial  joints  will 
last  five  to  ten  years.  For  the  severely  afflicted 
arthritic  patient  with  end-stage  knee  disease  the 
benefits  of  total  knee  replacement  are  quite  grati- 
fying. 

Exhibit  on  L-Dopa  Role  in 
Cancer  Pain  Relief  Awarded 

The  Gold  Award  in  Original  Investigation 
went  to  the  exhibit  entitled  “Breast  Cancer  Bone 
Pain  Relief  with  L-Dopa,”  sponsored  by  John 
Peter  Minton,  M.D.,  Department  of  Surgery,  Ohio 
State  University  College  of  Medicine. 

This  exhibit  also  was  awarded  the  Cancer 
Award,  the  citation  and  monetary  gift  from  the 
Ohio  Chapter,  American  Cancer  Society. 

Following  is  a brief  summary  of  the  material 
presented  in  the  exhibit. 

The  important  role  of  serum  prolactin  in 
breast  cancer  patients  is  just  now  being  uncovered 
by  radioimmunological  assay  of  serum  prolactin 
level  in  the  human  being.  The  discovery  that 
L-Dopa  suppresses  prolactin  levels,  and  simulta- 
neously is  associated  in  many  patients  with  a sud- 
den suppression  of  cancer  cell  growth  rate  is 
significant. 

Many  doctors  have  noted  a dramatic  response 


706  / The  Ohio  State  Medical  Journal 


I 


The  exhibit,  “The  Evolution  of  Total  Knee  Replacement,”  sponsored  by  Dr.  Thomas  H.  Mal- 
lory, won  the  Gold  Award  in  Teaching  at  the  1973  OSMA  Annual  Meeting.  Shown  proudly 
displaying  the  plaque  is  Carl  Newman,  Jr.,  who  helped  man  the  booth. 


Dr.  John  P.  Minton,  center,  sponsor  of  the  exhibit  entitled  “Breast  Cancer  Bone  Pain  Relief  with 
L-Dopa”  is  congratulated  by  Dr.  William  R.  Schultz,  1972-1973  OSMA  President,  left,  and  Dr.  Jack 
E.  Tetirick,  Scientific  Work  Committee  chairman  for  winning  the  Gold  Award  in  Original  In- 
vestigation. 
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to  h\'j)oj)hysectomy,  adrenalectomy,  and  ooi^horec- 
toiny  with  bone  pain  relief  from  breast  cancer 
metastasis.  The  reason  for  this  response  was  not 
clearly  understood. 

Investigators  in  this  field  now  believe  that  a 
greater  than  50  percent  decrease  in  serum  prolactin 
lexels  literally  turns  off  breast  cancer  membrane 
enzymes  which  permit  cancer  growth  in  one  out 
of  three  breast  cancer  patients. 

The  sponsor  proposes  that  the  L-Dopa  test  is 
an  important  method  of  e\aluating  the  effective- 
ness of  the  surgical  endocrine  ablative  treatment  of 
breast  cancer.  In  addition,  im  estigators  have  found 
that  phenothiazine  may  ad\ersely  effect  breast 
cancer  patients,  and  should  not  be  used  since  they 
increase  prolactin  levels. 

Exhibit  on  Dizzy  Patient 
Receives  Silver  Award 

The  Silver  Award  in  the  field  of  Original 
In\estigation  went  to  the  exhibit  entitled,  “The 
Dizzy  Patient  (Current  Surgical  Management), 
sponsored  by  Edw’ard  L.  Hendershot,  M.D.,  and 
James  W.  Wood,  M.D.,  of  the  Department  of 
Otolaryngology,  Lutheran  Medical  Center,  Cleve- 
land. 

Following  is  a resume  of  the  exhibit  and  the 
background  of  material  presented  as  prepared  by 
one  of  the  sponsors. 

Until  recently,  the  diagnosis  and  treatment  of 
vertigo  was  poor,  to  say  the  least.  The  treatment 
consisted  of  prescribing  a medication  and  hoping 
that  the  patient  improved  before  the  prescription 
ran  out.  Unfortunately,  this  predicament  persists. 

The  purpose  of  this  exhibit  was  to  acquaint 
the  general  medical  profession  with  both  the  newer 
methods  of  diagnosis  and  classification  of  vertigo 
and  also  two  surgical  procedures  to  cure  the  ver- 
tiginous patient  while  conserving  or  improving  his 
hearing.  These  operations  are  the  endol)Tnphatic 
subarachnoid  shunt  ( 1 ) for  Meniere’s  syndrome, 
and  the  middle  fossa  vestibular  ner\e  section  (2) 
for  disorders  of  the  vestibular  nerve. 

Although  criticism  exists,  it  is  melting  under 
the  sheer  weight  of  the  surgical  successes.  The  best 
known  success  is  that  of  astronaut  Alan  Shepard, 
who  had  debilitating  Meniere’s  syndrome.  After 
his  successful  endolymphatic  subarachnoid  shunt, 
he  was  able  to  go  to  the  moon. 

References 

1.  House  WF : Subarachnoid  shunt  for  drainage  of 

endolymphatic  hydrops.  Laryngoscope  72:713-729, 
1972. 

2.  House  WF : Surgical  exposure  of  the  internal  audi- 

tory canal  and  its  contents  through  the  middle 
cranial  fossa.  Laryngoscope  71:1363-1385,  1961. 


Exhibit  on  Acoustic  Tumors 
\\’ins  Silver  Award 

The  Silver  Award  in  the  Teaching  Field  went 
to  Sabino  T.  Baluyot,  M.D.,  and  John  M.  Tew, 
Jr.,  AI.D.,  of  Cincinnati,  for  their  exhibit  entitled 
“Diagnosis  and  Treatment  of  Acoustic  Tumors.” 

The  background  of  material  presented  in  the 
exhibit  was  described  in  a brochure  as  follows. 

Modern  otology  and  radiology  jjrovide  the 
methods  for  accurate  diagnosis  of  acoustic  nerve 
tumors.  Advances  in  surgical  technicjues  permits 
total  tumor  remo\al  with  preservation  of  normal 
neurologic  function  if  the  tumors  are  recognized 
during  the  early  stage  of  growth  (stage  I).  Yet, 
discovery  of  the  lesion  when  small  and  easily  re- 
movable depends  on  the  suspicion  and  acumen  of 
the  primary  clinician. 

The  acoustic  neuroma  originates  as  a result  of 
a neoplasia  of  Schwann  cells  on  the  eighth  cranial 
nerve  within  the  internal  auditory  canal  (lAM). 
It  is  a benign  tumor  whose  presence  may  be  recog- 
nized by  symptoms  related  to  eighth  nerve  com- 
pression and  expansion  of  the  tumor  into  the 
cerebello-pontine  angle. 

Small  tumors  (stage  I)  or  intra-canalicular 
neuromas  are  confined  to  the  internal  auditory 
canal.  Signs  and  symptoms  include  deafness,  tin- 
nitus, and  dizziness.  Hearing  loss  is  classically 
unilateral  and  progressive.  Diagnosis  may  be  fa- 
cilitated by  examination  of  the  eighth  nerve  by  the 
tuning  fork  (auditory)  and  caloric  tests  (vestibu- 
lar) . 

Medium  size  or  stage  II  tumors,  up  to  2.5  cm., 
may  compress  neighboring  cranial  nerves.  Facial 
weakness  (VII  nerve)  may  be  a complaint.  Numb- 
ness and  paresthesias  indicate  trigeminal  (V  nerve) 
involvement;  a diminished  corneal  reflex  is  the 
earliest  sign  of  fifth  nerve  compression. 

Late  or  stage  III  tumors,  larger  than  2.5  cm., 
may  compress  the  lower  cranial  nerves  (IX,  X, 
XI)  resulting  in  dysphagia  and  dysphonia.  Symp- 
toms of  headache,  blurred  vision  and  ataxia  usually 
indicate  increased  intracranial  pressure.  Involve- 
ment of  the  brain  stem  and  cerebellum  result  in 
ataxia  and  hydrocephalus.  Death  may  be  im- 
pending. 

When  an  acoustic  tumor  is  suspected  the 
patient  should  undergo  neuro-otologic  and  radio- 
graphic  examinations  designed  to  establish  the 
definite  cause  of  the  symptoms.  Treatment  is 
surgical  and  a pleasing  recovery  can  be  expected 
in  patients  with  early  stage  tumors.  Although  total 
removal  can  be  achiev'ed  in  stage  III  tumors,  it  is 
frequently  at  the  expense  of  significant  loss  of 
neurologic  function  such  as  facial  palsy,  facial 
numbness  and  increased  ataxia. 

(Text  Continued  on  page  710) 
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One  of  the  sponsors  of  the  exhibit  on  “The  Dizzy  Patient,”  Dr.  Edward  L.  Hendershot,  left,  is 
about  to  receive  the  Silver  Award  in  Original  Investigation  from  Dr.  William  R.  Schultz,  1972- 
1973  OSMA  President. 


Dr.  Jack  E.  Tetirick,  chairman  of  the  OSMA  Committee  on  Scientific  Work,  is  shown  presenting 
the  Silver  Award  in  Teaching  to  sponsors  of  the  exhibit  “Diagnosis  and  Treatment  of  Acoustic 
Tumors.”  Center  is  Dr.  Richard  Wiet  and  on  the  right  is  Dr.  John  M.  Tew,  Jr. 
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lininunofluorcsccnt  Studies 
in  Autoimmune  Diseases 

I'he  Bronze  Award  in  tlie  l eaching  Field  was 
presented  for  the  exhibit  entitled,  “Innnunolluo- 
rescent  Studies  in  Autoimmune  Diseases,”  spon- 
sored by  Sharad  D.  Deodhar,  M.D.,  Ph.D.,  of  the 
Department  of  Inimunopatholog\',  Cleveland  Clin- 
ic Foundation. 

Following  is  an  abstract  of  material  presented 
in  the  exhibit,  as  furnished  by  the  sponsor. 

During  the  past  se\  en  years,  various  inimuno- 
fluorescent  procedures  were  introduced  in  the  Im- 
munopathologv'  Department  for  the  study  of  auto- 
immune diseases.  Our  e.xperience  in  this  area  has 
been  summarized  to  illustrate 

(a)  The  basic  principles  in  the  pathogenesis 
of  autoimmune  disease, 

(b)  The  laboratory  procedures  for  demon- 
strating various  auto-antibodies, 

(c)  The  clinical  incidence  of  these  auto- 
antibodies in  their  respective  autoimmune  diseases 
and 

(d)  The  usefulness  of  these  procedures  in  the 
clinical  diagnosis  and  management  of  patients  with 
autoimmune  disease. 

The  exhibit  thus  serves  as  a clinical  immuno- 
jjathologic  correlation  for  this  group  of  diseases. 
The  exhibit  consisted  of  four  panels  arranged  in 
the  following  manner.  The  first  panel  was  devoted 
to  (1)  Currently  accepted  definition  of  autoim- 


mune disease,  (2)  A list  of  j)ossible  mechanisms 
leading  to  induction  of  autoimmunity  (activation 
of  forbidden  clones  leading  to  development  of  cel- 
lular and  humoral  auto-antibodies)  and  finally, 
autoimmune  disease,  (3)  General  characteristics 
of  autoimmune  disease,  and  (4)  A list  of  some  of 
the  more  commonly  accepted  autoimmune  diseases 
with  the  approjjriate  autoantibody  and  the  auto- 
antigen. 

Panels  2,  3 and  4 were  devoted  to  immuno- 
fluorescent  and  histopathologic  illustrations  of  vari- 
ous autoimmune  diseases  with  the  illustration  of 
appropriate  autoantibody  such  as,  antinuclear  fac- 
tor in  SLE,  parietal  cell  antibody  in  pernicious 
anemia,  thyroglobulin  antibody  in  autoimmune 
thyroiditis,  skeletal  muscle  antibody  in  myasthenia 
gravis,  mitochondrial  antibody  in  primary  biliary 
cirrhosis,  smooth  muscle  antibody  in  lupoid  or 
chronic  active  hepatitis,  antiglomerular  basement 
membrane  antibody  in  Goodpasture’s  syndrome, 
antibody  depositing  in  the  intercellular  regions  of 
the  epidermis  in  pemphigus  vulgaris,  antibody  de- 
positing in  the  basement  membrane  in  bullous 
pemphigoid,  antibody  in  the  cytoplasm  of  the 
cortical  cells  in  primary  adrenal  atrophy  (Addi- 
son’s disease) . 

The  sponsor  has  coauthored  a number  of 
articles  on  the  subject  presented  and  similar  sub- 
jects. Reprints  may  be  had  by  writing  the  sponsor 
at  the  Cleveland  Clinic  Foundation,  9500  Euclid 
.\venue,  Cleveland  44106. 


This  exhibit,  entitled  “Immunofluorescent  Studies  in  Autoimmune  Diseases”  won  the  Bronze  Award 
in  the  Teaching  Field  at  the  OSMA  1973  Annual  Meeting. 
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Harding  Hospital 

WORTHINGTON,  OHIO 

A fully  accredited  private  psychiatric  hospital  situated  on  45  acres  of  beautiful, 
wooded  grounds  just  ten  miles  north  of  the  state  capitol. 

THE  HARDING  HOSPITAL  PROVIDES; 

* 125  In-patient  beds  — 

* Day  Hospital  program  — 

* Full  time  attending  staff  of  psychiatrists  — 

* Professionally  trained  Adjunctive  Therapy  staff  with  programs  in  occupa- 
tional, recreational  and  vocational  therapy.  (Crafts,  Fine  Arts,  Greenhouse, 
etc.) 

* Qualified  staff  of  psychologists  — 

* Social  Service  department  — 

* Consultation  and  evaluation  for  out-patients. 

For  particulars  on  rates  and  terms  or  on  specific  patients  write  or  call  — 

Harding  Hospital  - Worthington,  Ohio 
Area  Code  614  - 885-5381 

George  T.  Harding,  M.D.  Donald  L.  Hanson 

Medical  Director  Administrator 


AVAILABLE  FOR  THE  TREATMENT  OF 

impotence 

due  to  androgenic  deficiency  in  the  American  male. 


BUCCAL  Tabs 


Android  1 5 

Methyltestosterone  N.F.-5  mg. 

Android  1 10 

Methyltestosterone  N.F.-10  mg. 

Android  1 25 

Methyltestosterone  N.F.  -25  mg. 


DESCRIPTION:  Methyltestosterone  is  17/?-Hydroxy-17-MethyIandrost-4-ei 
3-one. 

ACTIONS:  Methyltestosterone  is  an  oil  soluble  androgenic  hormone. 

INDICATIONS:  In  the  male:  1.  Eunuchoidism  and  eunuchism.  2.  Mate 
climacteric  symptoms  when  these  are  seconlary  to  androgen  deficiency. 
3.  Impotence  due  to  androgenic  deficiency.  4.  Postpuberal  cryptor* 
chidtsm  with  evidence  of  hypogonadism. 

Cholestatic  hepatitis  with  jaundice  and  altered  liver  function  tests,  such 
as  increased  BSP  retention  and  rises  in  SCOT  levels,  have  been  reported 
after  Methyltestosterone.  These  changes  appear  to  be  related  to 
dosage  of  the  drug.  Therefore,  in  the  presence  of  any  changes  in  liver 
function  tests,  drug  should  be  discontinued. 

PRECAUTIONS:  Prolonged  dosage  of  androgen  may  result  in  sodium  and 
fluid  retention.  This  may  present  a problem,  especially  in  patients 
with  compromised  cardiac  reserve  or  renal  disease.  In  treating  males 
for  symptoms  of  climacteric,  avoid  stimulation  to  the  point  of  increas- 
ing  the  nervous,  mental,  and  physical  activities  beyond  the  patient's 
cardiovascular  capacity. 

CONTRAINDICATIONS:  Contraindicated  in  persons  with  known  or  sus 
pected  carcinoma  of  the  prostate  and  in  carcinoma  of  the  male  breast. 
Contraindicated  in  the  presence  of  severe  liver  damage. 

WARNINGS:  If  priapism  or  other  signs  of  excessive  sexual  stimulatiort 
develop,  discontinue  therapy.  In  the  male,  prolonged  administration  or 
excessive  dosage  may  cause  inhibition  of  testicular  function,  with 
resultant  oligospermia  and  decrease  in  ejaculatory  volume.  Use  caut- 
iously in  young  boys  to  avoid  premature  epiphyseal  closure  or  pre 
cocious  sexual  development.  Hypersensitivity  and  gynecomastia  may 
occur  rarely.  FBI  may  be  decreased  in  patients  taking  androgens 
Hypercalcemia  may  occur,  particularly  during  therapy  for  metastic 
breast  carcinoma.  If  this  occurs,  the  drug  should  be  discontinued. 

ADVERSE  REACTIONS:  Cholestatic  Jaundice  • Oligospermia  and  de- 
creased ejaculatory  volume.  • Hypercalcemia  particularly  in  patients 
with  metastic  breast  carcinoma.  This  usually  indicates  progression  of 
bone  metastases.  • Sodium  and  water  retention.  • Priapism  * Virili- 
zation in  female  patients  • Hypersensitivity  and  gynecomastia. 

DOSAGE  AND  ADMINISTRATION:  Dosage  must  be  stricly  individualized, 
as  patients  vary  widely  in  requirements.  Daily  requirements  are  best 
administered  in  divided  doses.  The  following  chart  is  suggested  as  an 
average  daily  dosage  guide. 

INDICATION  Average  jj^aily  Dosage 

In  the  male: 

Eunuchoidism  and  eunuchism  10  to  40  mg. 

Male  climacteric  symptoms  and  impotence 
due  to  androgen  deficiency  10  to  40  mg. 

Postpuberal  cryptorchism  30  mg 

HOW  SUPPLIED:  5,  10,  25  mg.  in  bottles  of  60.  250. 
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Woman’s  Auxiliary  Highlights 


By  Mrs.  S.  L.  Meltzer,  Publicity  Chairman 
2442  Dorman  Drive,  Portsmouth  45662 


T DON’T  SUPPOSE  1 can  pretend  that  the  large 
yellow-haired  dog  received  a Doctor  of  Medicine 
degree  from  the  University  of  Cincinnati  School  of 
Medicine  at  its  graduation  exercises  early  in  June, 
but  believe  me  when  I tell  you  that  the  dog  almost 
stole  the  show  that  hot  Sunday  afternoon!  I was 
there  to  see  a very  special  young  friend  of  mine, 
Ralph  Beasley,  receive  his  MD  degree  and  neither 
I nor  anybody  else  in  that  crowded  auditorium 
could  stem  the  laughter  that  followed  the  sudden 
appearance  of  the  animal.  Almost  arrogantly  he 
crossed  the  platfonn  and  took  his  position  and 
would  not  budge. 

This  isn’t  exactly  Auxiliary  news,  I realize,  but 
it’s  really  too  choice  an  item  to  let  go  by.  In  your 
mind’s  eye,  picture  the  platform  and  the  distin- 
guished faculty  in  cap  and  gown  seated  thereon. 
At  the  lectern  stands  the  keynote  speaker.  Dr. 
Charles  (Carl)  A.  Hoffman,  1972-73  President 
of  the  American  Medical  Association,  and  he  is 
addressing  the  graduates.  And,  of  course,  it  is 
a serious  and  momentous  occasion.  And  that’s 
when  the  yellow-haired  canine  chose  to  appear  and 
almost  disrupted  the  dignified  proceedings! 

Just  once  he  sauntered  off  the  platform,  only 
to  return  almost  immediately.  One  member  of  the 
faculty  tried  to  keep  the  dog  by  him  but  wasn’t 
too  successful.  The  animal  was  not  wearing  a col- 
lar, so  that  it  was  almost  impossible  to  hold  on  to 
him  . . . Even  the  hooding  of  the  graduates  failed 
to  faze  him,  but  he  was  thoughtful  enough  at  that 
point  not  to  get  in  the  way.  He  was  quiet  enough 
and  I don’t  recall  hearing  even  the  tiniest  of  barks. 


•Xnd  although  he  remained  onstage  throughout  the 
]iroceedings,  the  initial  commotion  he  created  sub- 
sided fairly  quickly  and  the  dignity  of  the  occasion 
remained.  What’s  that  oldie  about  every  dog  want- 
ing to  get  into  the  act? 

Mrs.  Pfahl  and  Legislation 

In  drawing  up  her  plans  and  schedule  for  this 
Auxiliary  year,  Mrs.  S.  B.  Pfahl,  state  legislation 
chairman,  has  emphasized  that  “we  in  the  Aux- 
iliary need  to  ‘Be  Prepared’  to  include  politics  and 
legislation  as  our  major  goal  for  1973-74.”  She 
goes  on  to  point  out  that  politics  and  legislation 
rule  and  guide  our  lives  and  the  lives  of  our 
families  . . . they  are  the  ways  by  which  we  are 
able  to  collectively  live  together  in  a complex  and 
often  bewildering  world,  with  a sense  of  order  and 
direction  . . . doctors’  wives  can  no  longer  stand 
by  and  not  know  what  is  happening  in  Washington, 
D.C.,  and  our  state  capital. 

Here  is  what  Mrs.  Pfahl  emphasizes  as  neces- 
sary preparation:  LISTENING  — to  what  is  being 
said;  READING  — to  become  more  knowledge- 
able; GROWING  AND  MOVING  — to  assist 
the  medical  profession  and  our  country  to  be  a 
better  place  to  live. 

“We  have  many  jobs  that  need  to  be  done, 
a job  for  everyone”  says  this  most  competent  and 
energetic  legislation  chairman.  Working  through 
the  Auxiliary’s  LEGS  program  (legislation  effort 
group  system)  she  lists  these  channels  of  activity: 
LEGS  to  write  letters;  LEGS  to  make  phone  calls; 
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LF!,GS  to  make  visits;  LEGS  to  listen  to  the  radio 
and  watch  television;  LEGS  to  assist  voters;  LEGS 
to  read;  LEGS  that  will  communicate;  LEGS  that 
will  support  medicine  in  its  struggle  to  preserve  the 
freedom  of  choice  for  both  doctor  and  patient,  and 
quality  health  care  within  the  reach  of  everyone; 
LEGS  that  will  help  promote  doctor-patient  rela- 
tionship so  there  is  still  identity  of  a very  personal 
nature  available  to  each  person;  LEGS  that  will 
help  permit  equality  health  care  without  bureau- 
cratic involvement.  Fifi  Pfahl  makes  this  plea: 
“Be  a Good  Scout  and  Be  Prepared”  — for  medi- 
cine’s sake. 

Here  and  There 

Mrs.  William  Noble,  Allen  County  commu- 
nity service  chairman,  was  a member  of  a live 
panel  a few  months  ago  on  a follow-up  program 
of  the  nationally  re-run  television  special  “VD 
Blues.”  “Hotline”  calls  were  received  at  the  sta- 
tion (Bowling  Green’s  new  Public  Broadcast  Sta- 
tion) from  the  public  seeking  venereal  disease 
information.  Prior  to  the  re-run,  Mrs.  Noble  and 
members  of  her  committee  spent  considerable  time 
giving  programs  on  VD  in  the  local  schools.  In 
recent  years,  the  venereal  disease  project  has  been 
one  of  the  Allen  County  auxiliary’s  major  activities. 

Clark  County  doesn’t  believe  in  losing  any 
time  “pushing”  a major  social  event  and  money- 
maker. It’s  all  for  the  group’s  Nurse  Scholarship 
Fund.  Each  member  received  a special  newsletter 
in  July,  no  less,  calling  attention  to  the  “Bachelor’s 
Honeymoon”  to  be  presented  on  September  26 
and  27  at  Springfield’s  Dinner  Theater.  There  will 
be  cocktails  at  6 p.m.,  a buffet  dinner  at  7:00  p.m. 
and  the  rib-tickling  comedy  {presentation  at  8:30 
p.m.  The  tickets  sell  for  $9  each  and  reservations 
are  necessary.  Clark  County  members  Linda  Brown 
and  Anne  Titus  are  in  charge  of  the  ticket  reser- 
vations. 

Erie  County 

During  May  ceremonies  at  the  home  of  Mrs. 
Charles  Everett,  Mrs.  S.  Baird  Pfahl  was  installed 
as  president  of  the  Erie  County  auxiliary.  Also 
installed  were  Mrs.  Everett  as  president-elect,  Mrs. 

D.  Parker  as  vice-president,  Mrs.  Richard 
Williamson  as  secretary,  and  Mrs.  Frank  Leake 
as  treasurer. 

Outgoing  president,  Mrs.  Dean  Reichenbach, 
presented  decoupage  placjues  to  Mrs.  George  Pas- 
terak  and  Mrs.  Tom  Schoepfle  for  their  outstand- 
ing contributions  to  the  auxiliary  during  the  past 
two  years.  The  plaques  were  designed  by  auxiliary 
member  Mrs.  William  Seiler.  A contribution  was 
made  to  AMA-ERF  in  honor  of  Mrs.  Pasterak  and 
Mrs.  Schoepfle.  Also  recognized  for  outstanding 
efforts  to  the  community  in  the  field  of  health 


care  through  other  groujps  or  organizations  were 
Mrs.  C.  F.  Lavender,  Mrs.  Arthur  Groscost,  Mrs. 
INerett  and  Mrs.  Henry  W.  Lehrer.  It  seems  to 
this  reporter  that  this  kind  of  member  recognition 
for  outstanding  activity  should  be  copied  by  every 
other  auxiliary  in  Ohio! 

The  Erie  County  group  had  a very  good  pro- 
gram recently  on  nutrition.  Mrs.  Watson  Parker 
reviewed  the  assistance  {Programs  available  in  the 
community,  in  which  she  outlined  the  administra- 
tion of  these  programs  and  those  who  are  eligible 
to  receive  assistance  in  them.  Mrs.  Lowell  Ploff- 
man  {presented  a thought-{provoking  report  on  food 
additives  and  the  impact  ad\ertising  has  on  our 
acceptance  of  them.  Mrs.  Paul  \^asquez  arranged 
for  a re{presentative  of  a health  food  com{pany  to 
dis{play  his  products,  answer  questions  and  play 
a tape  on  the  value  of  health  foods.  Mrs.  Edward 
Gillette,  chairman  of  the  panel,  presented  the 
theory  of  dieting  as  {promulgated  in  the  book  The 
Diet  Revolution  by  Dr.  Atkins,  following  which 
she  reviewed  the  AM.A,’s  stand  against  it. 

Twenty-First  Century 

The  April  meeting  of  the  Hamilton  County 
auxiliary  featured  a knowledgeable,  interesting  and 
ini{Portant  s{peaker,  Henry  J.  Pleimlich,  M.D.,  who 
took  his  listening  audience  into  medicine  in  the 
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21st  century.  Dr.  Heimlich  is  director  of  surgery 
at  the  Jewish  Hospital  in  Cincinnati,  physician-in- 
chief of  the  Esophagus  Center  at  the  hos])ital  and 
associated  clinical  professor  of  surgery  at  the  Uni- 
versity of  Cincinnati  College  of  Medicine.  He  is 
the  inventor  of  the  I leiinlich  chest  drainage  valve. 
Here  are  some  of  the  doctor’s  fascinating  com- 
ments and  predictions; 

“In  very  few  years,  by  design,  there  will  be 
many  more  women  physicians  and  surgeons.  Per- 
haps 50  percent.  Therefore,  your  auxiliary  mem- 
bershij)  will  be  50  percent  husbands.  I would  like, 
therefore,  Ms.  Chairperson,  to  be  considered  the 
first  to  address  the  Persons’  Auxiliary  . . . 

“Predictions  can  only  be  made  on  the  basis  of 
what  is  known.  What  totally  new  discoveries  or 
inventions  will  develop  beyond  that  is  unpredict- 
able . . . The  following  medical  predictions  can 
be  stated  as  being  absolutely  within  the  realm  of 
possibility  based  on  facts  now  available; 

“Predicted  Medical  Changes  - In  Teaching 
— teaching  machines;  instillation  of  education  into 
the  brain  electronically;  separation  of  the  scientist 
and  teacher.  In  Therapeutics  — chemicals  to  elim- 
inate arteriosclerosis;  vaccines  or  chemicals  to 
cure  or  eradicate  cancer.  In  Biological  Science  — 
alteration  of  genes  to  eliminate  congenital  and 
mental  diseases  as  well  as  other  pathological  con- 
ditions; ability  to  hit  one  chromosome  with  la.ser; 
manufacture  blood  substitutes.  In  Surgery  — my 
personal  involvement  in  working  with  replacement 


of  the  esophagus  makes  this  easy  to  predict;  trans- 
])lantation  of  organs  .so  necessary  now,  to  be  re- 
])laced  by  manufactured  organs;  the  advantages  — 
can  implant  artificial  blood  ves.sels,  atom-j)owered 
])ace-makers,  totally  rej)lace  hip  joint;  have  arti- 
ficial hearts,  lungs,  kidneys,  outside  the  body;  will 
be  miniaturized  for  implantation.  Same  for  arti- 
ficial sight.  The  purpose  will  be  to  make  a better 
life  by  manufactured  organ  replacement  (spare 
parts)  to  replace  single  organs  that  age. 

“The  most  important  responsibility  of  medi- 
cine in  the  future  is  the  pre.servation  of  life  on  this 
jilanet.  The  potential  of  destroying  all  life  on  earth 
necessitates  changes  in  our  thinking.  The  survival 
of  the  human  race  is  now  an  international  matter. 

“In  the  21st  century-,  specialized  treatment 
will  be  carried  out  in  a limited  number  of  centers. 
Rapid  diagnostic  consultation  from  computerized 
centers  is  already  available  and  will  expand.  I do 
not  know  whether  this  concept  is  pleasing  to 
today’s  physicians,  but  it  is  coming  rapidly.  Before 
the  scientific  era,  it  w-as  enough  to  learn  about 
the  past  and  live  by  custom  and  rituals,  planning 
only  for  the  immediate  future.  Change  occurs  so 
rapidly  now  that  it  is  necessary  to  plan  for  the 
distant  future.  Physicians  have  a particular  re- 
sponsibility in  such  planning,  since  science  and 
compassion  are  unified  in  the  work  of  the 
doctor  . . .” 

(Continued  on  Page  716) 
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Must  vasodilators 
and  therapy  for 
other  diseases 
come  into 
conflict? 


not  if  the  vasodilator  is 

VASODILAN' 

(ISOXSUPRINE  HCI) 

the  compatible  vasodilator... 
no  treatment  conflicts  reported 

The  cerebral  or  peripheral  vascular  disease  patient  often  has 
coexisting  disease^  which  calls  for  another  drug  along  with  his 
vasodilator.  It  may  be  a hypoglycemic,  miotic,  antihypertensive, 
diuretic,  anticoagulant,  corticosteroid,  or  coronary  vasodilator. 
Vasodilan  is  not  incompatible  with  any  of  these  drugs-no  treatment 
conflict  has  been  reported.  And,  unlike  other  vasodilators,  Vasodilan 
has  not  been  reported  to  affect  carbohydrate  metabolism,  liver 
function,  or  intraocular  pressure-or  to  complicate  treatment  of 
diabetes,  hypertension,  peptic  ulcer,  glaucoma,  or  liver  disease. 

In  fact,  there  are  no  known  contraindications  to  the  use  of  Vasodilan 
in  recommended  oral  doses,  other  than  that  it  should  not  be  given 
in  the  presence  of  frank  arterial  bleeding  or  immediately  postpartum. 

1.  Gertler,  M.  M.,  et  al.-.  Geriatrics  .?5. 134-148  (May)  1970. 


Indications:  Based  on  a review  of  this  drug  by  the  National  Academy 
of  Sciences-National  Research  Council  and/or  other  information,  the 
FDA  has  classified  the  indications  as  follows; 

Possibly  Effective: 

1.  For  the  relief  of  symptoms  associated  with  cerebral  vascular 
insufficiency. 

2.  In  peripheral  vascular  disease  of  arteriosclerosis  obliterans, 
thromboangiitis  obliterans  (Buerger’s  Disease)  and  Raynaud’s  disease. 

3.  Threatened  abortion. 

Final  classification  of  the  less-than-effective  indications  requires 
further  investigation. 


Composition:  Vasodilan  tablets,  isoxsuprine  HCI,  10  mg.  and  20  mg. 
Dosage  and  Administration:  10  to  20  mg.  three  or  four  times  daily. 
Contraindications  and  Cautions:  There  are  no  known  contraindications  to 
oral  use  when  administered  in  recommended  doses.  Should  not  be  given 
immediately  postpartum  or  in  the  presence  of  arterial  bleeding. 

Adverse  Reactions:  On  rare  occasions,  oral  administration  of  the  drug  has 
been  associated  in  time  with  the  occurrence  of  severe  rash.  When  rash 
appears,  the  drug  should  be  discontinued.  Occasional  overdosage  effects 
such  as  transient  palpitation  or  dizziness  are  usually  controlled 
by  reducing  the  dose. 

Supplied:  Tablets,  10  mg.— bottles  of  100,  1000,  5000  and  Unit  Dose; 

20  mg.-bottles  of  100,  500  and  Unit  Dose. 
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Elsewhere  in  the  State 

riie  Lucas  County  gals  are  always  busy-busy- 
busy.  Each  month  I receive  the  Bulletin  of  the 
Academy  of  Medicine  of  Toledo  and  Lucas 
County  in  which  there  is  a good-sized  section 
reserved  for  Auxiliary  activities  and  events.  And 
each  month  I can  hardly  believe  my  eyes  when 
1 see  the  calendar  of  “dates  to  remember.” 

Here  is  that  of  May,  just  by  way  of  example: 
the  3rd  — Mobile  Meals  Tea  honoring  volunteers; 
the  4th  — • Senior  Citizens  Tea  (the  program  fea- 
tured Dr.  Philip  Horowitz  who  discussed  the  prob- 
lems of  the  heart  patient)  ; the  14th  — Citizens 
Day  Care  Luncheon  for  volunteers;  the  16th  — 
“Let’s  Get  Together  Time,”  the  annual  luncheon 
meeting  at  the  Inverness  Country  Club;  the  23rd 
- - 1973-74  organizational  board  meeting. 

In  April,  the  Health  Careers  Committee  had 
a very  successful  workshop  for  high  school  coun- 
sellors. Over  50  such  counsellors  from  the  area 
attended.  Dr.  Lloward  Madigan  planned  and 
moderated  the  outstanding  program  which  was 
followed  by  a gourmet  luncheon.  Also  in  April 
the  Aesculapian  Ball  V was  held  and  netted 
$1,150.00  for  Mobile  Meals.  And  also  in  April 
was  the  Project  Hope  fund-raising  in  which  the 
auxiliary  lends  active  cooperation.  This  time  it 
was  a Decorator’s  Show  House  that  included  a 
champagne  reception.  It  was  the  auxiliary,  as  part 
of  its  International  Health  program,  which  was 
the  motivating  agent  to  start  support  for  Project 
Hope  in  Toledo. 

Scioto-way 

The  home  of  Dr.  and  Mrs.  Jerome  Rini  was 
the  scene  of  the  annual  May  breakfast  of  the 
Scioto  County  auxiliary.  This  traditional  break- 
fast always  features  the  installation  of  new  officers. 
Mrs.  Samuel  L.  Meltzer,  installing  officer,  used 
as  her  theme  the  golden  anniversary  of  the  Na- 
tional Auxiliary.  There  was  the  pledge  of  loyalty 
and  the  presentation  to  each  new  officer  of  a 
“helping  hand”  figure  on  a bamboo  holder. 

Those  installed  included : Mrs.  Ralph  W. 

Lewis,  president;  Mrs.  Rini,  president-elect;  Mrs. 
George  V.  Johnson,  vice-president;  Mrs.  B.  U. 
Howland,  treasurer;  Mrs.  Manuel  M.  Pezeshki, 
secretary;  Mrs.  John  A.  Walker,  historian;  and 
Mrs.  Daniel  A.  Martelino,  member  of  the  board. 

The  retiring  president,  Mrs.  David  E.  Liv- 
ingston, was  presented  with  a gift.  A memorial  ser- 
vice for  the  late  Mrs.  Richard  L.  Wagner  was 
conducted  by  Mrs.  Charles  W.  W'endelken  who 
also  offered  the  invocation. 


The  “George  Award” 

Mrs.  Jo.seph  Hamilton,  Tu.scarawas  County 
])resident,  was  the  recij)ient  recently  of  the  Tu.s- 
carawas County  Chamber  of  Commerce  “George 
Award”  — the  first  time  it  has  been  presented  to 
a woman.  Nicknamed  the  “Georgette  Award”  in 
Mrs.  Hamilton’s  honor,  it  is  considered  one  of  the 
community’s  outstanding  honors.  It  takes  its  name 
from  the  popular  saying  “let  George  do  it,”  and 
is  awarded  annually. 

Mrs.  Hamilton  was  chosen  for  her  innumer- 
able gifts  of  service  to  her  county,  the  most  recent 
of  which  is  the  organizing  of  the  newly  instituted 
“Mobile  Meals”  program  of  providing  low-cost, 
nutritious  meals  for  elderly  shut-ins.  In  addition 
to  her  auxiliary  presidency,  this  dedicated  doctor’s 
wife  is  jjresident  of  the  Mobile  Meals  program. 
She  is  also  involved  with  the  Red  Cross  and  its 
many  projects,  the  Salvation  Army,  First  United 
Methodist  Church,  the  United  Way  and  the  Tus- 
carawas County  Philharmonic.  Which  makes  all  of 
us,  over  the  state,  very  proud  of  our  distinguished 
colleague.  Congratulations  . . . 


YOUR  OWN 

24-Hour  Answering  Service 


RECORD-A-CALL  will  take  those  calls  for  you 
for  only  $14.83/month. 

Remote  Models  and  Answer-Only  Units 
Also  Available 

FREE  INSTALLATION, 

ONE  YEAR  WARRANTY  ON  ALL  EQUIPMENT 
Write  your  Tele-Communications  Specialists 

TELE-COM  CO. 

1395  E.  DUBLIN-GRANVILLE  ROAD 
COLUMBUS,  OHIO  43229  or 
Phone:  Columbus  614/B46-3B55 
Cleveland  216/243-6410 
fSee  Page  7131 
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Our  skin— the  human  integument 
—covers  us,  defines  us,  protects 
us.  But  skin  is  subject  to  cuts, 
burns,  abrasions.  And  infections. 
Neosporin  Ointment  fights 
infection  by  providing  broad 
antibacterial  action  against  sus- 
ceptible skin  invaders.  It  contains 
antibiotics  that  are  rarely  used 
systemically,  reducing  the  risk 
of  sensitization. 


INDICATIONS:  Therapeut;ca//y,  used  as  an  adjunct  to  appropriate  systemic 
therapy  for  topical  infections,  primary  or  secondary,  due  to  susceptible 
organisms,  as  in:  • infected  burns,  skin  grafts,  surgical  incisions,  otitis  externa 
• primary  pyodermas  (impetigo,  ecthyma,  sycosis  vulgaris,  paronychia) 
• secondarily  infected  dermatoses  (eczema,  herpes,  and  seborrheic  dermatitis) 
• traumatic  lesions,  inflamed  or  suppurating  as  a result  of  bacterial  infection. 


Prophylactically,  the  ointment  may  be  used  to  prevent  bacterial  contamination 
in  burns,  skin  grafts,  incisions,  and  other  clean  lesions.  For  abrasions,  minor  cuts  and 
wounds  accidentally  incurred,  its  use  may  prevent  the  development  of  infection  and 

permit  wound  healing. 


CONTRAINDICATIONS:  Not  for  use  in  the  external  ear  canal  if  the  eardrum  is  perforated. 
This  product  is  contraindicated  in  those  individuals  who  have  shown  hypersensitivity 

to  any  of  the  components. 


PRECAUTION:  As  with  other  antibiotic  preparations,  prolonged  use  may  result  in 
overgrowth  of  nonsusceptible  organisms  and/or  fungi.  Appropriate  measures  should  be  taken 
if  this  occurs.  Articles  in  the  current  medical  literature  indicate  an  increase  in  the  prevalence 
of  persons  allergic  to  neomycin.  The  possibility  of  such  a reaction  should  be  borne  in  mind. 


Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 


(POLYMYXIN  B-mCIN-NEOMYCIN) 


Ointment 

Each  gram  contains;  Aerosporint  brand  Polymyxin  B Sulfate 
5,000  units;  zinc  bacitracin  400  units;  neomycin  sulfate  5 mg. 
(equivalent  to  3.5  mg.  neomycin  base);  special  white  petrolatum 
q.s.  In  tubes  of  1 oz.  and  Vz  oz.  and  V32  oz.  (approx.)  foil  packets. 


/Burroughs  Wellcome  Co. 

Research  Triangle  Park 
North  Carolina  27709 


Cleveland  Phvsieian  Named 
President-Elect  of  Art  Group 

Dr.  \’ictor  C.  Laughlin,  of  Cleveland,  was 
named  president-elect  of  the  American  Physicians 
Art  Association  at  the  New  York  meeting  of  the 
organization  in  connection  with  the  36th  Annual 
■Art  Exhibition  at  the  AMA  Convention. 

A number  of  Ohio  physicians  presented  en- 
tries in  the  Art  Exhibition,  among  them  Dr. 
.Andrew  S.  Burton,  Newark;  Dr.  Leon  Goldman, 
Cincinnati;  Dr.  Donald  W.  Kim,  Cleveland;  Dr. 
A'ictor  C.  Laughlin,  Cleveland;  Dr.  Samuel  \V'. 
Robinson,  Columbus;  Dr.  Henry  D.  Rocco,  New- 
ark; Dr.  Robert  D.  Waltz,  Euclid;  and  Dr.  Walter 
B.  \Vozniak,  North  Ridgeville. 

The  American  Physicians  Art  Association  is 
a nonprofit  organization  the  purposes  of  which 
are  to  further  the  art  interest  of  the  medical  pro- 
fession and  to  stimulate  physician  artists  to  pro- 
duce works  of  art  in  the  fields  of  painting, 
sculpture,  photography,  graphic  arts,  design  and 
creative  crafts.  The  AP.AA  sponsors  exhibitions  at 
AMA  conventions. 

Physicians  interested  in  more  information  are 
invited  to  contact  Dr.  Laughlin  at  3270  Green 
Road,  Cleveland  44122. 

Medical  Information  Service 
on  Cancer  Is  Announced 

Through  the  American  Cancer  Society,  Ohio 
Division,  Inc.  a medical  information  ser\ice  on 
cancer  is  now  available  to  the  ph^'sicians,  dentists 
and  nurses  in  Ohio. 

The  American  Cancer  Society  is  providing 
six  to  seven  minute  prerecorded  medical  lecture- 
consultations  via  toll-free  long  distance  telephone. 
The  messages  on  this  system  are  from  M.D.  Ander- 
son Hospital  and  Tumor  Institute,  University  of 
Texas  at  Houston.  The  presentations  have  been 
recorded  by  that  University’s  Cancer  Hospitals 
physicians  as  well  as  other  eminent  scientists. 

The  Professional  Education  Committee,  Amer- 
ican Cancer  Society,  is  pleased  to  provide  this  new 
service  as  part  of  its  program  of  continuing  edu- 
cation for  the  medical  and  allied  health  profes- 
sions. 

A catalogue  listing  the  subjects  and  procedure 
is  available  to  any  physician,  dentist,  nurse,  medi- 
cal, dental  or  nursing  student  upon  request. 

Contact:  Amercian  Cancer  Society,  Ohio 

Division,  Inc.,  1367  East  Sixth  Street,  Cleveland 
44114. 


>VHAT  TO  WRITE  FOR 

Second  National  Symposium  on  Child  Abuse 
-.A  collection  of  pajjers  presented  at  the  national 
meeting  last  year;  60  pages;  $1.00.  This  is  one  of 
a number  of  booklets  and  pamphlets  available 
from  the  American  Humane  Association,  Chil- 
dren’s Division,  P.  O.  Box  1266,  Denver,  Colorado 
80201. 

The  Dying  Person  and  the  Family — This  is 
No.  485  in  the  Public  Affairs  Pamphlet  series  deal- 
ing in  lay  tenns  with  health  and  science,  family 
relations,  social  and  economic  problems,  race  rela- 
tions, etc.  This  one  is  written  by  Nancy  Doyle  and 
addresses  itself  to  developing  ways  of  coordinating 
care  for  dying  patients  and  counseling  for  their 
families.  With  this,  as  with  all  similar  pamphlets, 
the  physician  may  wish  to  review  a copy  before 
he  makes  it  available  to  his  patients.  Available  for 
35  cents  from  Public  Affairs  Committee,  381  Park 
Avenue  South,  New  York,  N.Y.  10016. 

Orthopedic  Surgery,  Zone  of  the  Interior — 
This  is  one  volume  in  a series  on  Surgery  in  World 
War  II,  being  part  of  a larger  series  prepared  by 
the  Historical  Unit,  U.  S.  Army  Aledical  Depart- 
ment. More  than  a thousand  pages  of  illustrated 
te.xt  is  well  indexed.  Discussion  pinpoints  many 
causes  of  injuries  in  training,  parachute  jumping, 
etc.,  as  well  as  orthopedic  management.  The  book 
is  for  sale  by  the  Superintendent  of  Documents, 
U.  S.  Government  Printing  Office,  W^ashington, 
D.  C.  20402;  price  $12.25  (Buckham). 


The  University  of  Kentucky  at  Lexington  is 
offering  several  postgraduate  courses  this  fall, 
among  them  the  following:  “Nephrology  for  the 
Practicing  Physician,”  September  21-22;  “Chang- 
ing Concepts  and  Alethods  in  the  Practice  of 
Cardiolog)-,”  October  1-3;  and  “The  Fourth  Fam- 
ily Medicine  Review,”  October  7-13.  For  details 
contact  Ronald  D.  Hamilton,  M.D.,  Director, 
Continuing  Medical  Education,  College  of  Medi- 
cine, University  of  Kentucky,  Lexington,  Ky. 
40506. 


Ms.  Hazel  J.  Lewis,  formerly  assistant  execu- 
tive director,  has  been  appointed  executive  director 
of  the  Woman’s  Auxiliary  to  the  American  Medi- 
cal Association.  Executive  offices  are  in  the  head- 
quarters building  of  the  AMA,  535  N.  Dearborn 
Street,  Chicago,  Illinois  60610. 
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JOURNAL  ADVERTISERS 

Advertisers  in  The  Journal  are  friends  of  the  profession. 
By  accepting  their  advertising  we  show  confidence  in  them 
and  in  their  ser\’ices  and  products.  They  underwrite  a large 
portion  of  the  printing  cost  of  The  Journal,  and  lielp  make 
it  a quality  publication.  In  return  we  place  their  messages 
on  the  desks  of  Ohio's  physicians.  Please  familiarize  yourself 
with  their  services  and  products  and  let  them  know  that 
you  see  their  advertising  in  The  Journal. 
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Classified  Advertisements 

Rates:  50  cents  per  line.  Minimum  charge  $1.00  for  each  insertion.  Display  classified.  $1.00  per 
line.  (9  lines  to  the  inch)  Prices  cover  the  cost  of  remailing  answers.  Forms  close  the  8th  of  the 
month  preceding  publication.  To  assure  prompt  delivery,  when  replying  to  an  advertisement  ov'ei 
a Journal  box  number,  address  letters  as  follows: 

Box  (insert  number),,  c/o  The  Ohio  State  Medical  Journal 
17  South  High  Street,  Suite  500.  Columbus,  Ohio  43215 


Physicians  seeking  locations  in  Ohio  are  in- 
\itcd  to  contact  the  Physicians'  Placement  Service 
in  the  c.xccutive  offices  of  the  Ohio  State  Medical 
■Association.  17  South  High  Street,  Suite  500. 
Columbus.  Ohio  43215.  Through  this  medium 
efforts  arc  made  to  establish  communications  be- 
tween jrhysicians  seeking  locations  and  com- 
munities where  physicians  are  needed,  or  other 
plnsicians  who  arc  in  need  of  associates. 


OIHO  F.AIRI  I ELI).  Space  availaljle  in  niodcrn 
.Medical  Building.  15  miles  from  Cincinnati.  General 
Practitioner  and  Sjiccialist  needed.  Reply  to  Box  616. 
c/o  The  Ohio  Stale  Medical  Journal. 


PIIYSICI.A.N'S  OIT'ICE  FOR  RENT  in  Marie- 
mont.  a Village  adjacent  to  Cincinnati,  near  a good 
liospital.  Contact  I..  Ilcrmanies,  3900  Oak  St..  Marie- 
inont.  Ohio.  Phone  271-0L’91. 


IMMEDIATE  OPENING  for  Ob-Gyn,  Internal 
Medicine  and  Orthopedic  specialties  to  establish  success- 
ful practice  with  14-man  multi-specialty  group.  Excellent 
group  benefits;  pension  plan;  modern  clinic  facilities; 
progressive  community  with  excellent  educational  system 
including  two  colleges;  city  population  35,000;  good 
recreational  facilities;  each  specialty  must  be  board  eli- 
gible or  certified.  Contact:  Business  Manager,  The  Mani- 
towoc Clinic,  601  Reed  Avenue,  Manitowoc,  Wisconsin 
54220. 


VACATION  CONDOMINIUM  — New  Smyrna 
Beach,  Fla.  — just  south  of  Daytona  and  away  from  the 
crowds,  but  enjoying  the  same  beautiful  beach.  Two 
bedrooms,  2 baths,  wall-to-wall  carpeting,  completely  and 
tastefully  furnished  including  linens,  color  TV  and  dish- 
washer. HEATED  POOL,  and  sauna.  $400  per  month. 
For  reservations  or  further  information,  contact  Wm.  W. 
Conner.  M.D..  517  Lakeshore  Dr.,  Eustis,  Florida 
32726.  Phone  904-357-5715. 


WAN'FED  — General  Practitioners.  Are  you  tired 
of  the  rat  race?  I’here  is  a great  need  for  your  skills 
in  the  modern  day  Mental  Health  field.  Please  consider 
working  at  a swinging  Mental  Health  Center  in  South- 
eastern Ohio  in  an  active  college  town.  For  a licensed 
G.P.,  the  minimum  starting  salary  would  be  $20,592  plus 
additional  pay  for  any  overtime  above  the  usual  40  hour 
work  week.  Fringe  benefits  include  2 weeks  vacation  after 
1 year  duty,  accumulation  of  sick-leave  time,  a 50-50  pay 
basis  for  Comprehensive  Medical  Insurance  coverage  and 
paid  Life  Insurance  on  a graduated  scale  after  1 year 
service.  Many  opportunities  for  continuing  education  and 
for  advancement.  Generous  meeting  and  travel  time.  NO 
OVERHEAD.  If  at  this  point  you  need  further  informa- 
tion, write:  Superintendent,  Athens  Mental  Health  Cen- 
ter, Athens,  Ohio  45701. 


FOR  SALE:  Physicians  Examining  Table;  Burdick 
EKG  Machine,  (late  model)  and  a new  Sterilizer.  Con- 
tact W.  H.  Miller,  M.D.,  328  E.  State  St.,  Columbus 
43215.  Telephone  614/221-3743. 


GENERAL  PRAGTFFIONER  urgently  needed: 
New  hospital  and  a city  owned  clinic  closed!  (Doctor 
retired  because  of  illness).  Unmatched  hunting  and  fish- 
ing, within  one  hour  of  Aberdeen.  Excellent  income 
potential  for  one  or  two  G.P.’s  interested  in  a quiet, 
clean,  friendly  community.  Immediate  practice.  Contact: 
Administrator,  Bowdle  Hospital,  Bowdle,  South  Dakota 
57428.  Telephone  605/285-3501. 


ASSOCIATES  WANTED:  Cincinnati  based  pro- 
fessional corporation  seeks  full  or  part-time  associates. 
Openings  available  in  Emergency  rooms,  community 
clinics,  or  Industrial  Medical  Centers.  Medical  Health 
Services,  Inc.,  5902  Robison  Rd.,  Cincinnati  Ohio 
45213.  Phone:  513/631-0200. 


INTERNISTS,  FAMILY  PHYSICIANS:  Position 
available  on  Health  Care  Teams  of  physicians  and  den- 
tists providing  family  care  to  inner-city  residents  of 
Cleveland.  Neighborhood  Health  Center  well  orga- 
nized to  allow  physicians  to  provide  the  best  care  they 
are  capable  of.  Salaries  competitive,  liberal  fringe  bene- 
fits. Address  inquiries  to  David  G.  Miller,  M.D.,  Medi- 
cal Director,  Hough-Norwood  Family  Health  Care  Cen- 
ter, 1465  E.  55th  St.,  Cleveland,  Ohio  44103. 


— More  Classified  Ads  on  Next  Page  — 
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WANTED — Psychiatrists  to  join  a staff  of  a pro- 
gressive and  active  Mental  Health  Center  with  heavy 
emphasis  on  Community  Services  but  with  a crying  need 
to  improve  the  services  for  those  patients  who  must  re- 
main behind.  Starting  salary  range  for  a board  eligible 
psychiatrist  would  go  from  $23,338-$26,312  depending 
upon  background.  Fringe  benefits  include  2 weeks  vaca- 
tion after  1 year  duty,  accumulation  of  sick-leave  time,  a 
50-50  pay  basis  for  Comprehensive  Medical  Insurance 
coverage  and  paid  Life  Insurance  on  a graduated  scale 
after  1 year  service.  Many  opportunities  for  continuing 
education  and  for  advancement.  Generous  meeting  and 
travel  time.  NO  OVERHEAD.  If  at  this  point  you  need 
further  information,  write : Superintendent,  Athens  Men- 
tal Health  Center,  Athens,  Ohio  45701. 


EMERGENCY  ROOM  PHYSICIAN  — Accredited 
280  bed  progressive  general  hospital  in  beautiful  Hunting- 
ton,  West  Virginia;  excellent  income  and  working  condi- 
tions; send  resume  to  Assistant  Administrator,  Cabell 
Huntington  Hospital,  1340  Sixteenth  St.,  Huntington, 
West  Virginia  25701. 


VACATION  CONDOMINIUM  — Pebble  Beach, 
California.  Ocean  Pines,  on  the  17  Mile  Drive  is  perched 
like  an  eagle’s  nest  among  the  towering  pines  above 
Cypress  Point.  Deluxe  new,  completely  furnished  2 bed- 
room, 2 bath,  rental  unit  located  in  a romantic  setting 
of  unspoiled  beauty  with  spectacular  views  of  the  Pa- 
cific. A world  of  protected  privacy,  yet  in  the  center  of 
golf,  tennis,  fishing  areas.  Big  Sur,  Carmel-by-the  Sea 
and  Monterey  minutes  away.  By  day,  week  or  month. 
Lower  rates  for  2 persons.  For  reservations  or  further 
information  contact  June  Green,  Manager  (2B),  Ocean 
Pines,  19  Ocean  Pines  Lane,  Pebble  Beach,  California 
93953. 


FOR  RENT  OR  LEASE  • — • General  Practitioners 
Office  for  10  years.  Suite  of  4 rooms — central  aircondi- 
tioned — carpeted — paneled.  Parking  in  rear.  Phone:  614/ 
224-6972  or  614/231-1987. 


OFFICE  SPACE  FOR  RENT:  1150  sq.  ft.  in  Cen- 
terville, Ohio.  If  interested,  contact  513/885-7671. 


OHIO  MED.  Lie.  Prerequisite  to  qualify  for  full 
or  part-time  STAFF  PSYCHIATRIST  interested  in 
community  psychiatry.  Flexible  40  hr.  wk.,  including 
lunch  hours,  does  not  require  night  call.  1 mo.  pd. 
vacation,  paid  sick  leave  cumulative  to  120  days  total. 
Opportunities  to  attend  selected  lectures  and  seminars 
on  clinic  time  & expense.  Limited  private  practice. 
Salary  to  $33,000,  depending  upon  qualifications.  Con- 
tact: Dr.  Thomas  Di  Mauro,  Dir.,  Stark  County  Com- 
munity Mental  Health  Center,  618  Second  St.,  N.W., 
Canton,  Ohio  44703  or  call  collect  216/455-9407. 


ANESTHESIOLOGIST : Board  certified  or  eli- 
gible is  desired  to  join  a group  of  4 Anesthesiologists 
and  associated  Nurse  Anesthetist.  Practicing  in  a city, 
population  70,000,  midway  between  Cincinnati  and 
Dayton,  Ohio.  Reply  Box  682,  c/o  Ohio  State  Medical 
Journal. 


EMERGENCY  ROOM  PHYSICIAN  NEEDED 
IMMEDIATELY — Established  group  of  two  full  time 
and  six  part  time  physicians  need  third  full  time  man  for 
active  emergency  service.  Incorporated.  Salary  $36,000 
to  $45,000  for  40-50  hours  per  week,  plus  bonus  quarter- 
ly. Excellent  300  bed  general  hospital  in  commu- 
nity of  45,000  only  40  miles  from  Columbus.  Many 
fine  specialists  available  for  help  and  referral.  Please 
contact:  L.  H.  Miller,  M.D.  614-344-0331,  Newark,  O. 


MEDICAL  CLINIC  CLOSING,  501  Market  St., 
Baltimore,  Ohio;  office  equip,  appraised  by  the  Wendt- 
Bristol  Go.,  and  E.G.  Baldwin  & Associates,  Inc.;  includes 
EKG,BMR,  diagnostic  x-ray  equip.,  sterilizer,  office  fur- 
niture, and  many  misc.  medical  instruments.  Call  614/ 
653-8297  for  information  or  appointment. 


ASSOCIATE 
MEDICAL  DIRECTOR 

One  of  Chicagoland’s  largest  manufacturing  plants 
is  seeking  an  Associate  Medical  Director. 

The  applicant  must  either  be  licensed  to  practice 
medicine  in  Indiana  or  eligible  for  such  license.  This 
plant’s  Medical  Department  normally  has  four  physi- 
cians participating  in  a comprehensive  program  of 
occupational  medicine  in  a well  equipped  and  modern 
medical  facility. 

This  department  includes  a fully  staffed  complex 
with  an  X-ray  unit,  laboratory,  clinic  and  hospital 
facilities.  It  also  includes  an  Occupational  Hygiene 
Division  having  a comprehensive  program  for  con- 
trol of  environmental  exposure,  as  well  as  a full  range 
of  medical  activities  including  traumatic,  preplace- 
ment and  consultative  services. 

An  outstanding  no-cost  liberal  benefits  package  is 
included. 

Normal  working  hours  are  8 a.m.  to  5 p.m.  A 
wide  variety  of  desirable  locations  in  which  to  live  are 
available. 

Qualified  applicants  will  be  invited  to  this  plant 
to  inspect  the  facilities  and  confer  with  the  Medical 
Director.  Reply  in  confidence  to  Box  686,  c/o  Ohio 
State  Medical  Journal. 

Equal  O pportunity  Employer 
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CLASSIFIED  ADVERTISEMENTS 
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OCCUPATIONAL  MEDICINE,  northcentral  Ohio, 
40  hour  week,  $35,000  first  year  with  immediate  corpo- 
ration benefits,  then  full  partnership.  Fine  community 
facilities.  Ohio  license  required.  Send  C.\’.  to  Box  685, 
c/o  Ohio  State  Medical  Journal. 


\TRGIN  ISLAND  RENTAL  (WATER  ISLAND) 
Spectacular  location,  well  furnished,  available  year 
round,  minimum  two  weeks  for  responsible  couple,  in- 
cludes ’72  VW,  details;  Robert  L.  Turton,  111  W.  Third 
Avenue,  Columbus,  Ohio  43201. 


Sn  UATION  WAN  l ED  -Ob-Gyn,  34  yrs.  old, 
married  with  3 children,  F.M.C.,  seeks  association  lead- 
ing to  partnership.  Board  Eligible,  completing  residency 
in  University  Hospital  in  July,  ’74.  Contact:  Mer\yn  J. 
Samuel,  M.D.,  3045  St.  John  Ct.,  Columbus,  O.  43202. 


OFFICE  SPACE  FOR  REN'P:  Formerly  occupied 
by  physician.  Living  space  available  in  building.  Located 
between  St.  Anthony  and  Mt.  Carmel  East  Hospitals. 
3855  E.  Broad  St.,  Columbus,  O.  43213.  Phone:  614/ 
231-8200. 
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Andipkf-25 

Android-10  Tablets  Android-5  Buccai 

Methyltestosterone  N.F.  — 2S7‘M3>.5JI19- 


Tablets 


\\^k  treatment  of  impotence  due  to  androgenic  deficiency  iri!n&  ma 


DESCRIPTION:  Methylt^fosterone^s  17/3-Hydroxy-17- 
M«tnylandfost-4^0-3-one.  ACTtONf:  Methyltestosterone 
Is  an  oil  solut>fe  androgenic  hprmofte.  INDICATIONS:  In 
the  male:  1.  Eunuchoidism  and  eunichism.  2.  Male  cll> 
macteric  symptoms  when  these  are  secondary  to  andro< 
gen  deficiency.  3.  Impotence  due  to  androgenic  deficient 
cy.  4.  PostpuOeral  cryptorchidism  with  evidence  of  hypo- 
gonadism. Cholestatic  hepatitis  with  jaundice  and  altered 
such  as  increased  BSP  retention  and 
rises  in  SCOT  levels,  have  been  reported  after  Methyltes- 
tosterone.  These  changes  appear  to  be  related  to  dosage 
of  the  drug  Therefore,  in  the  presence  of  any  changes  in 
liver  function  tests,  drug  should  be  discontinued.  PRE* 
CAUTIONS:  Prolonged  dosage  of  androgen  may  result  in 
sodium  and  fluid  retention.  This  may  present  a problem, 
especially  in  patients  with  compromised  cardiac  reserve 
or  renal  disease.  In  treating  males  for  symptoms  of  cli- 


macteric, avoid  stimulation  to  the  point  of  increasing  the 
nervous,  mental,  and  physical  activities  beyond  the  pa- 
tient's cardiovascular  capacity.  CONTRAINDICATIONS: 
Contraindicated  in  persons  with  known  or  suspected  car- 
cinoma of  the  prostate  and  in  carcinoma  of  the  male 
breast.  Contraindicated  in  the  presence  of  severe  liver 
damage.  WARNINGS:  If  priapism  or  other  signs  of  exces- 
sive sexual  stimulation  develop,  discontinue  therapy.  In 
the  male,  prolonged  administration  or  excessive  dosage 
may  cause  Inhibition  of  testicular  function,  with  resultant 
oligospermia  and  decrease  in  ejaculatory  volume.  Use 
cauflouely  In  young  boys  to  avoid  premature  epiphyseal 
closure  or  precocious  sexual  development.  Hypersensi- 
tivity and  gynecomastia  may  occur  rarely.  PBI  may  be 
decreased  in  patients  taking  androgens.  Hypercalcemia 
may  occur,  particularly  during  therapy  for  metastatic 
breast  carcinoma.  If  this  occurs,  the  drug  should  be  dis- 


continued. ADVERSE  REACTIONS:  CholeSftatlc  jaundice  • 
Oligospermia  and  decreased  ejaculatory  volume  • Hyper- 
calcemia particularly  In  patients  with  metastatic  breast 
carcinoma.  This  usually  Indicates  progression  of  bone 
mefastases  • Sodium  and  water  retention  • Priapism  • 
Virilization  in  female  patients  • Hypersensitivity  and  gyne- 
comastia. DOSAGE  AND  ADMINIStHATION:  Dosage  must 
be  strictly  individualized,  as  patients  vary  widely  In  re- 
quirements. Daily  requirements  ere  best  administered  in 
divided  doses.  The  following  is  suggested  as  an  average 
daily  dosage  guide.  In  the  male:  Eunuchoidism  and 
eunuchism.  10  to  40  mg.;  Male  climacteric  symptoms  and 
impotence  due  to  androgen  deficiency.  10  to  40  mg.; 
Postpuberal  cryptorchism,  30  mg.  HOW  SUPPLIED:  5, 
10.  25  mg.  in  bottles  of  60,  250. 
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Our  Expert  Area 
Managers  Are  Here 
To  Help  You... 


and  your  assistant 

By  helping  your  assistant  to  file 
Blue  Shield  claims  properly... 
our  experts  will  save  your 
office  valuable  time. 

Ohio  Medical  Indemnity’s 
area  managers  are  your  question 
and  answer  men . . . Experts  in 
answering  your  questions  about 
Blue  Shield.  Use  them.  Contact... 


OHIO  MEDICAL 
INDEMNITY,  INC'^JP/^. 

6740  NORTH  HIGH  STREET.  WORTHINGTON.  OHIO  43086  Q 614/846-4600 


How  strong 
must  a tranquilizer  be 
for  severe  anxiety? 


As  strong  as  Librium  25  mg 

(chlordiazepoxide  HCI) 


The  achievement  of  desired  tlierapeutic 
results  is  often  a function  of  the  dosage 
strength  as  well  as  the  drug’s  intrinsic  action.  Thus,  when 
anxiety  is  severe,  the  25-mg  strength  of  Librium  fre- 
quently provides  the  necessary  antianxiety  action  with  a 
minimum  of  unwanted  adverse  reactions.  Librium  25  mg 
is  a convenient  dosage  form  for  the  relief  of  severe, 
incapacitating  anxiety,  specifically  formulated  to  supple- 
ment your  counsel  and  reassurance. 

Benefits -to-risks  ratio 
permits  higher  dosage 

For  over  1 3 years, 

Librium  has  been  recog- 
nized for  its  excellent 
benefits-to-risks  ratio,  an 
asset  in  the  highei'  dosage  ranges  its  in  more  common  clini- 
cal applications.  Thus,  the  frequency  of  dosage  with 
Librium  25  mg  can  be  flexibly  adjusted  to  the  needs  and 
response  of  the  individual  patient,  up  to  100  mg  daily  if 
required.  Total  daily  dosage  for  the  elderly  and 
debilitated  should  not  exceed  20  mg.  When  severe 
anxiety  has  been  reduced,  Librium  dosage  should  be 
correspondingly  reduced  or  discontinued  entirely. 

basic  support 
in  severe  anxiety 

Libriumf  25  mg 

(chlordiazepoxide  HCI) 

1 capsule  t.i.d./q.i.d. 


ROCHE 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc 

Nutley.  N J 07110 


Before  prescribing,  please  consult  com- 
plete product  information,  a summary  of 
which  follows:  * 

Indications:  Relief  of  anxiety  and  tension' 
occurring  alone  or  accompanying  various  disc-asei 
states. 

Contraindications;  Patients  with  known 
hypersensitivity  to  the  drug. 

Warnings:  Caution  patients  about  possible 
combined  effects  with  alcohol  and  other  CNS 
depressants.  As  with  all  CNS-acting  drugs,  caution 
patients  against  hazardous  occupations  requiring 
complete  mental  alertness  {e.g.,  operating  machin- 
ery, driving).  Though  physical  and  psychological  f 
dependence  have  rarely  been  reported  on  recom-  1 
mended  doses,  use  caution  in  administering  to  ■ 
addiction-prone  individuals  or  those  who  might  j 
increase  dosage;  withdrawal  symptoms  (including, 
convulsions),  following  discontinuation  of  the  i 
drug  and  similar  to  those  seen  with  barbiturates, 
have  been  reported.  Use  of  any  drug  in  pregnancy 
lactation,  or  in  women  of  childbearing  age  require; 
that  its  potential  benefits  be  weighed  against  its 
possible  hazards. 

Precautions:  In  the  elderly  and  debilitated, 
and  in  children  over  six,  limit  to  smallest  effec- 
tive dosage  (initially  10  mg  or  less  per  day)  to 
preclude  ataxia  or  oversedation,  increasing  gradu- 
ally as  needed  and  tolerated.  Not  recommended 
in  children  under  six.  Though  generally  not  rec- 
ommended, if  combination  therapy  with  other 
psychotropics  seems  indicated,  carefully  consider 
individual  pharmacologic  effects,  particularly  in 
use  of  potentiating  drugs  such  as  MAO  inhibitors 
and  phenothiazines.  Observe  usual  precautions  in: 
presence  of  impaired  renal  or  hepatic  function.  \ 
Paradoxical  reactions  ( e.g.,  excitement,  st  imulatiot 
and  acute  rage)  have  been  reported  in  psychiatric  ; 
patients  and  hyperactive  aggressive  children. 
Employ  usual  precautions  in  treatment  of  anxiety 
states  with  evidence  of  impending  depression; 
suicidal  tendencies  may  be  present  and  protective  ' 
measures  necessary.  Variable  effects  on  blood 
coagulation  have  been  reported  very  rarely  in 
patients  receiving  the  drug  and  oral  anticoagu- 
lants; causal  relationship  has  not  been  established , 
clinically. 

Adverse  Reactions:  Drowsiness,  ataxia  and 
confusion  may  occur,  especially  in  the  elderly  and : 
debilitated.  These  are  reversible  in  most  instances; 
by  proper  dosage  adjustment,  but  are  also  occa- 
sionally observed  at  the  lower  dosage  ranges.  In  a 
few  instances  syncope  has  been  reported.  Also  en- 
countered are  isolated  instances  of  skin  eruptions, 
edema,  minor  menstrual  irregularities,  nausea  ant 
constipation,  extrapyramidal  symptoms,  increased^ 
and  decreased  libido-all  infrequent  and  generally 
controlled  with  dosage  reduction;  changes  in  EECi 
patterns  (low- voltage  fast  activity)  may  appear  ’ 
during  and  after  treatment;  blood  dyscrasias  (in- 
cluding agranulocytosis),  jaundice  and  hepatic  ■ 
dysfunction  have  been  reported  occasionally,  mak’ 
ing  periodic  blood  counts  and  liver  function  tests 
advisable  during  protracted  therapy. 

Supplied:  Librium®  Capsules  containing  ' 
5 mg,  10  mg  or  25  mg  chlordiazepoxide  HCI. 
Libritabs®  Tablets  containing  5 mg,  10  mg  or  I 
25  mg  chlordiazepoxide.  , 
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Everylxxly  experiences  psychic  tension. 


Most  people  can  handle  this  tension. 


Some  people  develop  excessive  psychic  tension  and  need  your  counseling, 


and  a few  may  need  counseling 
and  the  psychotropic  action  of  Valium®  (diazepam). 

1 


Before  deciding  to  make  \^alium 
(diazepam)  part  of  your  treatment 
plan,  check  on  whether  or  not  the 
patient  is  presently  taking  drugs 
and,  if  so,  w hat  his  response  has 
been.  Along  w ith  the  medical  and 
social  history,  this  information  can 
help  you  determine  initial  dosage, 
the  possibility  of  side  effects  and 
the  ultimate  prospects  of  success 
or  failure. 

While  Valium  can  be  a most 
helpful  adjunct  to 

it  should  be  prescribed, k!iWlyvasclongQ|Q|(sjp  " 
as  excessive  psychic  tension  pePTOM 
sists  and  should  be  discontftiu<^di 
w hen  you  decide  it  has  accom- 
plished its  therapeutic  task.  In 
general,  w hen  dosage  guidelines 
are  follow  ed.  Valium  is  w ell 
tolerated  (see  Dosage).  For  con- 
venience it  is  available  in  2-mg,  5-mg 
and  lo-mg  tablets. 

Drow  siness,  fatigue  and  ataxia 
have  been  the  most  commonly  re- 
ported side  effects. 

Until  response  is  determined, 
patients  receiving  Valium  should 
be  cautioned  against  engaging  in 
hazardous  occupations  requiring 
complete  mental  alertness,  such 
as  driving  or  operating  machinery. 


ROCHE 


Roche  Laboratories 
> Division  of  Hoffmann-La  Roche  Inc. 
Nutley.  N J.  07110 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Tension  and  anxiety  states;  somatic  com- 
plaints w liich  are  concomitants  of  emotional  factors;  psycho- 
neurotic states  manifested  by  tension,  anxiety,  apprehension, 
fatigue,  depressive  symptoms  or  agitation;  symptomatic  relief 
of  acute  agitation,  tremor,  delirium  tremens  and  hallucinosis 
due  to  acute  alcohol  withdrawal;  adjunctively  in  skeletal 
muscle  spasm  due  to  reflex  spasm  to  local  ptathology,  spasticity 
caused  by  upper  motor  neuron  disorders,  athetosis,  stiff-man 
syndrome,  convulsive  disorders  (not  for  sole  therapy). 

Contraindicated:  Known  hypersensitivity  to  the  drug. 
Children  under  6 months  of  age.  Acute  narrow  angle  glau- 
coma; may  be  used  in  patients  with  open  angle  glaucoma  who 
are  receiving  appropriate  therapy. 

Warnings:  Not  of  value  in  psychotic  patients.  Caution 
against  hazardous  occupations  re(]uiring  complete  mental 
alertness.  VV'hen  used  adjunctively  in  convulsive  disorders, 
possibility  of  increase  in  fretjuency  and/or  severity  of  grand 
mal  seizures  may  reejuire  increased  dosage  of  standard  anti- 
convulsant medication;  abrupt  withdrawal  may  be  associated 
w ith  temporary  increase  in  frequency  and/or  severity  of 
seizures.  Advise  against  simultaneous  ingestion  of  alcohol  and 
fcfjiler  CNS  depressants.  Withdrawal  symptoms  (similar  to 
those  with  barbiturates  and  alcohol)  have  occurred  following 
abrupt  discontinuance  (convulsions,  tremor,  abdominal  and 
muscle  cramps,  vomiting  and  sweating).  Keep  addiction-prone 
individuals  under  careful  surveillance  because  of  their  pre- 
disposition to  habituation  and  dependence.  In  pregnancy, 
lactation  or  women  of  childbearing  age,  weigh  potential 
benefit  against  possible  hazard. 

Precautions:  If  combined  with  other  psychotropics  or 
anticonvulsants,  consider  carefully  pharmacology  of  agents 
employed;  drugs  such  as  phenothiazines,  narcotics,  barbi- 
turates, ,\1A()  inhibitors  and  other  antidepressants  may  poten- 
tiate its  action.  Usual  precautions  indicated  in  patients 
severely  depressed,  or  with  latent  depression,  or  with  suicidal 
tendencies.  Observe  usual  precautions  in  impaired  renal  or 
hepatic  function.  Limit  dosage  to  smallest  effective  amount  in 
elderly  and  debilitated  to  preclude  ataxia  or  oversedation. 

Side  Effects:  Drowsiness,  confusion,  diplopia,  hypoten- 
sion, changes  in  libido,  nausea,  fatigue,  depression,  dysarthria, 
jaundice,  skin  rash,  ataxia,  constipation,  headache,  incon- 
tinence, changes  in  salivation,  slurred  speech,  tremor,  vertigo, 
urinary  retention,  blurred  vision.  Paradoxical  reactions  suen 
as  acute  hvperexcited  states,  anxiety,  hallucinations,  increased 
muscle  spasticity,  insomnia,  rage,  sleep  disturbances,  stimula- 
tion have  been  reported;  should  these  occur,  discontinue  drug. 
Isolated  reports  of  neutropenia,  jaundice;  periodic  blood 
counts  and  liver  function  tests  advisable  during  long-term 
therapy. 

Dosage:  Individualize  for  maximum  beneficial  effect. 
Adults:  I'ension,  anxiet\'  and  psychoneurotic  states,  2 to  10  mg 
b.i.d.  to  (].i.d.;  alcoholism,  10  mg  t.i.d.  or  q.i.d.  in  first  24  hours, 
then  5 mg  t.i.d.  or  q.i.d.  as  needed;  adjunctively  in  skeletal 
muscle  spasm,  2 to  10  mg  t.i.d.  or  q.i.d.;  adjunctively  in 
convulsive  disorders,  2 to  10  mg  b.i.d.  to  q.i.d.  Geriatric  or 
debilitated  patients:  2 to  2V2  mg,  i or  2 times  daily  initially, 
increasing  as  needed  and  tolerated.  (See  Precautions.)  Children: 

I to  2 Vi  mg  t.i.d.  or  q.i.d.  initially,  increasing  as  needed  and 
tolerated  (not  for  use  under  6 months). 

Supplied:  V'alium®  (diazepam)  Tablets,  2 mg,  5 mg  and 
10  mg;  bottles  of  100  and  500.  All  strengths  also  availame  in 
Tel-E-Dose®  packages  of  1000. 


Wiunt 

(diazepam) 

To  help  you  manage  excessive  psychic  tension 
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Must  vasodilators 
and  therapy  for 
other  diseases 
come  into 
conflict? 


► 

i 


not  if  the  vasodilator  is 

VASODILAN’ 

(ISOXSUPRINE  HCI) 

the  compatible  vasodilator... 
no  treatment  conflicts  reported 

The  cerebral  or  peripheral  vascular  disease  patient  often  has 
coexisting  disease*  which  calls  for  another  drug  along  with  his 
vasodilator.  It  may  be  a hypoglycemic,  miotic,  antihypertensive, 
diuretic,  anticoagulant,  corticosteroid,  or  coronary  vasodilator. 
Vasodilan  is  not  incompatible  with  any  of  these  drugs— no  treatment 
conflict  has  been  reported.  And,  unlike  other  vasodilators,  Vasodilan 
has  not  been  reported  to  affect  carbohydrate  metabolism,  liver 
function,  or  intraocular  pressure— or  to  complicate  treatment  of 
diabetes,  hypertension,  peptic  ulcer,  glaucoma,  or  liver  disease. 

In  fact,  there  are  no  known  contraindications  to  the  use  of  Vasodilan 
in  recommended  oral  doses,  other  than  that  it  should  not  be  given 
in  the  presence  of  frank  arterial  bleeding  or  immediately  postpartum. 

1.  Gerfler,  M.  M.,  et  al.:  Geriatrics  .?5.134-148  (May)  1970. 


Indications:  Based  on  a review  of  this  drug  by  the  National  Academy 
of  Sciences-National  Research  Council  and/or  other  information,  the 
FDA  has  classified  the  indications  as  follows; 

Possibly  Effective: 

1.  For  the  relief  of  symptoms  associated  with  cerebral  vascular 
insufficiency. 

2.  In  peripheral  vascular  disease  of  arteriosclerosis  obliterans, 
thromboangiitis  obliterans  (Buerger’s  Disease)  and  Raynaud’s  disease. 

3.  Threatened  abortion. 

Final  classification  of  the  less-than-effective  indications  requires 
further  investigation. 


Composition:  Vasodilan  tablets,  isoxsuprine  HCI,  10  mg.  and  20  mg. 
Dosage  and  Administration:  10  to  20  mg.  three  or  four  times  daily. 
Contraindications  and  Cautions:  There  are  no  known  contraindications  to 
oral  use  when  administered  in  recommended  doses.  Should  not  be  given 
immediately  postpartum  or  in  the  presence  of  arterial  bleeding. 

Adverse  Reactions:  On  rare  occasions,  oral  administration  of  the  drug  has 
been  associated  in  time  with  the  occurrence  of  severe  rash.  When  rash 
appears,  the  drug  should  be  discontinued.  Occasional  overdosage  effects 
such  as  transient  palpitation  or  dizziness  are  usually  controlled 
by  reducing  the  dose. 

Supplied:  Tablets,  10  mg.— bottles  of  100,  1000,  5000  and  Unit  Dose; 

20  mg.-bottles  of  100,  500  and  Unit  Dose. 
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Health  Care  in  Ohio 


Two  Physicians  Testify  Before  Gov'eriior's  Task  Force 
Stressing'  Shared  Responsibilities  of 
Gov’ernment,  Health  Professionals,  and  Citizens 


'^HE  FC:)LLO\VING  STATEMENTS  were  pre- 

sented  August  30  before  the  Go\ernor’s  Task 
Force  on  Health  Glare  by  William  R.  Schultz, 
M.D.,  Wooster,  Immediate  Past  I’resident  of 
OSAIA  and  a member  of  the  Task  Force,  and  by 
Maurice  F.  Lieber,  M.D.,  Clanton,  Sixth  District 
Gouncilor  and  chairman  of  the  OSMA  Committee 
on  Private  Practice. 

Governor  John  J.  Gilligan  ajipointed  mem- 
bers of  the  Task  Force  earlier  this  year  and 
charged  them  with  studying  every  aspect  of  the 
health  care  situation  in  Ohio. 

* * * 

Statement  by  Dr.  Schultz: 

Health  is  a privilege  and  a personal  responsi- 
bility granted  to  most  of  us  at  birth. 

Access  to  health  care  is  a right  whicli  must 
be  available  to  everyone. 

The  individual  must  maintain  and  protect  his 
health.  We  call  this  “individual  responsibility.” 

There  is  in  this  nation  today  great  confusion 
over  the  terms  “access”  and  “individual  responsi- 
bility.” Too  frecjuently,  those  who  seek  to  oppose 
or  degrade  the  present  health  care  system  argue 
that  millions  of  Americans  lack  access  to  health 
care.  The  access  is  there.  It  is  the  door  to  health 
care.  It  is  the  responsibility  of  the  individual  to 
enter  that  door. 

Good  health  cannot  be  achieved  or  main- 
tained by  legislation  alone.  A statute  cannot  prom- 
ise or  maintain  the  individual’s  health  when  that 
individual  refuses  to  respect  his  own  health.  Gon- 
sider  the  following: 

.America’s  greatest  health  problems  today  are 
caused  by  air  pollution,  water  pollution,  poor 
housing,  addiction  to  drugs,  alcohol  and  tobacco, 
obesity,  lack  of  exercise,  emotionally  undisciplined 
life  styles,  poor  nutrition,  cjuackery,  vehicular  and 
other  accidents,  drunken  driving,  and  “fadism.” 

These  are  serious,  complicated  problems. 
Plowever,  these  are  problems  that  can  be  solved, 
to  a great  extent,  by  intensive  individual  educa- 
tion, corrective  legislation  and  individual  responsi- 
bility. 


Positive  stejjs  to  attain  these  goals  must  be 
a shared  responsibility  of  the  health  professions, 
government  and  every  citizen.  Workable  .solutions 
must  be  based  upon  a multiplicity  of  alternatives 
to  enable  effective  resjronse  to  special  situations. 

Other  nations  have  attempted  a single,  “cast 
iron”  solution  to  their  health  problems,  only  to 
have  their  health  care  and  health  system  degen- 
erate. .A  vast  majority  of  Americans  still  have,  and 
rightfully  have,  deep  faith  in  their  present  health 
care  system.  Contrary  to  the  opinions  of  some,  they 
ha\e  abiding  confidence  in  the  medical  profession. 

To  expect  easy  solutions  or  a single  system  to 
answer  all  of  today’s  health  needs  and  problems  is 
dangerously  simplistic.  W'e  live  in  a complex  society 
with  a multiplicity  of  wants  and  needs.  We  are 
an  imperfect  people  living  in  an  imperfect  society 
and  we  must  expect  some  imperfect  solutions. 

Progress  toward  our  goal  must  be  by  e\alua- 
tion,  building  on  what  we  ha\e  attained  and 
keejring  that  essential  open  mind  so  that  ideas  and 
theories  may  be  considered  with  logic  and  analysis, 
so  that  positive  changes  are  made  on  the  basis  of 
established  necessity  and  not  on  the  cpiicksands  of 
emotion  and  political  expediency. 

Last  May,  as  I concluded  my  term  as  Presi- 
dent of  the  Ohio  State  Medical  Association,  I 
offered  some  guideposts  for  the  assembled  elected 
delegates  rej)re.senting  all  of  Ohio’s  medical  soci- 
eties and  academies  of  medicine. 

I think  those  guideposts  are  ecjually  applicable 
to  this  Task  Force,  and  I offer  them  for  your 
serious  consideration,  to  wit: 

“There  is  so  much  to  be  achieved  and  so 
little  time  to  do  it.  We  can  ill  afford  to  dissipate 
our  energies  in  small  groups  of  regional  or  philo- 
sophical self-interests.  To  do  so  subverts  much 
energy  from  our  principal  goal  . . . and,  as  always 
and  forever,  that  goal  is  . . . the  best  medical  and 

health  care  for  all  the  people.” 

* * * 

Statement  by  Dr.  Lieber: 

Ladies  and  Gentlemen  of  the  Task  Force: 

I feel  greatly  honored  to  be  asked  to  come 
here  tonight  to  share  with  you  some  of  my  feelings 
regarding  the  delivery  of  health  care  in  this  state 
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and  country,  now  and  in  the  future,  and  I tliank 
you  most  sincerely. 

I am  Maurice  F.  Lieber,  a surgeon  in  private 
practice  in  Canton,  Ohio.  I graduated  from  the 
Johns  Hopkins  School  of  Medicine  in  1938  and 
my  work  has  been  limited  to  surgery  ever  since 
then.  I ha\e  served  on  the  Council  of  the  Ohio 
State  Medical  Association  for  the  past  five  years, 
and  have  been  Chairman  of  the  Committee  on 
Private  Practice  since  it  was  organized  four 
years  ago. 

^'our  assignment  is  extremely  complex,  with 
many  facets  to  consider.  Therefore,  I propose  to 
make  my  remarks  as  brief  as  possible  and  then 
attemjrt  to  answer  any  cjuestions,  or  enlarge  on  any 
of  the  matters  I have  alluded  to,  according  to 
your  wishes.  H.  L.  Mencken  said,  “There  is  always 
an  easy  solution  to  e\ery  human  jrroblem:  neat, 
plausible,  and  wrong.”  No  one  in  the  private  prac- 
tice sector  of  medicine,  I feel  sure,  believes  the 
.American  system  is  perfect.  W e know  it  can  be  im- 
proved. W’e  want  to  improve  it.  We  need  your  helji 
to  improve  it.  Hut  regardless  of  what  our  system  is 
or  is  not,  regardless  of  what  can  or  should  be 
done  with  it,  what  might  or  can’t  be  done,  it  must 
be  remembered  that  practicing  physicians  are  the 
ones  who  will  be  expected  to  do  the  job.  No  one 
else  practices  medicine.  No  planner,  no  politician, 
no  lay  advisor  expects  to  do  this,  or  is  able  to  do 
it.  Yet  this  need  not  sound  ominous.  Doctors  have 
always  striven  to  put  themselves  out  of  business,  so 
to  speak,  by  preventive  medicine,  by  controlling 
diseases,  by  delivering  health.  So  we  feel  we  surely 
can  sit  down  together — call  us  doctors  and  pa- 
tients, or  call  us  providers  and  consumers — surely 
we  can  work  and  plan  together  in  mutual  respect 
and  in  our  respective  roles  of  expertise  to  keejt  all 
phases  of  life  in  this  great  country  of  ours  moving 
in  an  ever-improving,  constructive  direction.  This 
is  a far  greater  thing  than  our  task  relating  to 
health  alone. 

Speaking  for  doctors  in  jirivate  practice,  then, 
I believe  we  should  concentrate  our  attention  on 
two  things; 

1.  The  quality  of  medical  and  health  care. 

2.  The  cost  of  this. 

Our  attitude  is  simply  that  no  other  system 
anywhere  in  the  world  has  jtrovided  health  care 
of  the  quality  provided  by  the  traditional  private 
practice  system  here  in  .America.  This,  of  course, 
has  been  hotly  debated  in  recent  years.  Never  has 
American  medicine  been  surrounded  by  so  many 
critics  and  detractors,  never  ha\  e we  been  so  regaled 
and  assailed.  It  brings  to  mind  the  definition  of 
Ambrose  Bierce  in  his  Devil’s  Dictionary  as  he 
characterized  the  physician  as  “One  ujton  whom 
we  set  our  hopes  when  ill  and  our  dogs  when  well.” 
As  Flarry  Schwartz  ]tointed  out,  two  main  tech- 


niques are  employed  b)'  critics  of  .American  medi- 
cine. One  is  to  collect  a number  of  case  histories 
about  indi\iduals  who  have  received  disastrous 
results  allegedly  because  of  this  nation’s  medical 
.system.  The  T\'  media  used  this  technique  in  the 
infamous  CBS  “Don’t  Get  Sick  in  America,”  and 
the  more  recent  NBC  “special”  entitled  “What 
Price  Health?”  The  other  method  is  to  compare 
American  health  accomplishments  with  a Utopian 
type  of  health  care  and  then  point  out  our  short- 
comings, with  strong  hints  that  foreign  countries 
such  as  Britain,  Sweden,  France,  and  Germany  do, 
in  fact,  have  these  Utopian  systems. 

I probably  would  be  remiss  if  I did  not  tell 
you  how  Ohio  doctors  in  private  practice  feel, 
generally,  about  these  systems.  I was  in  Britain 
when  the  National  Health  Services  was  born.  It 
now  costs  ten  times  as  much  each  year  as  Lord 
Beveridge  forecast  it  would.  The  quality  of  care 
is  such  that  one  half  of  the  medical  graduates  leave 
the  country  each  year,  and  for  the  most  part  En- 
gland dej)ends  on  Indian  and  Pakistani  doctors. 
Since  the  advent  of  the  NHS,  the  number  of  new 
hospitals  constructed  is  j^itifully  small,  the  waiting 
period  for  hospitalization  is  woefully  long  and 
elective  ojierations  simply  are  not  done  in  many 
areas.  My  mother-in-law,  for  example,  has  waited 
two  years  to  find  any  doctor  within  a fifty-mile 
radius  of  her  home  who  had  an  opening  on  his 
panel  for  her. 

Sweden,  of  course,  is  different.  Touted  by  so 
many  as  first  in  the  liberal  models,  I was  anxious 
to  find  out  what  they  are  first  in.  I now  can  tell 
you : they  are  first  in  drug  addiction,  first  in  abor- 
tions, first  in  suicides,  first  in  alcoholism,  and  first 
in  venereal  disease!  .And  to  pay  for  this,  20  percent 
of  all  taxes  go  to  the  socialized  health  care  scheme. 
This  is  the  highest  per  capita  rate  in  the  world.  In 
Stockholm  alone,  there  are  always  between  4,000 
and  5,000  peojile  on  the  waiting  list  to  enter  a 
hospital.  Two  years  have  been  lopped  off  the 
medical  curriculum  in  an  effort  to  obtain  more 
doctors,  but  a very  large  number  of  foreign  doctors 
still  have  to  be  imported. 

France  and  Germany  have  fared  no  better. 
In  France  the  socialized  scheme  operates  at  tre- 
mendous fiscal  deficits  despite  the  fact  that  the 
system  costs  the  average  worker  33J/3  percent  of  his 
wages.  In  Germany  the  worker  jjays  only  11  per- 
cent of  his  income  for  the  government  medical 
care,  which  incidentally  is  administered  by  private 
insurance  companies.  Fiverything  is  “free,”  how- 
ever, so  the  axerage  length  of  hospital  stay  in 
Germany  is  over  20  days  as  compared  with  eight 
and  a half  days  here.  .As  a result,  Germans  can’t 
get  into  hospitals,  so  one  out  of  every  six  Germans 
(those  who  can  afford  it)  buy  j^rivate  health  in- 
surance and  jtrixate  hospitalization  policies. 

This  we  feel  is  the  pattern  wherever  medical 
care  has  been  turned  into  a kind  of  public  utility' — 
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namely,  inferior  care,  high  costs,  a shortage  of  doc- 
tors and  of  hospital  beds.  It  is  the  old,  old  story 
of  national  health  schemes  driving  up  the  costs, 
driving  down  the  quality,  and  driving  out  the 
physicians. 

I wish  1 could  jjresent  some  siinjilistic  shib- 
boleth from  the  doctors  of  Ohio.  There  isn’t  any. 
Some  people  say  all  we  need  is  more  doctors.  We 
have  more  doctors  now  than  we  have  ever  had; 
there  is  one  doctor  for  slightly  more  than  every 
700  jjersons  in  this  country.  Last  year  nearly 
15,000  physicians  were  licensed  (for  the  first  time) 
in  the  U.S.A.;  this  is  almost  three  times  the  num- 
ber licensed  when  I took  my  medical  board  ex- 
aminations, a far  greater  percentage  increase  than 
the  general  population  increase.  Other  people  will 
say  it  is  a distribution  problem.  Those  of  us  who 
presently  work  over  80  hours  per  week  caring  for 
our  sick,  whether  they  are  able  to  pay  or  not, 
simply  feel  that  doctors,  too,  are  human  beings  and 
they  will  not  seek  out  unpleasant,  unhappy  places 
in  which  to  ply  their  difficult  tasks.  Medicare  and 
Medicaid  have  proved  at  least  one  thing  in  clear 
fashion  if  nothing  else:  simply  pouring  in  dollars 
will  not  supply  medical  care. 

Yes,  doctors  feel  the  name  of  the  game  is 
change.  They  recognize  that  our  system  may  need 
reconstructive  surgery.  But  they  feel  as  Mr.  Vene- 
man  put  it,  “Let’s  not  throw  out  the  baby  with 
the  bath  water.”  If  this  is  done,  the  four  R’s  of 
socialization  that  other  countries  have  experienced 
will  result,  namely:  if  the  modification  isn’t  Rele- 
vant, it  will  lead  to  Rebellion,  which  breeds  Riot- 
ing, and  the  system  comes  to  Ruin.  The  name  of 
the  game  is  change,  but  not  control. 

We  believe  in  fee  for  service.  This  is  being 
paid  for  services  performed.  This  is  the  American 


way.  There  are  about  175,000  doctors  in  this 
country  acti\ely  engaged  in  full  time  jjrivate  prac- 
tice. It  is  dilficult  to  see  how  they  can  be  reorga- 
nized into  40-hour-per-week  workers,  approximate- 
ly half  of  the  time  now  sjaent,  and  exj)ect  them 
to  turn  out  a greater  quantity  and  quality  of  work. 

Vet  the  feeling  of  the  prix  ate  practice  sector  is 
that  e\  ery  doctor  should  have  the  right  to  select  the 
type  of  delivery  system  in  which  he  would  like  to 
])articipate.  This  could  be  solo  work,  partnershij), 
a large  or  small  group,  a Foundation,  an  IIMO, 
or  whatever  he  chooses,  just  like  any  American 
citizen.  Similarly,  we  feel  the  patient  should  have 
the  right  to  choose  for  himself  or  herself  the  type 
of  care  he  or  she  would  prefer  to  have;  it  could 
be  an  individual  doctor,  a group,  a prepaid  scheme 
or  whatever  that  person’s  free  choice  might  be. 
Financing  ought  to  be  worked  out  in  relationship 
to  one’s  ability  to  pay.  If  our  poor  need  help,  let 
us  give  them  help,  but  let  us  not  destroy  the  finest 
system  of  medicine  history  has  ever  known  simply 
so  that  some  may  profit,  others  may  have  prestige, 
and  the  rest  may  acquire  power. 

In  closing,  let  me  define  for  you  what  we 
consider  private  practice  to  be: 

Private  practice  is  that  system  of  medical  care 
whereby  there  is  full  freedom  of  choice  for 
the  patient  in  selecting  his  physician,  or  group 
of  physicians,  and,  except  in  cases  of  emer- 
gency, there  is  full  freedom  of  choice  for  the 
physician,  or  group  of  physicians,  in  accepting 
his  patient.  Under  such  system,  the  individual 
physician  or  group  of  physicians  is  responsible 
for  the  medical  care  of  an  individual  patient 
and  the  individual  patient  is  responsible  to 
the  individual  physician  or  group  of  physi- 
cians, for  reimbursement  for  such  medical 
care. 


CUSTOM  JEWELER 


Is  this  the  month?  Don’t  panic 

if  her  birthday  or  anniversary  is  nearly  here.  I’ve  done 
advance  planning  for  you.  Fine  rings,  pendants,  pins, 
bracelets  at  real  savings,  thanks  to  35  years  experience 
and  low  overhead.  Excellent  values  in  heirloom  quality 
diamonds  and  colored  gems.  Classic  and  dramatic  de- 
signs, many  exclusives. 

In  the  privacy  and  sit-down  comfort  of  my  “Suite 
1015”,  select  a gift  to  light  up  her  eyes.  I’ll  gift  wrap 
it,  add  a card  for  your  romantic  message  . . . and  you’re 
on  your  way  home  to  “ohs”,  “ahs”  and  “I  love  yous”. 
Stop  in  10-5  weekdays,  or  call  collect,  614-224-3377  for 
appointment.  My  collection  is  well  w'orth  a trip  to  17 
South  High  in  Columbus. 
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Colic?  Diarrhea?  Eczema?  Asthma? 
Rhinorrhea?  Fretfulness?  Fitful  Sleep? 


Soyalac  is  often 
the  answer. 


This  ailing,  wailing  syndrome  in  infants  (and  older 
children)  is  all  too  familiar.  Fortunately,  the  physician 
has  at  his  command  a trusted  ally;  milk-free,  fibre- 
free,  hypo-allergenic  Soyalac. 

Soyalac  is  palatable,  readily  digested  and  assim- 
ilated. It  simulates  human  milk  in  appearance,  taste, 
texture.  It  is  complete  with  vitamins  and  minerals. 

It  is  equally  suitable  for  children  and  adults  allergic 
to  cow’s  milk. 

Through  the  years  Soyalac  has  proved  its  value 
— in  promoting  growth  and  development  — as  attested 
by  extensive  clinical  data. 

Free  samples  and  literature  on  request. 

A simple  note  on  your  prescription  form  will  do. 


Now  available  in  3 forms: 
Concentrated  Liquid, 
Ready-tO'Serve,  Powdered 


a product  of 

LOMA  LINDA  FOODS 

MEDICAL  PRODUCTS  DIVISION 

RIVERSIDE.  CALIFORNIA  92505 
Mount  Vernon,  Ohio  43050,  U.S.A. 


California  AMA  Convention 


"rhirty  Postoradiiatc  Programs  Among  Features  Provided; 
Several  Tours  Available  for  Physicians  and  Families 


Ills  YEAR’S  Clinical  Convention  of  the 
American  Medical  Association  promises  to  be 
the  practicing  physician’s  clinic  for  continuing 
education,  with  30  postgraduate  courses  and  six 
general  sessions  covering  new  treatments  and  tech- 
nicjues  in  most  major  sjjecialties.  A spokesman  for 
the  AMA  states  that  there  are  more  informative 
and  stimulating  courses  than  have  ever  been 
offered  before  at  an  AMA  convention. 

The  place  is  Anaheim,  California,  and  the 
dates  December  1-4.  The  planning  committee  has 
set  up  many  convention  extras  for  physicians  and 
members  of  their  families.  There  are  charter  flights 
from  New  York  and  Chicago,  passes  to  AMA 
Family  Fun  Nite  at  Disneyland,  and  exotic  and 
fascinating  postconvention  tours  to  Hawaii,  Aca- 
pulco and  the  Far  East. 

\Vatch  AMA  publications  for  instructions  on 


advance  registration  and  hotel  and  motel  accom- 
modations. There  is  no  registration  fee  for  AMA 
members.  Nonmember  physicians  will  pay  a $25 
registration  fee,  and  guests  of  nonmembers,  $5. 
No  general  registration  fee  will  be  charged  medical 
students,  interns,  and  residents. 

Registration  fee  for  4y^-hour  postgraduate 
courses  is  $25  and  for  9-hour  courses,  $40.  Medi- 
cal students,  interns  and  residents  pay  half  price. 

The  Far  East  tour  is  for  15  days;  the  Hawaii 
and  Acapulco  tours  are  eight  days  each.  Flights 
to  California  depart  November  30  and  return  De- 
cember 6.  Transportation  is  provided  from  the  Eos 
Angeles  airport  to  Anaheim  at  no  extra  charge. 

For  additional  information  about  the  tours, 
contact  Helen  Meyer,  Dept.  T,  American  Medical 
Association,  535  N.  Dearborn  Street,  Chicago, 
Illinois  60610. 


THE  O.S.M.A.  SPONSORED  CROUP  TERM  LIEE  INSURANCE 


PAYS  ITS  14th  CONSECUTIVE  DIVIDEND 

and  offers  maximum  benefits  at  low  group  rates,  conversion  to 
permanent  insurance,  and  provides  a Corporate  Employer  Plan. 


Talk  with  the  professional's  professional  insurance  men  which 
have  group  ordinary  life  insurance,  disability,  business  overhead 
expense,  and  excess  major  medical  plans. 


Phone  614/228-6115.  It  |)ays  to  work  with  professionals. 


TURNER  a SHEPARD,  INC. 

TWELFTH  FLOOR  1 7 SOUTH  HIGH  STREET 

COLUMBUS.  OHIO  43215  PHONE  (614)  228-61 16 
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acute  arthritic  inflammation... heat  that  freezes 

In  acute  rheumatoid  arthritis  consider  Tandearil.  The  anti-inflammatory 
action  of  Tandearil  quickly  helps  reduce  heat,  pain,  swelling,  and 
stiffness.  Results  are  usually  seen  in  3 or  4 days.  Try  it  for  a week  when 
the  symptoms  defy  aspirin  control. 


Remember  that  Tandearil  is  not  a simple  analgesic.  It  should  not  be  used 
on  patients  responding  to  routine  therapy.  Before  using,  please  read 
the  prescribing  information.  It’s  summarized  below. 

Tandearir  helps  take  the  heat  off 

oxyphenbutazone  NF 

Geigy 


Tablets  of  100  mg. 

Important  Note:  This  drug  is  not  a simple 
analgesic.  Do  not  administer  casually.  Care- 
fully evaluate  patients  before  starting  treat- 
ment and  keep  them  under  ciose  supervision. 
Obtain  a detailed  history,  and  complete  phys- 
ical and  laboratory  examination  (compiete 
hemogram,  urinalysis,  etc.)  before  prescribing 
and  at  frequent  intervais  thereafter.  Carefuliy 
select  patients,  avoiding  those  responsive  to 
routine  measures,  contraindicated  patients 
or  those  who  cannot  be  observed  frequentiy. 
Warn  patients  not  to  exceed  recommended 
dosage.  Short-term  relief  of  severe  symptoms 
with  the  smailest  possible  dosage  is  the  goal 
of  therapy.  Dosage  should  be  taken  with  meals 
or  a full  glass  of  milk.  Patients  should  discon- 
tinue the  drug  and  report  immediately  any  sign 
of:  fever,  sore  throat,  oral  lesions  (symptoms 
of  biood  dyscrasia);  dyspepsia,  epigastric 
pain,  symptoms  of  anemia,  biack  or  tarry 
stools  or  other  evidence  of  intestinal  ulcera- 
tion or  hemorrhage,  skin  reactions,  significant 
weight  gain  or  edema.  A one-week  triai  period 
is  adequate.  Discontinue  in  the  absence  of  a 
favorable  response.  Restrict  treatment  periods 
to  one  week  in  patients  over  sixty. 

Indications:  Acute  gouty  arthritis,  rheumatoid 
arthritis,  rheumatoid  spondyiitis. 
Contraindications:  Chiidren  14  years  or  less; 
senile  patients;  history  or  symptoms  of  G.i. 
inflammation  or  uiceration  including  severe, 
recurrent  or  persistent  dyspepsia;  history  or 
presence  of  drug  allergy;  blood  dyscrasias; 
renal,  hepatic  or  cardiac  dysfunction;  hyper- 
tension; thyroid  disease;  systemic  edema; 
stomatitis  and  salivary  giand  enlargement  due 
to  the  drug;  polymyalgia  rheumatica  and  tem- 
poral arteritis;  patients  receiving  other  potent 
chemotherapeutic  agents,  or  iong-term  anti- 
coagulant therapy. 

Warnings:  Age,  weight,  dosage,  duration  of 
therapy,  existence  of  concomitant  diseases, 
and  concurrent  potent  chemotherapy  affect  in- 
cidence of  toxic  reactions.  Carefuliy  instruct 
and  observe  the  individual  patient,  especially 
the  aging  (forty  years  and  over)  who  have 
increased  susceptibility  to  the  toxicity  of  the 
drug.  Use  lowest  effective  dosage.  Weigh 
initially  unpredictable  benefits  against  po- 


tential risk  of  severe,  even  fatai,  reactions. 

The  disease  condition  itseif  is  unaltered  by 
the  drug.  Use  with  caution  in  first  trimester  of 
pregnancy  and  in  nursing  mothers.  Drug  may 
appear  in  cord  blood  and  breast  milk.  Serious, 
even  fatal,  blood  dyscrasias,  Including 
apiastic  anemia,  may  occur  suddenly  despite 
regular  hemograms,  and  may  become  manifest 
days  or  weeks  after  cessation  of  drug.  Any 
significant  change  in  totai  white  count,  rela- 
tive decrease  in  granulocytes,  appearance 
of  immature  forms,  or  fall  in  hematocrit  should 
signal  immediate  cessation  of  therapy  and 
complete  hematologic  investigation.  Unex- 
plained bieeding  invoiving  CNS.  adrenais,  and 
G.I.  tract  has  occurred.  The  drug  may  potenti- 
ate action  of  insulin,  sulfonylurea,  and  sul- 
fonamide-type  agents.  Carefully  observe 
patients  taking  these  agents.  Nontoxic  and 
toxic  goiters  and  myxedema  have  been  re- 
ported (the  drug  reduces  iodine  uptake  by  the 
thyroid).  Blurred  vision  can  be  a significant 
toxic  symptom  worthy  of  a compiete  ophthai- 
mological  examination.  Swelling  of  ankles  or 
face  in  patients  under  sixty  may  be  prevented 
by  reducing  dosage.  If  edema  occurs  in  pa- 
tients over  sixty,  discontinue  drug. 

Precautions:  The  foilowing  should  be  ac- 
complished at  regular  intervals:  Careful  de- 
tailed history  for  disease  being  treated  and 
detection  of  earliest  signs  of  adverse  reac- 
tions; complete  physical  examination  includ- 
ing check  of  patient's  weight;  complete  weekly 
(especially  for  the  aging)  or  an  every  two 
week  blood  check;  pertinent  laboratory  studies. 
Caution  patients  about  participating  in  activ- 
ity requiring  alertness  and  coordination,  as 
driving  a car,  etc.  Cases  of  leukemia  have 
been  reported  in  patients  with  a history  of 
short-  and  long-term  therapy.  The  majority  of 
these  patients  were  over  forty.  Remember  that 
arthritic-type  pains  can  be  the  presenting 
symptom  of  leukemia. 

Adverse  Reactions:  This  is  a potent  drug;  its 
misuse  can  iead  to  serious  results.  Review 
detailed  information  before  beginning  therapy. 
Uicerative  esophagitis,  acute  and  reactivated 
gastric  and  duodenai  uicer  with  perforation 
and  hemorrhage,  uiceration  and  perforation  of 
iarge  bowel,  occult  G.I.  bleeding  with  anemia. 


gastritis,  epigastric  pain,  hematemesis,  dys- 
pepsia, nausea,  vomiting  and  diarrhea,  ab- 
dominal distention,  agranuiocytosis,  aplastic 
anemia,  hemolytic  anemia,  anemia  due  to 
biood  loss  including  occult  G.I.  bleeding, 
thrombocytopenia,  pancytopenia,  ieukemia, 
leukopenia,  bone  marrow  depression,  sodium 
and  chioride  retention,  water  retention  and 
edema,  plasma  dilution,  respiratory  alkalosis, 
metabolic  acidosis,  fatal  and  nonfatal  hepa- 
titis (cholestasis  may  or  may  not  be  promi- 
nent), petechiae,  purpura  without  thrombocy- 
topenia, toxic  pruritus,  erythema  nodosum, 
erythema  multiforme,  Stevens-Johnson  syn- 
drome, LyelTs  syndrome  (toxic  necrotizing 
epidermoiysis),  exfoliative  dermatitis,  serum 
sickness,  hypersensitivity  angiitis  (poly- 
arteritis), anaphylactic  shock,  urticaria,  arth- 
ralgia, fever,  rashes  (all  allergic  reactions 
require  prompt  and  permanent  withdrawal  of 
the  drug),  proteinuria,  hematuria,  oiiguria, 
anuria,  renal  failure  with  azotemia,  glomeru- 
lonephritis, acute  tubular  necrosis,  nephrotic 
syndrome,  biiateral  renal  cortical  necrosis, 
renal  stones,  ureteral  obstruction  with  uric 
acid  crystals  due  to  uricosuric  action  of  drug, 
impaired  renal  function,  cardiac  decompensa- 
tion, hypertension,  pericarditis,  diffuse  inter- 
stitiai  myocarditis  with  muscle  necrosis, 
perivascular  granulomata,  aggravation  of 
temporal  arteritis  in  patients  with  polymyalgia 
rheumatica,  optic  neuritis,  blurred  vision, 
retinal  hemorrhage,  toxic  amblyopia,  retinal 
detachment,  hearing  loss,  hyperglycemia, 
thyroid  hyperplasia,  toxic  goiter,  association 
of  hyperthyroidism  and  hypothyroidism  (causal 
relationship  not  established),  agitation,  con- 
fusional  states,  lethargy;  CNS  reactions 
associated  with  overdosage,  including  convul- 
sions, euphoria,  psychosis,  depression,  head- 
aches, hallucinations,  giddiness,  vertigo, 
coma,  hyperventilation,  insomnia:  ulcerative 
stomatitis,  salivary  gland  enlargement. 
(B)98-146-800-F  (10/71) 

For  complete  details,  Including  dosage, 
please  see  full  prescribing  information. 
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your  choice  of  sleep  medication 
is  wisely  based  on  more  than 
sleep-inducing  potential 


sleep  with 


Chronic  tolerance  studies  have  confirmed  the  relative  safety  of  Dalm, 
I I , r I [flurazepam  HCI);  no  depression  of  cardiac  or  respiratory  tunc 

0 1 I Q S3T  G L V noted  i n patients  ad  mi  nistered  recom  mended  or  hig  her  do 

^ for  as  long  as  90  consecutive  nights. 

In  most  instances  when  adverse  reactions  were  reported,  they  were  mild,  infreguent  and  seldom 
quired  discontinuance  of  therapy.  Morning  “hang-over”  with  Dalmane  has  been  relatively  infrequent.  Di 
ness,  drowsiness,  lightheadedness  and  the  like 
have  been  the  side  effects  noted  most  frequently, 
particularly  in  the  elderly  and  debilitated.  [An 
initial  dose  of  Dalmane  15  mg  should  be  pre- 
scribed for  these  patients.) 


sleep  for  7 to  8 hour 
without  need  to 


repeat  dosage  No  sleep  m 

cation  has  been  as  rigorously  evaluated  in  the  sleep  research  laboratory  as  Dalmane.  Insomnia  patii 
given  one  30-mg  capsule  of  Dalmane  at  bedtime,  on  average:  fell  asleep  within  17  minutes,  had  fewer  ni' 
time  awakenings,  spent  less  time  awake  after  sleep  onset,  and  slept  for  7 to  8 hours  with  no  need  to  re[ 
dosage  during  the  night. 


p 


ep  with 


Dalmane  has  been  shown  to  be  con- 
- . , sistently  effective  even  during  con- 

)plQ|Qfppj0W  secutive  nights  of  administration, 

^ with  no  need  to  increase  dosage. 
Dalmane  [flurazepam  HCI)  is  a distinctive  sleep  medication— a 
:odiazepine  specifically  indicated  for  insomnia.  It  is  not  a bar- 
ate  or  methaqualone,  nor  is  it  related  chemically  to  any  other 
able  hypnotic. 

When  your  evaluation  of  insomnia  indicates  the  need  for  a sleep 
ication,  consider  Dalmane— a single  entity  nonnarcotic,  non- 
liturate  agent  proved  effective  and  relatively  safe  for  relief  of 
mnia. 


DALMANE 

(flurazepam  HCI) 

When  restful  sleep 
is  indicated 

One  30-mg  capsule  h.s.  —usual  adult  dosage 
( 15  mg  may  suffice  in  some  patients] 

One  15-mg  capsule  h.s.  —initial  dosage  for  elderly  or 
debilitated  patients. 


Before  prescribing  Dalmane  (flurazepam 
HCI),  please  consult  Complete  Product 
Information,  a summary  of  which  follows: 

Indications:  Effective  in  all  types  of  insomnia 
characterized  by  difficulty  in  falling  asleep, 
frequent  nocturnal  awakenings  and/or  early 
morning  awakening;  in  patients  with  recurring 
insomnia  or  poor  sleeping  habits;  and  in  acute 
or  chronic  medical  situations  requiring  restful 
sleep.  Since  insomnia  is  often  transient  and 
intermittent,  prolonged  administration  is 
generally  not  necessary  or  recommended 

Contraindications:  Known  hypersensitivity  to 
flurazepam  HCI. 

Warnings:  Caution  patients  about  possible 
combined  effects  with  alcohol  and  other  CNS 
depressants  Caution  against  hazardous  oc- 
cupations requiring  complete  mental  alertness 
(e  g..  operating  machinery,  driving)  Use  in 
women  who  are  or  may  become  pregnant 
only  when  potential  benefits  have  been 
weighed  against  possible  hazards  Not 
recommended  for  use  in  persons  under  15 
years  of  age  Though  physical  and  psycho- 
logical dependence  have  not  been  reported 
on  recommended  doses,  use  caution  in 
administering  to  addiction-prone  individuals 
or  those  who  might  increase  dosage 

Precautions:  In  elderly  and  debilitated,  initial 
dosage  should  be  limited  to  15  mg  to  preclude 
oversedation,  dizziness  and/or  ataxia  If 
combined  wifh  other  drugs  having  hypnotic 
or  CNS-depressant  effects,  consider  potential 
additive  effects  Employ  usual  precautions 
in  patients  who  are  severely  depressed,  or 
with  latent  depression  or  suicidal  tendencies 
Periodic  blood  counts  and  liver  and  kidney 
function  tests  are  advised  during  repeated 
therapy  Observe  usual  precautions  in 
presence  of  impaired  renal  or  hepatic  function. 

Adverse  Reactions:  Dizziness,  drowsiness, 
lightheadedness,  staggering,  ataxia  and 
falling  have  occurred,  particularly  in  elderly 
or  debilitated  patients.  Severe  sedation, 
lethargy,  disorientation  and  coma,  probably 
indicative  of  drug  intolerance  or  overdosage, 
have  been  reported  Also  reported  were 
headache,  heartburn,  upset  stomach,  nausea, 
vomiting,  diarrhea,  constipation,  Gl  pain, 
nervousness,  talkativeness,  apprehension, 
irritability,  weakness,  palpitations,  chest  pains, 
body  and  joint  pains  and  GU  complaints 
There  have  also  been  rare  occurrences  of 
sweating,  flushes,  difficulty  in  focusing, 
blurred  vision,  burning  eyes,  faintness, 
hypotension,  shortness  of  breath,  pruritus, 
skin  rash,  dry  mouth,  bitter  taste,  excessive 
salivation,  anorexia,  euphoria,  depression, 
slurred  speech,  confusion,  restlessness, 
hallucinations,  and  elevated  SGOT.  SGPT, 
total  and  direct  bilirubins  and  alkaline 
phosphatase.  Paradoxical  reactions,  e g , 
excitement,  stimulation  and  hyperactivity, 
have  also  been  reported  in  rare  instances 

Dosage:  Individualize  for  maximum  beneficial 
effect  Adults:  30  mg  usual  dosage.  15  mg  may 
suffice  in  some  patients  Elderly  or  debilitated 
patients:  15  mg  initially  until  response  is 
determined 

Supplied:  Capsules  containing  15  mg  or 
30  mg  flurazepam  HCI. 
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“Too  many  doctors  are  indiffer- 
ent to  the  economic  consequences  of 
their  decisions.”  So  stated  a recent 
issue  of  Medical  News  Report  (De- 
cember 4,  1972),  an  independent 
weekly  newsletter  published  by  former 
AMA  Chief  Executive  F.  J.  L.  Blasin- 
game,  M.D. 


Doctor,  are  you  indifferent . . . ? 

In  discussing  an  anticipated  in- 
crease in  Blue  Shield  rates,  Dr.  Blas- 
ingame’s  newsletter  had  this  to  say: 

“In  general,  it  can  be  said,  MB’s 
have  given  the  impression  they  are 
not  particularly  concerned  with  the 
increase  in  cost  of  health  care  to  theii 
patients. . . 

“True,  an  MD’s  training  is  pri- 
marily scientific,  but  in  the  real  worl| 
of  practice,  all  of  his  scientific  deci- 
sions have  a price  tag,  or  an  econom 
impact.  The  economics  of  health  car  - 
beckon  the  practitioner’s  attention. 
Concern  for  economics  of  medicine  ■ 


When  the  pharmacist  recom- 
mends that  a drug  product  other  thai, 
the  one  ordered  be  dispensed,  the 
prescriber  invariably  permits  the 
change  when  he  feels  the  best  inter- 
ests of  the  patient  will  be  served. 


Shortcomings  of  Pro-Substitution 
Argument 

The  fact  remains  that  it  is  nece: 
sary  for  the  prescriber  to  know  that 
the  change  is  being  contemplated, 
and  to  be  in  a position  to  consent  or 
demur.  Without  that  opportunity,  th( 
unilateral  decision  of  the  pharmacis 
made  in  the  absence  of  clinical  kno\j 
edge  of  the  patient,  could  expose  hid 
to  needless  risks,  and  in  addition,  [ 
jeopardize  the  relationship  between 
the  professions  of  Pharmacy  and 
Medicine.  In  my  view,  there  is  nothir 
in  the  pro-substitution  argument  tha 
offsets  these  risks. 


Advertisement 


The  Issue  of  Drug  Knowledge 

Substitution  advocates  claim 
that  the  primary  justification  for 
changing  the  rules  is  the  desire  to 
better  utilize  pharmacists’  knowledf 
about  drugs.  Yet  the  pharmacist’s 
task  to  keep  current  on  the  entire 
field  of  drug  therapy,  to  some  degre 
puts  him  at  a disadvantage.  Most 
often,  a practicing  physician  will  netfe 
expert  knowledge  of  no  more  than  2 {; 


uid  be  an  obligation  of  medical 
itl:tice. . . 

“Medical  societies  ought  to  con- 
ut  continuing  campaigns  to  point 
jthe  substantial  savings  that  could 
Realized  thru  deductible  insurance 
ri  protection  for  catastrophic  ill- 
e;.  At  the  very  least,  they  should,  in 
loatients’  interest,  question  the 
Hies  of  any  insurance  organization 
# raises  health  care  costs  by  forc- 
policyholders  to  buy  insurance 
may  not  need  or  want  and  prob- 
won’t  ever  use. 

“Too  many  doctors  are  indiffer- 
dto  the  economic  consequences  of 
ur  decisions.  Too  many,  for  ex- 
irile,  habitually  hospitalize  patients 
)i  he  convenience  of  the  MD.  It’s 
C sense  to  deny  such  habits  exist . . . 

' “Doctors,  thru  their  medical  so- 
rties, have  unhesitatingly  appealed 
,ieir  patients  for  support  in  the 
it  against  government  interference 
the  private  practice  of  medicine. 

I the  public  in  the  past  has  re- 
dded. It’s  time  the  American  Med- 
I Association  and  state  and  local 
idical  societies  paid  off  the  debt  by 
I’isive  action  to  hold  down  the  cost 
hedical  care.’’ 

jt  of  Drugs 

Insurance  rates  and  hospital 
jrges  are  only  two  factors  in  health 


care  costs.  The  cost  of  drugs— both 
prescription  and  nonprescription— is 
another. 

And  when  it  comes  to  drug 
costs,  the  nation’s  pharmacists  are 
concerned.  Through  their  national 
professional  society,  the  American 
Pharmaceutical  Association,  pharma- 
cists are  advising  the  public  to  use 
nonprescription  medication  cau- 
tiously and  conservatively,  and  to  seek 
the  advice  of  their  pharmacist  before 
selecting  or  purchasing  such  drugs. 

Outdated  Laws 

The  pharmacist  also  is  aware 
that  when  it  comes  to  prescription 
drugs,  often  he  has  an  even  greater 
opportunity  to  reduce  the  cost  to  the 
patient— with  no  sacrifice  in  the  qual- 
ity of  the  medication  dispensed.  But 
in  many  states,  outdated  and  anti- 
quated laws  prevent  the  pharmacist 
from  engaging  in  drug  product  selec- 
tion. “Drug  product  selection’’  simply 
means  that  the  pharmacist  functions 
in  the  patient’s  interest  by  con- 
sciously choosing,  from  the  multiple 
brands  available,  a low-cost  quality 
brand  of  the  specific  drug  to  be  dis- 
pensed in  response  to  the  physician’s 
prescription  order. 

Much  misinformation  has  been 
purposely  spread  by  those  who  stand 
to  gain  financially  by  maintaining 


high  drug  costs  to  the  public.  An  end- 
less stream  of  propaganda  has  ema- 
nated from  the  drug  industry  in  an 
effort  to  persuade  the  medical  profes- 
sion that  these  so-called  anti-substitu- 
tion laws  should  be  retained.  And  as 
long  as  these  laws  are  retained,  the 
drug  industry  will  continue  its  current 
marketing  practices  which  contribute 
unnecessarily  to  high  drug  costs  to 
patients.  These  practices  also  are  in- 
viting government  agencies  to  expand 
their  restrictive  controls  on  physi- 
cians and  pharmacists. 

APhA  Efforts 

As  pharmacists,  we  are  con- 
cerned about  health  care  costs.  We 
hope  that  every  physician  shares  our 
concern  on  this  vital  issue,  and  will 
give  his  personal  support  to  the  con- 
structive efforts  APhA  has  undertaken 
in  the  interest  of  all  patients. 

( For  a complete  discussion  of 
drug  product  selection,  you  are  invited 
to  request  a free  copy  of  the  “White 
^aper  on  the  Pharmacist's  Role  in 
Product  Selection"  from:  American 
Pharmaceutical  Association, 

2215  Constitution  Avenue,  N.W., 
Washington,  D.C.  20037.) 


50  drugs  that  he  selects  to  treat  the 
jority  of  conditions  encountered  in 
practice.  Moreover,  the  physi- 
:p’s  choice  of  a specific  brand  is 
ed  on  his  knowledge  of  the  pa- 
ct’s medical  history  and  current 
dition,  and  his  experiences  with 
particular  manufacturer’s 
duct. 

Some  substitution  proponents 
I'e  argued  that  the  dispensing  of  a 
llscription  is  a simple  two-party 
ihsaction  between  the  pharmacist 
H the  patient,  and  that  a substitut- 
^ pharmacist  may  avoid  even  a 
Ihnical  breach  of  contract  by  simply 
jifying  the  patient  that  he  is  making 
! substitution.  I would  judge  that 
V courts  would  be  sympathetic 
/ard  a pharmacist  who  substituted 
hout  physician  approval  and  who 
dertook  a legal  defense  that  seeks 
nake  the  patient  responsible  for 
pharmacist’s  actions, 
fuced  Prescription  Prices? 

Substitution  advocates  are 
jgestingto  the  consumer,  and  par- 
jlarly  the  consumer  activist,  that 
iuced  prescription  prices  could 
low  legalization  of  substitution. 

! have  seen  absolutely  no  evidence 
lustify  this  claim.  To  the  contrary, 
Derience  in  Alberta,  Canada,  where 
Dstitution  is  authorized,  suggests 


the  opposite. 

Many  pharmacists  understand- 
ably are  concerned  about  the  cost  of 
maintaining  multiple  stocks  of  similar 
products.  While  there  is  no  doubt  that 
inventory  costs  rise  when  additional 
brands  are  stocked,  it  would  be  inter- 
esting to  know  how  much  they  rise, 
and  how  many  pharmacists  actually 
stock  all  brands  — of,  say,  ampicillin 
or  tetracycline— or  how  long  they 
keep  “slow  moving”  products  on  their 
shelves  before  they  are  returned  for 
credit.  To  ask  that  the  industry  elimi- 
nate multiple  sources  is  to  ask  com- 
petitors to  stop  competing. 

Drug  Substitution— A License  for 
the  Unethical 

Anti-substitution  repeal  would 
favor  “corner  cutting”  pharmacists 
and  manufacturers.  For  them,  free 
substitution  would  be  not  a right,  but 
a license.  As  an  aftermath,  it  is  quite 
likely  that  the  confidence  of  both  phy- 
sicians and  patients  in  the  profession 
of  Pharmacy  would  be  eroded,  as 
revelations  about  the  unconscionable 
behavior  of  an  undisciplined  few  were 
magnified  in  the  press  or  in  profes- 
sional circles. 

Summary 

In  short,  what  the  American 
Pharmaceutical  Association  advo- 


cates as  a broad-spectrum  panacea 
looks  to  us  to  be  not  only  a minority 
view  (advocacy  of  substitution  is  by 
no  means  a uniform  policy  in  Phar- 
macy), but  also  an  extraordinarily 
costly  and  ineffective  remedy,  whose 
side  effects  are  odious.  We  believe 

(1)  that  an  impressive  majority  of 
pharmacists  prefer  to  work  with 
Medicine  and  with  industry,  for  the 
consumer,  and  for  the  general  good, 

(2)  that  they  seek  the  privilege  to  sub- 
stitute when  the  patient  might  gain 
and  when  the  patient’s  doctor  agrees, 
and  (3)  that  they  seek  to  work  for  the 
resolution  of  genuine  grievances 
openly  and  professionally. 

(For  amplification  of  PM  A views, 
please  write  for  our  booklet,  “The 
Medications  Physicians  Prescribe: 
Who  Shall  Determine  the  Source?” 

It  is  available  from:  Pharmaceutical 
Manufacturers  Association,  1155 
Fifteenth  Street,  N.W.,  Washington, 
D.C.  20005.) 


Pharmaceutical 
Manufacturers  Association 
1155  Fifteenth  Street,  N.  W. 
Washington,  D.  C.  20005 


ROCHE  announces 


BACTRIM 


Each  tablet  contains  80  mg  trimethoprim  and  400  mg  sulfamethoxazole. 


a new  type  of  antibacterial 
for  a two-pronged  attack 
against  chronic  urinary 
tract  infections  due  to 
susceptible  organisms 


Bactrim  is  highly  effective  in  the  treatment  of  these 
infections- primarily  pyelonephritis,  pyelitis  and  cystitis- 
when  due  to  susceptible  organisms,  this  efficacy  is 
related  to  the  unique  mode  of  action  against  bacteria  (see 
illustration),  an  action  that,  in  effect,  makes  Bactrim  a new 
type  of  antibacterial. 


interruptions  occur  because  sulfamethoxazole 
and  trimethoprim  resemble  naturally  existing 
substrates.  By  competitive  replacement 
of  these  substrates,  they  Inhibit  further 
synthesis. 


Bactrim  interrupts  the 
life  cycle  of  susceptible 
bacteria 


Unique  mode  of  action  interrupts  the  life  cycle 
at  two  Important  points,  thereby  Impeding 
the  production  of  nucleic  acids  and  proteins 
essential  to  these  bacteria.  These  consecutive 


‘“BACTRIM 

Each  tablet  contains  80  mg  trimethoprim  and  400  mg  sulfamethoxazole. 

for  chronic  urinary  tract  infections 

Before  prescribing,  please  see  complete  product  information  on  last  page  of  advertisement. 


Excellent  clinical  response 
in  chronic  urinary  tract 
infections  even  with 
obstructive  complications 

A multiclinic,  double-blind  study*  of  response  to  a 
ten-day  course  of  therapy  in  471'  patients  with 
chronic  urinary  tract  infections  demonstrated  the 
superiority  of  Bactrim.  On  the  10th  day  after  initia- 
tion of  therapy,  91.7%  (of  168  patients)  showed 
significant  bacteriological  response  to  Bactrim, 
compared  with  81.2%  (of  144  patients)  to  tri- 
methoprim and  64.5%  (of  155  patients)  to  sulfa- 
methoxazole. More  than  half  of  these  patients  had 
obstructive  complications. 

Excellent  response 
maintained 

Bactrim  proved  equally  impressive  in  maintain- 
ing this  bacteriological  response.  In  the  above  study, 
after  a ten-day  course  of  therapy  with  Bactrim, 
68.4%  of  patients  with  chronic  urinary  tract  infec- 
tions maintained  response  for  up  to  42  consecu- 
tive days,  compared  with  59.7%  with  trimethoprim 
and  44.4%  with  sulfamethoxazole.  These  results 
are  particularly  noteworthy  considering  the  number 
of  patients  with  obstructive  complications-cases 
regarded  as  being  notoriously  difficult  to  treat. 


Prescribing  considerations  j 

Clinical  Limitations:  Currently,  the  increasing  fre-  * 

quency  of  resistant  organisms  is  a limitation  of  the  * 
usefulness  of  all  antibacterial  agents,  especially  « 
in  the  treatment  of  chronic  and  recurrent  urinary  ir 
tract  infections.  Not  recommended  for  children 
under  twelve.  {, 

Contraindications:  Hypersensitivity  to  trimethoprim 
or  sulfonamides.  Pregnancy  and  during  the  nurs-  jie: 

ing  period.  ;»c 

Warnings  and  Precautions:  Both  sulfamethoxazole  ^ (?* 
and  trimethoprim  have  been  reported  to  interfere  ' 
with  hematopoiesis.  Complete  blood  counts  should  jer 
be  done  frequently.  If  a significant  reduction  in  the  iise 
count  of  any  formed  blood  element  is  noted,  Bactrim  i 
should  be  discontinued.  Bactrim  should  be  given 
with  caution  to  patients  with  impaired  renal  or  I j;! 
hepatic  function,  possible  folate  deficiency,  severe 
allergy  or  bronchial  asthma.  Maintain  adequate  ti; 
fluid  intake.  Urinalyses  with  careful  microscopic  i* 

examination  and  renal  function  tests  should  be 
performed  during  therapy,  particularly  for  those  sp 
patients  with  impaired  renal  function. 

Adverse  Effects:  Among  the  most  common  side  f]|' 
effects  are  nausea,  vomiting,  rash,  leukopenia  and  T _ 
elevations  in  SCOT  and  creatinine. 

Usual  adult  dosage:  two  tablets  every  twelve  hours  i 
for  10  to  14  days;  no  loading  dose  required.  j 

*Data  on  file,  Hoffmann-La  Roche  Inc.,  Nutley,  N.J.  07110  J 

^4  patients  not  available  for  evaluation  at  day  10.  r 
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BACTRIM 


Each  tablet  contains  80  mg  trimethoprim  and  400  mg  sulfamethoxazole. 

for  chronic  urinary  tract  infections 
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Roche  Laboratories 
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Nutley.  N J 07110 


Complete  Product  Information: 

Description:  Bactrim  is  a synthetic  antibacterial  combination  prod- 
uct, available  in  scored  light-green  tablets,  each  containing  80  mg 
trimethoprim  and  400  mg  sulfamethoxazole. 

Trimethoprim  is  2,4-diamino-5-(3,4,5-trimethoxybenzyl)  pyrimidine. 
It  is  a white  to  light-yellow,  odorless,  bitter  compound  with  amolec- 
ular  weight  of  290.3. 

Sulfamethoxazole  is  /V'-(5-methyl-3-isoxazolyl)sulfanilamide.  It  is 
an  almost  white  in  color,  odorless,  tasteless  compound  with  a mo- 
lecular weight  of  253.28. 

Actions:  Microbiology:  Sulfamethoxazole  inhibits  bacterial  synthesis 
of  dihydrofolic  acid  by  competing  with  para-aminobenzoic  acid. 
fTrimethoprim  blocks  the  production  of  tetrahydrofolic  acid  from  di- 
ihydrofolic  acid  by  binding  to  and  reversibly  inhibiting  the  required 
enzyme,  dihydrofolate  reductase.  Thus,  Bactrim  blocks  two  con- 
secutive steps  in  the  biosynthesis  of  nucleic  acids  and  proteins 
essential  to  many  bacteria. 

In  vitro  studies  have  shown  that  bacterial  resistance  develops  more 
slowly  with  Bactrim  than  with  trimethoprim  or  sulfamethoxazole 
alone. 

• In  vitro  serial  dilution  tests  have  shown  that  the  spectrum  of  anti- 
bacterial activity  of  Bactrim  includes  the  common  urinary  tract 
jpathogens  with  the  exception  of  Pseudomonas  aeruginosa.  The  fol- 
lowing organisms  are  usually  susceptible:  Escherichia  coli,  Kleb- 
siella-Enterobacter,  Proteus  mirabilis  and  indole-positive  proteus 
species. 


Representative  Minimum  Inhibitory  Concentration  Values 
for  Bactrim-Susceptible  Organisms 

(MIC— mcg/m!) 

Trimeth- 

oprim 

Sulfameth- 

oxazole 

TMP/SMX  (1:20) 

Bacteria 

alone 

alone 

IMP 

SMX 

Escherichia 

coli 

0.05-1.5 

1.0  -245 

0.05-0.5 

0.95-  9.5 

Proteus  spp. 
indole  positive 

0.5  -5.0 

7.35  -300 

0.05-1.5 

0.95-28.5 

Proteus 

mirabilis 

0.5  -1.5 

7.35  - 30 

0.05-0.15 

0.95-  2.85 

Klebsiella- 

Enterobacter 

0.15-5.0 

0.735-245 

0.05-1.5 

0.95-28.5 

Human  Pharmacology:  Bactrim  is  rapidly  absorbed  following  oral 
administration.  The  blood  levels  of  trimethoprim  and  sulfamethoxa- 
zole are  similar  to  those  achieved  when  each  component  is  given 
alone.  Peak  blood  levels  for  the  individual  components  occur  one 
to  four  hours  after  oral  administration.  The  half-lives  of  sulfameth- 
oxazole and  trimethoprim,  10  and  16  hours  respectively,  are  rela- 
tively the  same  regardless  of  whether  these  compounds  are  admin- 
istered as  individual  components  or  as  Bactrim.  Detectable 
amounts  of  trimethoprim  and  sulfamethoxazole  are  present  in  the 
blood  24  hours  after  drug  administration.  Free  sulfamethoxazole 
and  trimethoprim  blood  levels  are  proportionately  dose-dependent. 
On  repeated  administration,  the  steady-state  ratio  of  trimethoprim 
to  sulfamethoxazole  levels  in  the  blood  is  about  1:20. 
Sulfamethoxazole  exists  in  the  blood  as  free,  conjugated  and  pro- 
tein-bound forms;  trimethoprim  is  present  as  free,  protein-bound 
and  metabolized  forms.  The  free  forms  are  considered  to  be  the 
therapeutically  active  forms.  Approximately  44  percent  of  trimeth- 
oprim and  70  percent  of  sulfamethoxazole  are  protein-bound  in  the 
blood.  The  presence  of  10  mg  percent  sulfamethoxazole  in  plasma 
decreases  the  protein  binding  of  trimethoprim  to  an  insignificant 
degree;  trimethoprim  does  not  influence  the  protein  binding  of 
sulfamethoxazole. 

Excretion  of  Bactrim  is  chiefly  by  the  kidneys  through  both  glomer- 
ular filtration  and  tubular  secretion.  Urine  concentrations  of  both 
sulfamethoxazole  and  trimethoprim  are  considerably  higher  than 
are  the  concentrations  in  the  blood.  When  administered  together 
as  in  Bactrim,  neither  sulfamethoxazole  nor  trimethoprim  affects 
the  urinary  excretion  pattern  of  the  other. 

Indications:  Chronic  urinary  tract  infections  (primarily  pyelonephri- 
tis, pyelitis  and  cystitis)  due  to  susceptible  organisms  (usually 
E.  coli,  Klebsiella-Enterobacter,  Proteus  mirabilis,  and,  less  fre- 
quently, indole-positive  proteus  species). 

Important  note;  Currently,  the  increasing  frequency  of  resistant  organ- 
isms is  a limitation  of  the  usefulness  of  all  antibacterial  agents,  espe- 
cially in  the  treatment  of  chronic  and  recurrent  urinary  tract  infections. 
Contraindications:  Hypersensitivity  to  trimethoprim  or  sulfonamides. 
Pregnancy  and  during  the  nursing  period  (see  Reproduction 
Studies). 

Warnings:  Deaths  associated  with  the  administration  of  sulfonamides 
have  been  reported  from  hypersensitivity  reactions,  agranulocyto- 
sis, aplastic  anemia  and  other  blood  dyscrasias.  Experience  with 
trimethoprim  alone  is  much  more  limited,  but  it  has  been  reported 
to  interfere  with  hematopoiesis  in  occasional  patients.  In  elderly 
patients  concurrently  receiving  certain  diuretics,  primarily  thia- 
zides, an  increased  incidence  of  thrombopenia  with  purpura  has 
been  reported. 


The  presence  of  clinical  signs  such  as  sore  throat,  fever,  pallor, 
purpura  or  jaundice  may  be  early  indications  of  serious  blood  dis- 
orders. Complete  blood  counts  should  be  done  frequently  in  pa- 
tients receiving  Bactrim.  If  a significant  reduction  in  the  count  of 
anyformed  blood  element  is  noted,  Bactrim  should  be  discontinued. 
At  the  present  time,  there  is  insufficient  clinical  information  on  the 
use  of  Bactrim  in  infants  and  children  under  12  years  of  age  to 
recommend  its  use. 

Precautions:  Bactrim  should  be  given  with  caution  to  patients  with 
impaired  renal  or  hepatic  function,  to  those  with  possible  folate 
deficiency  and  to  those  with  severe  allergy  or  bronchial  asthma.  In 
glucose-6-phosphate  dehydrogenase-deficient  individuals,  hemoly- 
sis may  occur.  This  reaction  is  frequently  dose-related.  Adequate 
fluid  intake  must  be  maintained  in  order  to  prevent  crystalluria  and 
stone  formation.  Urinalyses  with  careful  microscopic  examination 
and  renal  function  tests  should  be  performed  during  therapy,  par- 
ticularly for  those  patients  with  impaired  renal  function. 

Adverse  Reactions:  For  completeness,  all  major  reactions  to  sul- 
fonamides and  to  trimethoprim  are  included  below,  even  though 
they  may  not  have  been  reported  with  Bactrim. 

Blood  dyscrasias:  Agranulocytosis,  aplastic  anemia,  megaloblastic 
anemia,  thrombopenia,  leukopenia,  hemolytic  anemia,  purpura, 
hypoprothrombinemia  and  methemoglobinemia. 

Allergic  reactions:  Erythema  multiforme,  Stevens-Johnson  syn- 
drome, generalized  skin  eruptions,  epidermal  necrolysis,  urticaria, 
serum  sickness,  pruritus,  exfoliative  dermatitis,  anaphylactoid  re- 
actions, periorbital  edema,  conjunctival  and  scleral  injection,  pho- 
tosensitization, arthralgia  and  allergic  myocarditis. 

Gastrointestinal  reactions:  Glossitis,  stomatitis,  nausea,  emesis, 
abdominal  pains,  hepatitis,  diarrhea  and  pancreatitis. 

C.N.S.  reactions:  Headache,  peripheral  neuritis,  mental  depression, 
convulsions,  ataxia,  hallucinations,  tinnitus,  vertigo,  insomnia,  ap- 
athy, fatigue,  muscle  weakness  and  nervousness. 

Miscellaneous  reactions:  Drug  fever,  chills,  and  toxic  nephrosis  with 
oliguria  and  anuria.  Periarteritis  nodosa  and  L.  E.  phenomenon 
have  occurred. 

The  sulfonamides  bear  certain  chemical  similarities  to  some  goitro- 
gens,  diuretics  (acetazolamide  and  the  thiazides)  and  oral  hypogly- 
cemic agents.  Goiter  production,  diuresis  and  hypoglycemia  have 
occurred  rareiy  in  patients  receiving  sulfonamides.  Cross-sensitivity 
may  exist  with  these  agents.  Rats  appear  to  be  especially  suscepti- 
ble to  the  goitrogenic  effects  of  sulfonamides,  and  long-term  ad- 
ministration has  produced  thyroid  malignancies  in  the  species. 
Dosage  and  Administration:  Not  recommended  for  use  in  children 
under  12  years  of  age. 

The  usual  adult  dosage  is  two  tablets  every  12  hours  for  10  to  14 
days. 


For  patients  with  renal  impairment: 


Creatinine  Clearance 
(ml/min) 

Recommended  Dosage 
Regimen 

Above  30 

Usual  standard  regimen 

15-30 

2 tablets  every  24  hours 

Below  15 

Use  not  recommended 

How  Supplied:  Tablets,  containing  80  mg  trimethoprim  and  400  mg 
sulfamethoxazole— bottles  of  100  and  500;  Tel-E-Dose®  packages 
of  1000;  Prescription  Paks  of  40,  available  singly  and  in  trays  of  10. 
Imprint  on  tablets:  ROCHE  50. 

Reproduction  Studies:  In  rats,  doses  of  533  mg/kg  sulfamethoxazole 
or  200  mg/kg  trimethoprim  produced  teratological  effects  mani- 
fested mainly  as  cleft  palates.  The  highest  dose  which  did  not  cause 
cleft  palates  in  rats  was  512  mg/ kg  sulfamethoxazole  or  192  mg/ kg 
trimethoprim  when  administered  separately.  In  two  studies  in  rats, 
no  teratology  was  observed  when  512  mg/kg  of  sulfamethoxazole 
was  used  in  combination  with  128  mg/ kg  of  trimethoprim.  How- 
ever, in  one  study,  cleft  palates  were  observed  in  one  litter  out  of 
9 when  355  mg/ kg  of  sulfamethoxazole  was  used  in  combination 
with  88  mg/kg  of  trimethoprim. 

In  rabbits,  trimethoprim  administered  by  intubation  from  days  8 to 
16  of  pregnancy  at  dosages  up  to  500  mg/ kg  resulted  in  higher 
incidences  of  dead  and  resorbed  fetuses,  particularly  at  500  mg/  kg. 
However,  there  were  no  significant  drug-related  teratological  effects. 

BACTRIM 

Each  tablet  contains  80  mg  trimethoprim  and  400  mg  sulfamethoxazole. 

Roche  Laboratories 
Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  N J.  07110 
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Management  of  VD  Patients 

Good  clinical  management  of  individual  in- 
fected patients  is  essential  in  controlling  the  gonor- 
rhea epidemic.  The  reason  for  therapy  failure  in 
many  cases  is  due  to  the  use  of  ineffecti\e  anti- 
biotics as  well  as  inadequate  dosage.  The  drug  of 
choice  in  the  treatment  of  uncomplicated  gonor- 
rhea (urethral,  cer\ical,  pharyngeal,  or  rectal)  is: 

Parenteral  — men  and  women  — 
-A-ciueous  procaine  penicillin  G,  4.8  million 
units  intramuscularly  divided  into  at  least 
two  doses  and  injected  at  different  sites  at 
one  visit,  together  with  1 gram  of  oral  pro- 
benecid, preferably  given  at  least  30  minutes 
prior  to  the  injection.  (Studies  have  shown 
that  this  therapy  produces  cure  rates  ap- 
proximating 98  percent  and  is  effective  in 
aborting  incubating  syphilis) . 

Patients  with  known  exposure  to  gonorrhea 
should  receive  the  same  treatment  as  those  known 
to  have  gonorrhea.  All  gonorrhea  patients  should 
have  a serologic  test  for  syphilis  at  the  time  of 


diagnosis.  Patients  with  gonorrhea  who  also  have 
syphilis  should  be  given  additional  treatment  ap- 
propriate to  the  stage  of  syphilis. 

Note:  Long-acting  forms  of  penicillin  (such 
as  benzathine  penicillin  G)  which  produce  low 
blood  levels  are  contraindicated  in  the  treatment 
of  gonorrhea. 

Additional  information  on  therapy  and  follow- 
up of  venereal  disease  patients  is  available  through 
the  Ohio  Department  of  Health,  \^enereal  Disease 
Unit,  450  East  Town  Street,  Golumbus,  Ohio 
43215  (Telephone  614/466-2446). 

Immunization  Needs  More  Attention 

Recent  historical  and  serological  surveys  of 
immunity  levels  in  two  year  olds  and  school  en- 
terers  in  Ohio  have  shown  considerable  lack  of 
immunity,  particularly  for  poliomyelitis,  rubella, 
and  rubeola. 

Physicians  are  reminded  that  vaccines  are  pro- 
vided to  them  free  of  charge  by  the  Ohio  Depart- 
ment of  Health.  We  urge  your  cooperation  with 
public  health  agencies  in  attempting  to  increase 
the  immunity  levels  in  children. 
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KEEPING  UP 


Continuing  Education  Opportunities 
for  Physicians  in  Ohio 


October 

Cleveland  Clinic  Educational  Foundation,  9500 
Euclid  Ave.,  Cleveland  44106. 

Dermatology  for  the  Non-Dermatologist  — 
October  10-11. 

Pediatric  Endocrinology  — October  24-25. 

Problem  Oriented  Practice  — Akron  City 

Hospital,  525  E.  Market  St.,  Akron;  October  17. 

Ohio  State  University  College  of  Medicine,  Con- 
tinuing Medical  Education  Conferences;  for 
details  contact  OSU  Center  for  Continuing 
Medical  Education,  410  W.  Tenth  St.,  Co- 
lumbus 43210: 

Contact  Lense  Seminar  — October  18-20. 
Head  and  Neck  Surgery'  — October  25-27. 

University  of  Cincinnati  College  of  Medicine 
(CONMED): 

The  Range  of  Normal  in  Human  Behavior  — 
at  the  Shrine  Bums  Institute,  October 
18-21. 

Hypertension  Symposium  — October  24  at 
the  Shrine  Burns  Institute,  202  Good- 
man St.,  Cincinnati. 

Workshop  on  Bereavement  — October  29-30 
at  the  Medical  Center. 

Newborn  Care  — October  31  at  the  Shrine 
Burns  Institute. 

Akron  City  Hospital,  Market  & Arch  Sts.,  Akron 
44309: 

Problem  Oriented  Practice,  October  17,  by 
.'Vrnold  Littman,  M.D. 

\4siting  Professor  Program,  Department  of 
Medicine,  Oct.  25-26,  William  Greene, 
M.D. 


Publication  deadlines  require  that  no- 
tices of  postgraduate  courses,  in  order  to 
be  published  in  these  columns,  must  be 
received  in  The  Journal  office  at  least  60 
days  before  the  course  is  scheduled  to  be 
given. 


Northwestern  Ohio  Medical  Association, 
annual  meedng  and  scientific  session,  Holiday 
Inn,  Bowling  Green,  Oct.  31;  10:00  a.m.  to  4:00 
p.m.;  contact  Marjorie  E.  Conrad,  M.D.,  presi- 
dent and  chairman,  15819  Bowling  Green  Road 
West,  Bowling  Green  43402. 

Courses  Sponsored  by  Medical  College  of  Ohio  at 
Toledo;  for  details  contact  MCO  Office  of 
Continuing  Education,  P.  O.  Box  6190,  To- 
ledo 43614. 

Pulmonary  Embolism  — Clinical  Seminar  on 
Emergency  Medicine  — at  \^an  Wert 
County  Hospital,  \'an  Wert,  October  10, 
1:00-5:00  p.m. 

Tissue  and  Organ  Transplantation  — Semi- 
nar on  Fundamentals  of  Surgery  — Oc- 
tober 13,  10:00  a.m.  to  noon;  in  Room 
G-1  at  MCO,  .\rlington  and  S.  Detroit 
.\venues. 

Water  and  Electrolyte  Physiology  — Seminar 
on  Fundamentals  of  Surgery  — October 
27,  10:00  a.m.  to  noon  in  Room  G-1  at 
MCO. 


(Continued  on  Page  745) 
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Recommendations'  on 
Combination  Live  Vims  Vaccines 


American  Academy 
of  Pediatrics 

Committee  on 
Infectious  Diseases 

In  the  September  15,  1971  AAP  News- 
letter sent  to  Academy  members,  the  Com- 
mittee on  Infectious  Diseases  of  the 
American  Academy  of  Pediatrics  stated 
its  recommendations  on  the  use  of  com- 
bination live  virus  vaccines.  After  a care- 
ful review  of  available  data,  the  committee 
concluded  that: 

• “This  information  indicates  that  the 
products  are  both  safe  and  effective  when 
used  as  directed.” 

• The  vaccine  “...can,  therefore,  be  rec- 
ommended with  the  obvious  advan- 
tages of  reduction  in  the  number 
of  injections  for  any  given 
child  and  a concomitant  de- 
crease in  the  required 
visits  to  a physician’s  of- 
fice or  clinic.” 

^For  complete  text  of  both 
recommendations  see  your 
MSD  representative  or  write 
to  Professional  Service  Dept., 

Merck  Sharp  & Dohme, 

West  Point,  Pa.  19486. 


United  States 
Public  Health  Service 

Advisory  Committee  on 
Immunization  Practices 

In  the  April  24,  1971  issue  of  Morbidity 
and  Mortality  Weekly  Report,  the  Advis- 
ory Committee  on  Immunization  Prac- 
tices of  the  United  States  Public  Health 
Service  presented  recommendations  on 
the  use  of  combination  live  virus  vaccines. 
The  committee  stated  that: 

• “Data  indicate  that  antibody  response 
to  each  component  of  these  combination 
vaccines  is  comparable  with  antibody  re- 
sponse to  the  individual  vaccines  given 
separately. 

• “There  is  no  evidence  that  ad- 
verse reactions  to  the  combined 
products  occur  more  fre- 
quently or  are  more  severe 
than  known  reactions  to  the 
individual  vaccines  (see  per- 
tinent ACIP  recommenda- 
tions). 

• “The  obvious  convenience 
of  giving  already  selected 
antigens  in  combined  form 
should  encourage  considera- 
tion of  using  these  products 
when  appropriate.” 


742  / The  Ohio  State  Medical  Journal 


(MEASLES,  MUMPS  AND  RUBELLA 
VIRUS  VACCINE,  LIVE  I MSD) 

Sint>le-(lose  viiils 


M-M-R,  given  in  a single  injection,  fits  easily  into 
your  routine  immunization  program  for  well  babies. 

Given  at  age  12  months,  M-M-R  provides  for  vaccina- 
tion early  in  life  against  measles,  mumps,  and  rubella. 


MSD  suggested  immunization  schedule  for  well  babies 

Age 

Vaccine(s) 

1 

2 months 

DPT  (diphtheria-pertussis-tetanus) 
Oral  poliomyelitis  vaccine  (triple) 

3 months 

DPT* 

4 months 

DPT 

Oral  poliomyelitis  vaccine  (triple) 

6 months 

Oral  poliomyelitis  vaccine  (triple) 

12  MONTHS 

M-M-R  (MEASLES,  MUMPS  AND 
RUBELLA  VIRUS  VACCINE,  LIVE,  MSD) 

1.  'I'his  vaccination  may  bo  given  at  3 months,  5 months,  or  at  D months,  depending  on  your  preference  or  on  tlie  condition 
of  the  child. 

Since  vaccination  with  a live  virus  vaccine  may  depress  the  results  of  a tuberculin  test  for  four  weeks  or  longer,  the  test  and 
the  vaccine  should  not  be  given  during  the  same  office  visit. 

■Tf'ademark  of  Merck  & Co..  I NC- 

For  a brief  summary  of  prescribing  information,  please  see  following  page. 
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(MEASLES,  MUMPS  AND  RUBELLA 
VIRUS  VACCINE,  LIVE  I MSD) 

Sin”l(!-cl()so  vials 


No  untoward  reactions  peculiar  to  the  combination 
vaccine  (M-M-R)  have  been  reported. 

Moderate  fever  (101-102.9  F)  occurs  occasionally.  High 
fever  (over  103  F)  occurs  less  commonly.  On  rare  occa- 
sions. children  who  develop  fever  may  exhibit  febrile 
convulsions.  Rash  (usually  minimal  and  without  gen- 
eralized distribution)  may  occur  infrequently. 

Since  clinical  experience  with  measles,  mumps,  and 
rubella  virus  vaccines  given  individually  indicates 
that  very  rarely  encephalitis  and  other  nervous  system 
reactions  have  occurred,  such  reactions  may  also  occur 
with  M-M-R.  A cause  and  effect  relationship,  however. 


has  not  been  established. 

Excretion  of  the  live  attenuated  rubella  virus  from  the 
throat  has  occurred  in  the  majority  of  susceptible  in- 
dividuals administered  the  rubella  vaccine.  There  is  no 
definitive  evidence  to  indicate  that  such  virus  is  con- 
tagious to  susceptible  persons  wbo  are  in  contact  with 
tbe  vaccinated  individuals.  Consequently,  transmission, 
while  accepted  as  a theoretical  possibility,  has  not  been 
regarded  as  a significant  risk. 

Must  not  be  given  to  women  wbo  are  pregnant  or 
who  might  become  pregnant  within  three  months 
following  vaccination. 


Contraindications:  Pregnancy  or  possibility  of  preg- 
nancy within  three  months  following  vaccination;  in- 
fants less  than  one  year  old;  sensitivity  to  chicken  or 
duck,  chicken  or  duck  eggs  or  feathers,  or  neomycin; 
any  febrile  respiratory  illness  or  other  active  febrile 
infection;  active  untreated  tuberculosis;  therapy  with 
ACTIT,  corticosteroids,  irradiation,  alkylating  agents, 
or  antimetabolites;  blood  dyscrasias,  leukemia,  lym- 
phomas of  any  type,  or  other  malignant  neoplasms 
affecting  the  bone  marrow  or  lymphatic  systems; 
gamma  globulin  deficiency,  i.e.,  agammaglobulinemia, 
hypogammaglobulinemia,  and  dysgammaglobulinemia. 
Precautions:  Administer  subcutaneously;  do  not  give 
intravenously.  Epinephrine  should  be  available  for 
immediate  use  should  an  anaphylactoid  reaction  occur. 
Should  not  be  given  less  than  one  month  before  or 
after  immunization  with  other  live  virus  vaccines; 
vaccination  should  be  deferred  for  at  least  six  weeks 
following  blood  transfusions  or  administration  of  more 
than  0.02  cc  immune  serum  globulin  (human)  per 
pound  of  body  weight,  or  human  plasma. 

Due  caution  should  be  employed  in  children  with  a 
history  of  febrile  convulsions,  cerebral  injury,  or  any 
other  condition  in  which  stress  due  to  fever  should  be 
avoided.  The  physician  should  be  alert  to  the  tempera- 
ture elevation  which  may  occur  after  vaccination. 
Excretion  of  the  live  attenuated  rubella  virus  from 
the  throat  has  occurred  in  the  majority  of  susceptible 
individuals  administered  the  rubella  vaccine.  There 
is  no  definitive  evidence  to  indicate  that  such  virus  is 
contagious  to  susceptible  persons  who  are  in  contact 
with  the  vaccinated  individuals.  Consequently,  trans- 
mission, while  accepted  as  a theoretical  possibility, 
has  not  been  regarded  as  a significant  risk. 
Attenuated  live  virus  measles  and  mumps  vaccines, 
given  separately,  may  temporarily  depress  tuberculin 
skin  sensitivity;  therefore,  if  a tuberculin  test  is  to  be 
done,  it  should  be  scheduled  before  vaccination,  to 
avoid  the  possibility  of  a false  negative  response. 
Before  reconstitution,  refrigerate  vaccine  at  2-8  C 
(35.6-46.4  F)  and  protect  from  light.  Use  only  diluent 
supplied  to  reconstitute  vaccine.  If  not  used  immedi- 
ately, return  reconstituted  vaccine  to  refrigerator  at 
2-8  C (35.6-46.4  F),  and  discard  after  eight  hours. 


Adverse  Reactions:  Fever,  rash;  mild  local  reactions 
such  as  erythema,  induration,  tenderness,  regional 
lymphadenopathy ; parotitis;  thrombocytopenia  and 
purpura;  allergic  reactions  such  as  urticaria;  arthritis, 
arthralgia,  and  polyneuritis. 

Occasionally,  moderate  fever  (101-102.9  F);  less  com- 
monly, high  fever  (above  103  F);  rarely,  febrile  con- 
vulsions. 

Encephalitis  and  other  nervous  system  reactions  that 
have  occurred  very  rarely  with  the  individual  vaccines 
may  also  occur  with  the  combined  vaccine. 

Transient  arthritis,  arthralgia,  and  polyneuritis  are 
features  of  natural  rubella  and  vary  in  frequency  and 
severity  with  age  and  sex,  being  greatest  in  adult  fe- 
males and  least  in  prepubertal  children.  Such  reac- 
tions have  been  reported  with  live  attenuated  rubella 
virus  vaccines.  Symptoms  relating  to  joints  (pain, 
swelling,  stiffness,  etc.)  and  to  peripheral  nerves  (pain, 
numbness,  tingling,  etc.)  occurring  within  approxi- 
mately two  months  after  immunization  should  be  con- 
sidered as  possibly  vaccine  related.  Symptoms  have 
generally  been  mild  and  of  no  more  than  three  days’ 
duration.  The  incidence  in  prepubertal  children  would 
appear  to  be  less  than  l“/o  for  reactions  that  would 
interfere  with  normal  activity  or  necessitate  medical 
attention. 

How  Supplied:  Single-dose  vials  of  lyophilized  vac- 
cine, containing  when  reconstituted  not  less  than 
1,000  TCIDso  (tissue  culture  infectious  doses)  of 
measles  virus  vaccine,  live,  attenuated,  5,000  TCIDso  of 
mumps  virus  vaccine,  live,  and  1,000  TCIDso  of  rubella 
virus  vaccine,  live,  expressed  in  terms  of  the  assigned 
titer  of  the  NIH  Reference  Measles,  Mumps,  and  Ru- 
bella Viruses,  and  approximately  25  meg  neomycin, 
with  a disposable  syringe  containing  diluent  and  fitted 
with  a 25-gauge,  Vs"  needle.  Also  in  boxes  of  10  single- 
dose vials  nested  in  a pop-out  tray 
with  a separate  box  of  10  diluent- 
containing  syringes. 

For  more  detailed  information,  con- 
sult your  MSD  representative  or  see 
full  prescribing  information.  Merck 
Sharp  &■  Dohme,  Division  of  Merck 
& Co.,  Inc.,  West  Point,  Pa.  19486 
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Educational  Opportunities  in  Ohio  — Continued 


November 

Occupational  Medicine  and  Environmental 
Health — 2-week  full-time  course  with  emphasis  on 
clinical  and  environmental  hygiene  problems, 
coverage  of  OSHA;  November  5 to  November  16; 
tuition  $600;  for  details  contact  Sidney  Lerner, 
M.D.,  Kettering  Laboratory,  Department  of  En- 
vironmental Health,  College  of  Medicine,  Univer- 
sity of  Cincinnati,  Cincinnati,  Ohio  45219. 

Toxemia  of  Pregnancy — Educational  Forum 
sponsored  by  the  Cleveland  Society  of  Obstetri- 
cians and  Gynecologists,  at  the  Marriott  Inn, 
4277  W.  150th  Street,  Cleveland,  November  14, 
beginning  at  3:00  p.m.;  guest  speaker,  Russell 
DeAlvarez,  M.D.,  Temple  University;  dinner  and 
evening  meeting,  7:00  p.m.  with  Dr.  DeAlvarez 
continuing  the  discussion  on  the  same  subject. 
Contact  Lester  A.  Ballard,  Jr.,  M.D.,  Secretary, 
Clinic  Center,  9500  Euclid  Avenue,  Cleveland 
44106. 

Biomechanics  — Sponsored  by  American 
Academy  of  Orthopaedic  Surgeons,  430  N.  Michi- 
gan Ave.,  Chicago  6061 1 ; at  Case  Western  Reserve 
University  School  of  Medicine,  November  5-9. 

University  of  Cincinnati  College  of  Medicine 
(CONMED): 

Ophthalmologist  for  the  Generalist  - — No- 
vember 8 at  the  Shrine  Burns  Institute. 

Basic  Principles  of  Rhinoplasty  — November 
11-14,  cosponsored  by  the  American 
Academy  of  Facial  Plastic  and  Recon- 
structive Surgery  and  the  UC  Dept,  of 
Otolaryngology  and  Maxillofacial  Sur- 
gery. 

Ohio  State  University  College  of  Medicine,  Con- 
tinuing Medical  Education  Conferences;  for 
details  contact  OSU  Center  for  Continuing 
Medical  Education,  410  W.  Tenth  St.,  Co- 
lumbus 43210: 

Industrial  Audiometry  and  Conservation  of 
Hearing  — • November  7-9;  at  Stouffer’s 
University  Inn,  3025  Olentangy  River 
Rd.,  Columbus. 

Vascular  Disease  — at  Stouffer’s  University 
Inn,  3025  Olentangy  River  Rd.,  Colum- 
bus; November  9-10. 

Pathophysiology  of  Trauma  — Sponsored  by 
the  American  Academy  of  Orthopaedic 
Surgeons,  at  OSU,  November  14-16. 


Cleveland  Clinic  Educational  Foundation,  9500 
Euclid  .A,ve.,  Cleveland  44106: 

Gastroenterology  — November  14-15. 


Akron  City  Hospital,  Market  & Arch  Sts.,  Akron 

44309: 

Visiting  Professor  Program,  Dept,  of  Surgery, 
November  8-9,  Bruce  G.  MacMillan, 
M.D. 

What  the  Medical  Subspecialist  Thinks  the 
Primary  Practitioner  Should  Know 
About  His  Field,  Nov.  21. 

Visiting  Professor  Program,  Dept,  of  Path- 
ology, Nov.  29-30,  Stephen  E.  Ritzmann, 
M.D. 


Why  Should  We  Control  Blood  Sugar?  — 
Youngstown  Hospital  Association,  South  Unit, 
Guest  Professor,  Manuel  Tzagournis,  M.D.,  assis- 
tant dean,  OSU  College  of  Medicine,  Nov.  15, 
8:00  a.m. 


Courses  Sponsored  by  Medical  College  of  Ohio  at 

Toledo;  for  details  contact  MCO  Office  of 

Continuing  Education,  P.  O.  Box  6190,  To- 
ledo 43614. 

Acute  Gastrointestinal  Disorders  During  Preg- 
nancy — Clinical  Seminar  on  Emergency 
Medicine  — November  8,  at  Holiday 
Inn,  Defiance,  4:00  to  9:00  p.m. 

The  Multiple-Injury  Patient  — Clinical  Semi- 
nar on  Emergency  Medicine  — Novem- 
ber 13,  Providence  Hospital,  Sandusky, 
4:00  to  9:00  p.m. 

Water  and  Electrolyte  Disturbances  in  Surgi- 
cal Patients  — Seminar  on  Fundamentals 
of  Surgery  — ■ November  3 and  10,  10:00 
a.m.  to  noon.  Room  G-1  at  MCO. 

Blood  — Normal  and  Abnormal  Coagulation 
— Seminar  on  Fundamentals  of  Surgery 

— November  17,  10:00  a.m.  to  noon. 
Room  G-1  at  MCO. 

Symposium  on  Ulcerative  Colitis  — Novem- 
ber 29  at  MCO. 

( Continued  on  Next  Page ) 
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Educational  Opportunities  in  Ohio  — Continued 


December 

Ohio  State  University  College  of  Medicine,  Con- 
tinuing Medical  Education  Conferences;  for 
details  contact  OSU  Center  for  Continuing 
Medical  Education,  410  Tenth  St.,  Co- 
lumbus 43210: 

Cardiology  — December  3. 

Cleveland  Clinic  Educational  Foundation,  9500 
Euclid  Ave.,  Cleveland  44106. 

Advances  in  Ophthalmology  — December 
5-6. 

Workshop  on  Fluid  and  Electrolyte  Clinical 
Problems  — December  12  at  Jewish  Hospital,  Cin- 
cinnati; and  Urology  X-ray  Seminar  — De- 
cember 13-15  at  the  Netherland  Hilton  Hotel; 
University  of  Cincinnati  College  of  Aledicine 
(CONMED). 

Medical  Economics  - — Akron  City  Hospital, 
525  E.  Market  St.,  Akron;  December  19. 


Akron  City  Hospital,  Market  & Arch  Sts.,  Akron 
44309: 

Visiting  Professor  Program,  Dept,  of  Ob-Gyn, 
John  T.  Queenan,  M.D.,  December  5-6. 

Medical  Economics,  December  19. 

Courses  Sponsored  by  Medical  College  of  Ohio  at 
Toledo;  for  details  contact  MCO  Office  of 
Continuing  Education,  P.  O.  Box  6190,  To- 
ledo 43614. 

Acute  Complications  Related  to  The  Pill  — 
Clinical  Seminar  on  Emergency  Medicine 
— at  Blanchard  Valley  Hospital,  Findlay, 
December  6,  1:00  to  5:00  p.m. 

Blood  Volume:  Maintenance/Replacement  — 
Seminar  on  Fundamentals  of  Surgery  — 
December  1,  Room  G-1  at  MGO,  10:00 
a.m.  to  noon. 

Metabolic  Responses  to  Surgery  — Seminars 
on  Fundamentals  of  Surgery  — Decem- 
ber 8 and  15,  10:00  a.m.  to  noon,  Room 
G-1  at  MCO. 


WINDSOR  HOSPITAL 

A NONPROFIT  CORPORATION 
— ESTABLISHED  7898  — 

Chagrin  Falls,  Ohio 

247  - 5300 

A hospital  for  the  treatment 
of  Psychiatric  Disorders 

High  on  a Hill-Top,  Overlooking  Beautiful 
Chagrin  River  Valley. 


Accredited  by  Joint  Commission  on  Accreditation  of  Hospitals. 


GUY  H.  WILLIAMS,  Jr.,  M.D. 
Medical  Director 


G.  PAULINE  WELLS,  R.N. 
Admin.  Director 


Booklet  available  on  request. 

HERBERT  A.  SIHLER,  Jr. 
President 


MEMBER;  American  Hosoital  Association  — National  Association  of  Private  Psychiatric  Hospitals 
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Banana-Flavored  Donnagel-PG 

The  civilized  solution  to  the  age-old  problem  of  diarrhea. 

The  evolution  of  Donnagel*  PG:  Donnagel-PG 

.j.-  Donnagel  with  paregoric  equivalent. 

Kaolin  and  pectin  to  provide  demulcent-detoxicant  enects.  Each  socc.  contains: 

Belladonna  alkaloids  for  antispasmodic  benefits.  ^^2  s mg 

Powdered  opium,  the  therapeutic  equivalent  of  paregoric— without  Hyoscyamme  sulfate n mql 

the  unpleasant  taste-to  promote  the  production  of  formed  stools  and  Hy3nrhydrobromide. . . ^ . o:oo65  ml 
lessen  the  urge.  Powdered  opium.  USP 24.0  mg. 

(equivalent  to  paregoric  6 ml.) 

And  a delicious  banana  flavor  good  enough  for  the  most  discriminating  (warning:  may  be  habit  forming) 

tastes  Sodium  benzoate 

(preservative) 60.0  mg. 

All  together  in  the  evolutionary  discovery  that’s  the  best-tasting  way  Alcohol.  5% 

^ 1*  1 (v Available  on  oral  prescription  or  without  prescription 

yet  to  treat  acute,  non-specitic  diarrheas.  in  compliance  with  applicable  state  and  local  law 

Chimp  cnurtfsy  Ilf  RinRiinff  Bniihers  & Bamum  & Bailey  Combined  Shows.  Inc  A.  H Robins  Company.  Richmond,  \ irginia  23220 


The  coughing  season  is  here  again.  Time  to 
rely  on  the  four  Robitussins  and  Cough 
Calmers  to  help  clear  the  lower  respiratory 
tract.  All  contain  glyceryl  guaiacolate,  the 
efficient  expectorant  that  works  systemically 
to  help  increasethe  output  of  lower  respiratory 
tract  fluid.  The  enhanced  flow  of  less  viscid 
secretions  soothes  the  tracheobronchial  mu- 
cosa, promotes  ciliary  action,  and  makes  thick, 
inspissated  mucus  less  viscid  and  easier  to 
raise.  Available  on  your  prescription  or  recom- 
mendation. 

For  coughs  of  colds  and  “flu” 

ROBITUSSIN^ 

Each  5 cc.  contains: 

Glyceryl  guaiacolate 100  mg. 

Alcohol,  3.5% 

For  unproductive  allergic  coughs 

ROBITUSSIN  A-C®  @ 


Each  5 cc.  contains: 

Glyceryl  guaiacolate 100  mg. 

Pheniramine  maleate  7.5  mg. 

Codeine  phosphate 10.0  mg. 


(warning:  may  be  habit  forming) 
Alcohol,  3.5% 

Non-narcotic  for  6-8  hr.  cough  control 


ROBITUSSIN-DM® 

Each  5 cc.  contains: 

Glyceryl  guaiacolate 100  mg. 

Dextromethorphan  hydrobromide  15  mg. 

Alcohol,  1.4% 


Robitussin-DM  in  solid  form  for  “coughs  on  the  go” 


COUGH  CALMERS® 

Each  Cough  Calmer  contains: 

Glyceryl  guaiacolate 50  mg. 

Dextromethorphan  hydrobromide 7.5  mg. 


Iiiect  the  Robitussin® 
ear-Tract”  Formulation 
I at  Treats  Your  Patient’s 


l iividual  Coughing 
beds: 


O'"-.® 


<5“ 


V-  - 
. o , 


Ibitussin®  4 
Ibitussin  A-C®  4 
BITUSSIN-DM®  4 
BITUSSIN-PE®  4 
:>UGH  CALMERS®  I 

9 this  handy  chart  as  a guide  in  seiecting  the  formuia  that  provides  the  benefits  you  want  for  your  patient. 
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o'" 

• 

• 

■ 

m 

■ 

Relieves  cough,  clears  sinuses  and  nasal  passages — 
keeps  them  “drip-dry”  but  not  bone  dry 


ROBITUSSIN-PE® 

Each  5 cc.  contains: 

Glyceryl  guaiacolate 100  mg. 

Phenylephrine  hydrochloride 10  mg. 

Alcohol,  1.4% 


A.  H.  Robins  Company,  Richmond,  Virginia  23220 
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^ Additional  information  available 

m to  the  profession  on  request. 

Eli  Lilly  and  Coftpany  • Indianapolis,  Indiana  46206 


t Igridine 

I ^cephaloridine 


500-mg.  and 
1-Gm.  ampoules 
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Vitamin  E:  Who  Needs  It? 

I.  The  Premature  Infant  and  E Deficiency 

David  K.  Melhorn,  M.D. 
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• Dr.  Melhorn,  Cleveland,  is  Assistant  Professor, 
Department  of  Pediatrics,  Case  M'estern  Reserve 
University  School  of  Medicine,  and  University 
Hospitals  of  Cleveland. 


HE  RECENT  RE  INTRODUCTION  of  em- 
phasis on  the  therapeutic  values  of  vitamin 
E (tocopherol)  in  a wide  variety  of  human  disease 
states,  generated  in  part  by  enthusiastic  news  media 
reports  and  commercial  claims,  prompts  this  three- 
part  review  of  the  biologic  function,  cellular  ac- 
tions, and  possible  therapeutic  roles  of  this  agent 
in  the  human  being.  In  this  first  part,  the  bio- 
chemical nature  of  tocopherols  will  be  considered, 
together  with  some  of  the  known  information 
regarding  biochemical  function  at  the  cellular  level. 
Following  a brief  introduction  to  the  chemical 
actions  of  the  vitamin,  a model  of  vitamin  E 
deficiency  in  the  human,  that  occurring  in  the 
premature  infant,  will  be  considered.  In  the  sub- 
sequent section,  relationships  between  E lack  and 
various  malabsorptive  disorders  in  the  child  and 
adult  will  be  explored,  and  in  the  final  part,  the 
rationality  or  irrationality  of  the  use  of  vitamin  E 
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therapy  for  disease  states  not  related  to  deficiency 
will  be  discussed. 

Biochemistry  of  the  Tocopherols 

\’itamin  E is  present  in  a variety  of  foodstuffs 
and  in  a variety  of  chemically  similar  forms.  Since 
there  is  still  controversy  about  the  most  biologically 
active  form  or  forms  of  the  vitamin,  the  alpha- 
tocopherol  compound  portrayed  in  Figure  1 w'ill 
be  considered  as  representative.  It  should  be  noted 
that  the  basic  tocopherol  molecule  is  modified  by 
esterification  with  an  acetate  moiety.  Tocopherol 
supplied  in  foodstuffs  is  usually  present  in  a variety 
of  free  tocopherol  forms,  and  the  ester  is  generally 
considered  to  be  removed  from  the  basic  molecule 
by  hydrolysis  upon  entering  circulation.  One  action 
of  vitamin  E in  biologic  systems  is  that  of  an  anti- 
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Fig.  1.  Representative  chemical  structure  of  toco- 
pherol moieties. 


oxidant,  or  antiperoxidant.  Its  effectiveness  in  pre- 
venting the  peroxidation  of  lipids  in  vitro  is  easily 
demonstrated,  although  the  exact  mode  of  this 
action  is  not  known  with  certainty.'  The  mech- 
anisms of  peroxidation  and  the  protective  actions 
of  the  tocopherols  at  the  cellular  level  are  sche- 
matically represented  in  Figure  2.^  It  should  be 
observ’ed  that  peroxidation  of  the  lipid  membrane 
components  by  peroxide  radicals  is  a continuous 
process  found  in  many  biologic  systems.  The  ef- 
fects of  peroxidation  on  lipids  and  cellular  proteins 
are  multiple,  and  these  effects  can  be  accentuated 
either  by  the  increased  presence  of  agents  stimu- 
lating peroxidation  or  by  a deficiency  of  the  cellu- 
lar mechanisms  normally  responsible  for  detoxifi- 
cation of  peroxidants.  Although  vitamin  E defi- 
ciency is  focused  upon  here,  the  normal  human 
red  blood  cell  (RBC)  and  other  cells  contain  a 
variety  of  efficient  mechanisms  defending  against 
peroxidant  agents,  eg,  glucose-6-phosphate  dehy- 
drogenase, glutathione,  glutathione  peroxidase, 
catalase,  and  others,  and  deficiencies  of  these  sub- 
stances also  may  increase  the  rate  and  degree  of 
peroxidant  damage.^ 


Causes  of  Vitamin  E Deficiency 

It  is  not  the  intention  of  this  review  to  re- 
count the  discoveries  which  led  to  the  identifica- 
tion of  v'itamin  E and  vitamin  E deficiency  states 
in  lower  animals.  Several  points  about  knowledge 
gained  in  animal  experimentation  are,  however, 
relevant  to  our  discussion  of  vitamin  E deficiency 
in  humans.  First,  E deficiency  in  animals  such  as 
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Fig.  2.  Diagram  modified  from  Jacob  and  Lux. 2 


the  mouse  or  rat  is  much  more  easily  produced 
in  the  weanling  or  newborn  animal.  Second,  many 
of  the  other  cellular  antioxidant  mechanisms  are 
often  decreased  or  absent  in  lower  animals.  It  is 
perhaps  for  this  reason  that  vitamin  E deficiency 
in  animals  results  in  far  more  serious  and  gener- 
alized effects  than  in  the  human.  These  points 
may  be  relevant  to  such  situations  as  prematurity, 
as  will  be  later  described. 

There  is  also  some  experimental  evidence, 
both  in  animals  and  in  humans,  that  vitamin  E 
plays  a role  in  regulating  cellular  synthesis  of 
proteins  and  porphyrins.'*  At  the  present  time,  it 
is  unclear  whether  these  functions  are  related  to 
the  antioxidant  properties  of  the  vitamin  or  some 
other  biochemical  role,  and  the  significance  of 
such  findings  in  relations  to  human  metabolism 
is  uncertain. 

Since  relationships  between  vitamin  E defi- 
ciency and  disease  states  in  the  human  being  re- 
main vague,  the  minimum  daily  requirement  for 
intake  of  the  vitamin  still  has  not  been  firmly 
established.  Various  amounts  have  been  recom- 
mended, both  for  children  and  adults,  which  have 
been  based  upon  the  average  oral  dietary  intake 
of  tocopherols  in  the  “normal  diet,”  or  the  com- 
parison of  serum  tocopherol  le\els  in  “normal” 
populations  of  individuals  with  subjects  given  con- 
trolled doses  of  the  vitamin.  It  is  also  clear  that 
intestinal  absorption,  and  perhaps  utilization,  of 
vitamin  E is  dependent  upon  other  components 
in  the  diet,  particularly  fats.  Although  a daily  in- 
take of  from  5 to  30  international  units  (lU)  has 
been  recommended  to  maintain  vitamin  E suf- 
ficiency, many  investigators  prefer  to  assess  re- 
quirements in  relation  to  polyunsaturated  fatty 
acid  (PUFA)  intake.  The  need  for  tocopherol 
appears  to  rise  in  proportion  to  an  increased  PUFA 
intake.^"^ 

Although  adequate  amounts  of  the  tocopherols 
are  present  in  a wide  variety  of  foods  contained  in 
the  average  adult  diet  in  this  country  (cereal  grains 
and  oils,  green  vegetables,  some  meat  products, 
peanut  oil,  etc.),  host  factors  play  an  important 
role  in  maintenance  of  E sufficiency.  In  the  fol- 
lowing section  on  the  premature  infant,  for  ex- 
ample, it  will  be  seen  that  vitamin  E levels  may 
depend  to  a greater  extent  on  efficient  intestinal 
absorption  than  the  amount  of  tocopherols  offered 
in  the  diet. 


Human  Vitamin  E Deficiency  and  Its 
Consequences:  the  Premature  Infant 

The  study  of  the  premature  infant  in  relation 
to  vitamin  E deficiency  began  some  time  ago,  not 
by  serendipitous  investigation,  but  by  the  recogni- 
tion of  possible  similarities  between  newborn  ani- 
mals and  the  immature  infant.  Like  the  weanling 
rodent,  the  small  premature  infant  is  often  vita- 
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min  E deficient  (by  the  commonly  accepted  defi- 
nition of  a serum-free  tocopherol  level  less  than 
0.50  per  100  ml)  at  or  shortly  after  birth  when 
gestational  age  is  less  than  36  weeks.  Unlike  many 
other  substances,  it  seems  apparent  that  tocopherols 
are  not  actively  transported  from  the  maternal 
circulation  through  the  placenta  into  the  fetal 
circulation.  In  fact,  cord  serum  E levels  in  pre- 
mature and  full-term,  newborn  infants  actually 
have  been  shown  to  be  significantly  lower  than 
in  their  mothers.® 

Vitamin  E deficiency  in  the  newborn  period 
is  rapidly  corrected  in  the  first  few  days  of  life 
in  the  full-term,  newborn  infant.  Although  both 
human  breast  milk  and  proprietary  formulas  in 
common  use  contain  relatively  small  amounts  of 
tocopherols,  the  intestinal  absorption  of  this  fat- 
soluable  vitamin  is  relatively  efficient  in  the  full- 
term  infant.  In  contrast,  gut  absorption  in  the 
premature  infant  whose  gestational  age  is  less  than 
36  weeks  is  significantly  and  persistently  decreased, 
a phenomenon  not  unexpected  in  consideration  of 
other  studies  documenting  decreased  absorption 
of  fats  and  other  fat-soluble  vitamins.®  As  is  clearly 
evident  in  Figure  3,  the  full-term  newborn  is  ca- 
pable of  efficient  E absorption  almost  from  the 
time  of  birth,  while  the  premature  infant  achieves 
the  same  capacity  only  as  he  achieves  gestational 
maturity.  Paradoxically,  therefore,  the  premature 
infant  is  not  only  most  likely  to  develop  vitamin 


HOURS 


Fig.  3.  Vitamin  E absorption  tolerance  curves.  Oral 
tolerance  dose  in  alpha-tocopherol  acetate,  25 
lU/kg  body  weight. 


E deficiency  but  is  least  capable  of  effective  ab- 
sorption of  fat-soluble  forms  of  vitamin  E during 
the  early  weeks  of  life. 

Laboratory  Findings 

For  many  years,  vitamin  E deficiency  in  a 
variety  of  conditions  has  been  associated  with  an 
in  vitro  laboratory  study  known  as  the  erythrocyte 
hydrogen  peroxide  (H2O2)  hemolysis  test.  First 
developed^®  in  the  1940’s,  and  subsequently  modi- 
fied in  a variety  of  ways,  red  cell  H2O2  hemolysis 
measures  the  in  vitro  lysis  of  erythrocytes  after 
exposure  to  H2O2.  Results  are  recorded  in  terms 
of  percent  hemolysis  after  a period  of  incubation. 
In  the  following  presentations  of  results  of  H2O2 
hemolysis  determinations,  the  method  of  Gordon, 
et  aP'  is  employed.  Correlation  between  an  ab- 
normally elevated  H2O2  hemolysis  test  and  vitamin 
E deficiency  (serum  vitamin  E levels  < 0.50  mg 
per  100  ml)  has  been  well-established,  although 
as  previously  suggested,  increased  oxidant  stress 
on  the  red  cell  membrane  may  also  result 
in  abnormal  erythrocyte  H2O2  hemolysis,  even 
when  serum  vitamin  E levels  are  within  the 
normal  range.  Examples  include  deficiencies  of 
red  cell  enzymes  involved  with  detoxification  of 
peroxides  or  large  amounts  of  oxidant  drugs  ad- 
ministered to  the  infant.  Even  oxygen  itself,  fre- 
quently administered  in  high  concentrations  in  the 
early  days  of  life  of  the  premature,  may  be  impli- 
cated in  increased  peroxidation  of  red  cell  lipids. 
The  correlation  between  abnormal  H2O2  fragility 
and  vitamin  E deficiency  becomes  clear  only  after 
the  initial  four  weeks  in  the  premature  infant 
whose  gestational  age  is  less  than  36  weeks. 

Another  factor  in  vitamin  E deficiency  in 
premature  infants  is  the  unusual  composition  of 
lipid  components  of  the  red  blood  cell  membrane. 
The  RBC  membrane  of  the  premature  infant  con- 
tains, at  the  time  of  birth,  a greater  total  lipid 
content  as  well  as  certain  lipid  fractions  when 
compared  with  the  adult  erythrocyte  and  even 
with  the  full-term  newborn.  As  the  premature 
infant  develops,  RBC  lipids  decrease  to  approach 
“adult”  levels  at  3 to  4 months  of  chronologic  age. 
The  significance  of  these  progressive  changes  is 
not  certain.  However,  It  is  clear  that  a relationship 
exists  between  serum  vitamin  E and  red  blood 
cell  lipids  which  may  reflect  the  cellular  bal- 
ance between  peroxidant  and  antioxidant  agents 
acting  at  the  membrane  level.  The  degradation 
of  membrane  lipid  components  Is  also  reflected  in 
the  In  vitro  determination  of  malonyldialdehyde 
(MDA),  a breakdown  product  of  polyunsaturated 
fats. 

Clinical  Findings 

The  anemia  associated  with  vitamin  E de- 
ficiency in  the  premature  infant  is  characterized 
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Tabi.e  1.  Clinical  and  Laboratory  Findings  in  Vitamin  E-Deficient  Premature  Infants 


Clinical  Features 


1.  Gestational  age  28-36  weeks 

2.  Chronologic  age  4-8  weeks 

3.  Anemia 

a.  Proportional  fall  in  hgb  and  hct. 

b.  Reticulocyte  count  evaluated 

c.  Pyknocytes  on  peripheral  smear 

4.  Thrombocytosis 

5.  Peripheral  edema* 


Laboratory  Findings 


1.  Serum  vitamin  E decreased 

2.  RBC  II„02  hemolysis  increased 

3.  RBC  MDA  increased 

4.  RBC  sur\'ival  decreased 

5.  RBC  membrane  phospholipids  relatively 
decreased 

6.  Active  bone  marrow  erythropoeisis 

7.  Adequate  iron  stores 


*Reported  in  some  studies. 


by  a number  of  clinical  and  laboratory  findings 
reported  independently  by  several  investigators.*-'*^ 
These  findings  are  reviewed  in  Table  1.  The 
clinical  syndrome  is  best  tyjjified  by  the  following 
representative  case  history. 

A black  male  infant,  birth  weight  1180  gm,  gesta- 
tional age  30  weeks,  was  transferred  to  Rainbow  Babies 
and  Childrens  Hospital  at  24  hours  of  age.  Initial 
hematologic  data  included  hemoglobin  value  14.9  gm 
per  ml;  hematocrit  reading  of  49  percent;  blood  type 
O Rh-)-;  and  direct  Coombs  test  negative.  During  the 
first  three  days  of  life,  the  infant  manifested  mild  signs 
of  hyaline  membrane  disease  but  improved  rapidly. 
During  the  next  six  weeks,  weight  gain  was  satisfactory 
on  a standard  infant  formula  and  there  were  no  further 
demonstrable  illnesses.  The  hematologic  data  gathered 
during  this  period  are  illustrated  in  Figure  4. 

As  he  reached  the  chronologic  age  of  6 weeks,  the 
infant  became  progressively  more  anemic,  while  during 
the  same  period,  the  reticulocyte  count  rose.  Peripheral 
RBC  morphology  at  age  6 weeks  was  characterized  by 
the  presence  of  large  numbers  of  pyknocytes  and  poly- 
chromasia.  Platelets  were  increased  on  smear.  At  8 weeks 
of  age,  the  infant  was  started  on  an  oral  course  of 
tocopherol  acetate  in  a dose  of  100  units  per  day.  His 
hematologic  progress  following  institution  of  this  therapy 
is  seen  in  Figure  4. 

In  observation  of  a large  population  of  small 
premature  infants  fed  standard  formulas,*"*  it  is 
clear  that  all  such  infants  do  not  become  vitamin 
E deficient,  and  that  among  those  who  do,  not  all 
develop  the  picture  of  vitamin  E-dependent  ane- 
mia. The  former  observation  may  be  explained  by 
the  variability  of  intestinal  absorption  of  fats  and 
fat-soluble  vitamins  in  infants  of  similar  gestational 
age.  The  latter  may  reflect  both  the  adecjuacy  of 
other  RBC  antio.xidant  mechanisms  or  the  lack  of 
oxidant  stresses  during  the  period  of  early  develop- 
ment. 


Approach  to  Therapy 

Having  alluded  previously  to  the  problem  of 
intestinal  absorption  of  fats  and  fat-soluble  vita- 
mins in  the  small  premature  infant,  it  is  necessary 
to  evaluate  response  to  vitamin  E therapy  in  light 
of  the  capability  for  absorption  of  the  forms  of 
tocopherol  gi\en  orally.  The  paradoxical  problem 
the  physician  faces  in  directing  E therapy  or  pre- 
venting vitamin  E deficiency  by  prophylactic  ad- 


ministration of  the  fat-soluble  tocopherols  is  that 
they  are  simply  not  effectively  absorbed.  Thus, 
failure  to  immediately  correct  the  vitamin  E-de- 
pendent anemia  of  the  premature  infant  often 
represents  poor  absorption  of  tocopherol  in  formula 
or  in  separate  oral  supplements.  The  approach  to 
maintaining  vitamin  E sufficiency  at  this  hos- 
pital has  been  to  use  an  oral  tocojjherol  acetate 
supplement  in  a dose  of  25  units  per  day  starting 
on  the  7th  day  of  life.  This  supplement  has  been 
reasonably  successful  in  infants  whose  gestational 
age  is  greater  than  32  weeks  but  quite  erratic  in 
those  of  less  than  32  weeks.  Coincidentally,  sup- 
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Fig.  4.  Hematologic  parameters  in  reported  patient 
prior  to  and  during  vitamin  E therapy. 
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plementing  the  infants  with  oral  iron  during  the 
first  8 weeks  of  life  (approximately  8 mg  ele- 
mental Fe/kg/day)  interferes  with  the  intestinal 
absorption  of  alpha-tocopherol  acetate, and  be- 
ing a peroxidant  agent,  may  add  to  the  peroxidant 
stress  on  the  vitamin  E-deficient  red  blood  cell. 
There  is  no  evidence,  however,  that  the  smaller 
amounts  of  elemental  iron  (2-3  mg/kg/day)  pres- 
ent in  iron-supplemented  proprietary  formulas 
cause  similar  difficulties. 

The  effects  of  vitamin  E deficiency  on  the  red 
blood  cell  of  the  premature  infant  have  received 
greater  investigative  attention  because  of  the  ac- 
cessibility of  this  tissue  for  study.  The  possibility 
of  adverse  effects  of  E deficiency  in  other  tissues 
in  small  premature  infants  (such  as  lung  and 
neural  elements)  has  been  postulated  but  not 
thoroughly  explored.  The  ideal  approach  to  the 
therapy  and  prophylaxis  of  the  vitamin  E defi- 
ciency of  prematurity  would  be  a water-soluble 
form  of  the  vitamin  which  would  be  absorbed 
adequately  from  the  intestine  either  in  medicinal 
doses  or  incorporated  into  proprietary  formulas. 
Such  compounds  have  been  studied  in  other  ex- 
perimental animal  and  human  conditions  and  are 
currently  being  evaluated  in  the  premature  infant 
at  this  institution. 
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E.N.T.  Case  of  the  Month 

.Andrew  W.  Miglets,  Jr.,  M.D.* 


This  45-year-old  man  comes  in  with  a one- 
year  history  of  right  nasal  obstruction  and  foul 
postnasal  drip.  He  denies  having  headaches.  Physi- 
cal examination  revealed  marked  erythema  and 


*Dr.  Miglets,  Columbus,  is  Assistant  Professor  of 
Otolaryngology,  The  Ohio  State  University  Col- 
lege of  Medicine. 
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swelling  of  his  right  inferior  turbinate.  There  was 
no  pus  present  in  his  nose,  however,  purulent 
drainage  was  noted  in  his  nasopharynx. 

^Vhat  is  the  most  likely  diagnosis,  how  can 
this  be  confirmed,  and  what  is  the  method  of 
treatment? 

( See  p.  764  of  this  issue  for  further  infor- 
mation and  discussion.) 
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Small  Airway  Disease 


Muzaffar  Ahmad,  M.D.,  and  Joseph  F.  Tomashefski,  M.D. 


' I 'HE  SPECTRUM  OF  chronic  obstructive  pul- 

monary  diseases  makes  up  one  of  our  major 
health  problems.  Chronic  bronchitis  and  emphy- 
sema is  especially  frustrating  to  the  physician 
because  of  his  inability  to  appreciably  alter  the 
mortality  associated  with  it.^  Until  recently,  tech- 
nics for  diagnosis  of  chronic  obstructive  pulmonary 
disease  were  lacking.  In  the  1930’s  and  1940’s,  re- 
liance was  placed  on  conventional  clinical  technics 
which  permitted  diagnosis  of  the  illness  only  in  an 
advanced  stage.  In  the  1950’s  and  1960’s,  with 
widespread  use  of  pulmonary  testing,  the  capabili- 
ties of  detecting  and  evaluating  patients  with 
chronic  obstructive  pulmonary  diseases  evolved 
and  diagnosis  could  be  made  with  a certain  degree 
of  accuracy  with  some  differentiation  of  entities. 
More  recently,  considerable  technics  have  devel- 
oped which  has  made  it  possible  to  detect  chronic 
obstructive  pulmonary  disease  at  a much  earlier 
stage  and  at  a time  when  it  may  be  reversible. 
One  of  the  important  areas  has  been  the  recogni- 
tion and  implication  of  small  airway  obstruction  in 
the  disease  initiation  and  progression. ^ Small  air- 
ways are  defined  as  the  bronchioles  with  an  inside 
diameter  of  less  than  2 mm. 

Pathophysiology 

It  has  been  well  demonstrated  by  various  in- 
vestigators in  both  man  and  dog  using  retrograde 
catheters  that  small  airway  resistance  forms  only  a 
small  percentage  (25  percent)  of  total  airway  re- 
sistance.^d  It  is  evident,  therefore,  that  small  air- 
way resistance  may  be  markedly  increased  with  a 
relatively  insignificant  effect  in  total  airway  re- 
sistance. This  is  probably  what  happens  in  patients 
with  chronic  bronchitis  and  asthma  who  do  not 
have  significant  emphysema  but  have  marked 
ventilation  perfusion  inequality.^ 

The  pathologic  changes  in  small  airways  in 
obstructive  lung  disease  have  been  described  by 
Reid  and  others.®  The  involvement  of  terminal 
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parts  of  air  passages  and  the  increase  in  goblet 
cells  along  with  the  presence  of  inflammation  and 
obliteration  of  lumen  in  these  patients  has  been 
well  demonstrated.  Dilatation  of  small  bronchioles 
and  abscess  formation  also  have  been  reported. 
Macklem,  et  aF  have  described  a group  of  patients 
with  a reticular  pattern  on  chest  roentgenogram 
who  had  airway  obstruction  and  chronic  hyper- 
capnia. Examination  of  the  lung  tissue  in  these 
patients,  either  by  biopsy  or  at  necropsy,  revealed 
inflammation  of  small  bronchi  and  bronchioles, 
mucous  plugging,  narrowing,  and  peribronchial 
fibrosis.  None  had  significant  emphysema.  These 
morphologic  findings  seemed  principally  responsi- 
ble for  the  functional  derangement.  Picken,  et  al® 
have  also  presented  some  physiologic  evidence  that 
acute  viral  infections  of  the  upper  respiratory  tract 
cause  reversible  small  airway  obstruction.  It  is 
intriguing  to  postulate  that  repeated  viral  infec- 
tions in  smokers  play  a role  in  the  development  of 
obstructive  lung  disease  by  an  initial  onslaught  in 
the  peripheral  airways.  Whatever  the  exact  patho- 
genesis of  obstructive  lung  disease,  it  is  apparent 
that  small  airway  involvement  may  be  the  early, 
and  sometimes  the  only,  manifestation  and  may 
remain  so  for  several  years  before  the  full-blown 
picture  of  obstructive  disease  is  established.  More 
importantly,  these  patients  may  be  completely 
asymptomatic.  The  cessation  of  smoking  and  the 
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use  of  bronchodilator  therapy  at  this  stage  may 
reverse  or  at  least  arrest  the  progress  of  obstructive 
lung  disease.^ 


Methods  of  Detection 

In  view  of  the  importance  and  potential  re- 
versibility of  small  airway  obstruction,  it  is  essential 
that  diagnostic  procedures  are  developed  to  detect 
it.  The  one  most  commonly  used  is  frequency  de- 
pendance  of  compliance.*'^  In  this  test,  dynamic 
compliance  is  measured  at  different  respiratory 
frequencies.  This  is  done  by  introducing  an  esoph- 
ageal balloon  and  making  simultaneous  recordings 
of  transpulmonary  pressure  and  volume  obtained 
from  a volume  displacement  plethysmograph.  In 
patients  with  small  airway  disease,  the  compliance 
is  frequency-dependent  because  of  some  regions  of 
the  lung  moving  out  of  phase  with  the  others.  Oc- 
casionally a normal  subject  will  show  frequency- 
dependent  compliance  but  it  is  completely  reversed 
by  bronchodilators.  The  technic,  though  excellent 
and  probably  most  sensitive,  is  quite  cumbersome 
because  of  the  discomfort  caused  by  introduction 
of  an  esophageal  balloon.  Therefore,  it  needs  con- 
siderable patient  cooperation  and  is  not  suitable 
for  routine  use.  The  test  is  indicative  of  small  air- 
way disease,  only  if  conventional  pulmonary  func- 
tion, static  compliance,  and  resistance  studies  are 
normal. 

McFadden  et  aP  studied  the  pulmonary  func- 
tion of  53  patients  with  obstructive  lung  disease 
whose  only  abnormalities  on  routine  pulmonary 
function  studies  were  a reduced  maximum  mid- 
expiratory  flow  rate  (MMF)  and  an  enlarged 
residual  volume.  Airways  resistance,  specific  con- 
ductance, one-second  forced  expiratory  volume, 
and  total  lung  capacity  were  all  within  normal 
limits.  Static  compliance  was  normal  but  dynamic 
compliance  was  frequency-dependent.  After  treat- 
ment with  bronchodilators,  MMF  improved  in  21 
patients.  They  postulated  that  the  low  MMF  de- 
picted an  early  manifestation  of  airway  obstruction 
in  peripheral  bronchioles  at  a stage  when  it  proba- 
bly was  amenable  to  therapy. 

A method  of  measuring  the  relationship  be- 
tween maximum  expiratory  air  flow  and  lung 
volume  is  by  obtaining  flow-volume  curv'es.**  In 
measuring  flow-volume  curves,  a subject  inspires 
to  total  lung  capacity  and  then  expires  while  flow 
and  volume  are  recorded.  This  maneuver  is  re- 
peated with  sequential  increase  in  effort  until 
finally  the  patient  exhales  with  maximum  effort. 
In  analysis  of  this  curv'e,  the  flow  in  the  first  portion 
(up  to  20  percent)  of  expired  volume  is  effort 
dependant  while  the  flow  during  the  remaining 
part  is  effort  independant.  Since  the  maximum 
expiratory  flow  depends  on  elastic  recoil  and  air- 
way geometry,  the  plotting  of  flow-volume  curves 


might  be  useful  in  diagnosis  of  small  airway  dis- 
ease, especially  when  one  looks  at  the  flow  rates  at 
low  lung  volumes.  Sufficient  data  are  not  in  yet 
about  its  use  as  a screening  device  but  it  does 
provide  an  excellent  fingerprint  of  airway  patency 
and  elasticity. 

\'entilation-perfusion  scanning  can  be  used  to 
study  regional  lung  function. Ventilation-perfu- 
sion relationship  can  be  evaluated  by  radioactive 
materials,  such  as  argon,  xenon  and  technetium. 
In  patients  with  respiratory  disease  where  routine 
pulmonary  function  tests  are  normal,  ventilation  or 
perfusion  abnormality  can  exist  and  can  be  demon- 
strated by  regional  ventilation-perfusion  mismatch- 
ing. However,  the  use  of  these  technics  on  a 
practical  screening  program  are  too  cumbersome 
and  expensive,  and  furthermore,  it  is  difficult  to 
quantitate  pulmonary  function  deficit  in  this  way. 

Tests  which  measure  the  closing  volume  ap- 
pear to  be  the  most  promising.*^  *'*  Closing  volume 
is  the  lung  volume  at  which  dependent  lung  zones 
cease  to  ventilate,  presumably  as  a result  of  airway 
closure.  It  can  be  measured  by  examining  the 
alveolar  nitrogen  tracings  after  vital  capacity  in- 
spirations of  oxygen  from  residual  volume.  Abrupt 
changes  in  the  slope  of  the  alveolar  plateau  signi- 
fies the  onset  of  airway  closure.  The  percentage 
ratio  of  closing  \olume  to  vital  capacity  increases 
linearly  with  age.  It  is  also  above  the  normal 
limits  in  some  patients  supposedly  due  to  small 
aiivvay  disease  even  at  a time  when  all  other  pul- 
monar)'  function  studies  are  normal.  In  one  study, 
72  percent  of  all  smokers  either  had  higher  per- 
centage ratio  of  closing  volume  to  vital  capacity 
or  had  a profound  abnormality  of  expired  alveolar 
plateau  indicating  the  disease  of  the  small  airway.'-^ 
Closing  volume  can  also  be  measured  by  employing 
inhalation  of  the  bolus  of  a foreign  gas  injected 
into  the  air  stream  at  the  onset  of  inspiration. 
Xenon  and  argon  have  been  used  for  this  purpose. 
The  results  from  all  technics  are  similar.*^  What- 
ever the  gas  used,  it  is  quite  clear  that  measure- 
ment of  the  closing  volume  provides  a test  which 
detects  altered  pulmonary  function,  probably  of 
small  airways,  much  earlier  than  the  conventional 
lung  function  tests.  The  test  is  simple  to  perform 
and  very  suitable  for  widespread  use  (See  figure.) 


Proposed  Classification  of  Chronic 
Obstructive  Pulmonary  Disease 

Various  investigators  have  classified  patients 
with  chronic  obstructive  lung  disease  into  three 
types.***  Type  A patients  are  grossly  emphysematous 
and  can  be  diagnosed  from  x-ray  evidence  of  em- 
physema. Characteristically,  these  patients  are 
thin,  elderly  men  with  progressive  dyspnea  and 
relatively  mild  or  no  bronchitis  in  whom  the 
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Representation  of  closing  volumes.  Following  a breath  of  oxygen,  N2  plateau 
shows  gradular  linear  rise  by  steeper  rise  (arrow)  representing  onset  of  airway 
closure  in  dependent  regions,  referred  to  as  “closing  volume.”  Oscillations  of 
alveolar  plateau  are  cardiogenic  in  origin. 


resting  PaC()2  is  usually  normal.  Type  B patients 
have  relatively  minor  emphysematous  destruction  of 
parenchyma  and  have  a long  history  of  chronic 
productive  cough  in  whom  the  PaC02  is  usually 
elevated  and  recurrent  heart  failure  and  poly- 
cythemia are  common.  A type  X disease  (inde- 
terminate) is  diagnosed  in  patients  with  irreversi- 
ble airways  obstruction,  who  do  not  fulfill  the 
criteria  for  either  type  A or  type  B.  To  these  three 
types,  we  suggest  adding  a fourth  type  and  calling 
it  type  S after  small  airways.  Type  S patients  may 
or  may  not  be  symptomatic,  have  normal  pul- 
monary function  studies  as  performed  by  conven- 
tional methods,  but  yet  have  considerable  small  air- 
way obstruction  as  indicated  by  increased  closing 
volume  and  frecjuency-dependent  compliance.  We 
believe  that  early  detection  of  type  S is  important, 
for  it  signifies  a condition  which  may  be  a precur- 
sor to  types  A,  B,  and  X,  and  it  is  here  that  thera- 
peutic measures  such  as  cessation  of  smoking  and 
bronchodilators  may  quite  conceivably  alter  the 
progress  of  the  disease  and  prevent  its  crippling 
complications.  (See  table.) 

To  illustrate  the  type  of  patient  who  might 
have  small  airway  disease,  the  following  case  ex- 
ample is  presented. 

Case  Report 

A 28-year-old  white  male  was  seen  in  the  out- 
patient clinic  complaining  of  some  tightness  and 
vague  discomfort  in  his  chest  with  mild  nonpro- 


ductive cough  of  several  months  duration.  The 
patient  was  a nonsmoker  and  had  been  in  excel- 
lent health  prior  to  the  present  condition.  Systemic 
review  was  noncontributory.  The  family  history 
revealed  that  his  father  had  emphysema  and  had 
suffered  from  tuberculosis  in  the  past.  The  results 
of  physical  examination  were  normal.  The  routine 
laboratory  studies,  which  included  complete  blood 
count,  urinalysis,  and  blood  chemistries,  showed 
normal  values.  The  chest  roentgenogram  showed 
no  abnormalities. 

The  electrocardiogram  did  not  show  any 
signficant  changes.  Alpha  I antitrypsin  level  was 
720  micrograms  per  milliliter,  which  is  in  the 

Classifications  of  Patients  with  Chronic 
Obstructive  Pulmonary  Disease 

Type  Clinical  and  Pathophysiologic  Features 

A X-ray  evidence  of  emphysema,  progressive 
dyspnea,  relatively  mild  bronchitis,  chronic 
heart  failure  unusual.  PaCOg  normal  at  rest. 
Lung  compliance  increased,  diffusing  capac- 
ity impaired,  minimal  hypoxemia. 

B Minor  or  no  emphysematous  destruction  of 
lungs,  long  history  of  chronic  productive 
cough,  cor  pulmonale,  recurrent  heart  fail- 
ure, P.ACOg  elevated,  polycythemia,  marked 
hypoxemia. 

X Indeterminate,  patients  who  do  not  fulfill 
criteria  for  either  type  A or  B but  have 
irreversible  airways  obstruction  demonstrated 
by  standard  pulmonary  function  testing. 

S May  or  may  not  be  symptomatic,  normal 
lung  function  studies  done  by  conventional 
methods,  but  have  increased  closing  volume 
and  frequency  dependent  compliance.  Ob- 
struction potentially  reversible. 
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hetrozygous  range.  Tlie  pulmonary  function  studies 
revealed  normal  arterial  blood  gases  and  normal 
diffusing  capacity.  There  was  a slight  increase  in 
total  lung  capacity  (8.80  liters  with  a predicted 
value  of  7.50  liters)  and  residual  volume  (2.34 
liters  with  a predicted  value  of  1.49  liters).  Forced 
expiratory  volume  in  the  first  second  was  76  per- 
cent of  his  forced  vital  capacity  (F\"C  6.46,  FEVl 
4.99  liters).  The  forced  mid-expiratory  flow  (FEF 
25  to  75  percent)  was  5.67  liters  with  a prediction 
of  4.60.  A closing  volume  measurement  done  on 
this  patient  revealed  a closing  volume  over  vital 
capacity  ratio  of  31  percent.  The  abnormal  finding 
of  increased  closing  volume  in  this  patient  probably 
signifies  early  obstruction  in  the  small  airways, 
which  in  turn  is  responsible  for  his  s)inptoms. 

Indications  for  Testing 

On  whom  should  the  tests  be  performed? 
Obviously  symptomatic  patients  whose  routine 
lung  function  studies  are  normal,  heavy  smokers. 
Alpha  I antitrypsin  deficient  patients  with  either 
homozygous  or  hetrozygous  le\els,  and  patients 
with  bronchiectasis,  chronic  bronchitis,  repeated 
respiratory  tract  infections,  interstitial  fibrosis,  and 
bronchospasm  due  to  any  cause  should  be  studied. 
Closing  volumes  and  MMF  measurements  are  ex- 
cellent tools  for  the  epidemiologist  to  employ  in 
]5opulation  sur\e)s,  emphysema  research,  and  air 
jiollution  studies. 
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E CAN  PREPARE  SENSIBLY  for  the  fu- 
ture only  if  we  can  forecast  demands  for 
and  availability  of  services.  Such  forecasts  also 
enhance  planning  for  facilities  that  are  related  to 
manpower  and  require  long  lead  time  for  realiza- 
tion. Our  study  was  conducted  in  Cuyahoga 
County,  Ohio,  which  contains  most  of  Greater 
Cleveland’s  population  and  its  31  general  and 
special  hospitals. 

The  principal  phases  of  the  study  were: 

( 1 ) A survey  by  questionnaire  and  inter\dew 
on  bed  capacities,  operating  rooms,  surgical  pro- 
cedures, anesthesia  personnel,  and  on  the  desired 
manpower  level. 

(2)  Development  of  models  for  forecasting 
the  supply  of  anesthesiologists  in  Cuyahoga  County 
through  1980. 

(3)  Development  of  models  for  forecasting 
the  demand  for  anesthesiologists  in  Cuyahoga 
County  through  1980. 

Survey  of  the  Hospitals  in  Cuyahoga  County 

Out  of  the  22  hospitals  covered  in  this  survey, 
21  (95  percent)  are  general,  15  (68  percent)  are 
private,  and  nine  (40  percent)  have  a residency 
program  in  anesthesiology.  Of  these  hospitals,  six 
(27  percent)  are  large,  13  (59  percent)  are  med- 
ium (150  to  499  beds),  and  three  (14  percent) 
are  small.'  (It  was  difficult  to  obtain  access  to  the 
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remaining  hospitals.  The  unrepresented  12  percent 
of  bed  capacity  includes  small  proprietary  hospitals 
and  others  wherein  few  operative  procedures  are 
performed.)  Some  additional  data  of  interest  are 
summarized  in  Table  1. 

The  anesthesia  directors  of  these  hospitals 
were  also  asked  two  subjective  questions.  The  pur- 
pose was  to  obtain  some  guidelines  for  future 
work  and  reference.  The  first  question  was: 
“Given  the  current  demand  for  anesthesia  services, 
how  many  persons  in  each  category  (bottom  of 
Table  1)  are  desirable  in  your  department?”  The 
desirable  manpower  and  the  corresponding  per- 
centage changes  are  presented  in  Table  2. 

The  directors  recommended  increases  in  the 
number  of  anesthesiologists,  nurse  anesthetists,  and 
residents,  and  a decrease  in  the  number  of  interns. 
They  indicated  a major  requirement  for  additional 
nurse  anesthetists.  The  anesthesia  directors  were 
asked  about  the  effect  that  the  availability  of  ad- 
ditional nonphysician  anesthesia  personnel  (nurse 
anesthetists  and  others)  would  have.  Of  those  in- 
terviewed, 84  percent  thought  it  would  not  in- 
crease the  number  of  operations  performed;  that 
it  might  result  in  a major  improvement  in  the 
cjuality  of  care  (40  percent)  ; would  not  result  in 
lower  cost  to  the  patient  (100  percent);  would 
not  increase  the  income  to  the  anesthesiologist  (90 
percent)  ; but  would  perhaps  lead  to  a decreased 
work  load  for  the  anesthesiologist  (45  percent) . 

Supply  of  Anesthesiologists  in 
Cuyahoga  County  in  1980 

In  the  present  study,  three  different  supply 
models  were  constructed.^  The  object  was  to  pre- 
dict available  anesthesia  manpower  and  contrast 
these  findings  with  the  projected  demand  for  ser- 
vices. Following  Dougharty’s  approach,^  all  the 
models  used  per  capita  income  as  an  independent 
variable.  The  concept  of  linking  per  capita  income 
to  the  supply  of  physicians  and  medical  personnel 
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Table  1.  Results  of  Survey  of  22  Hospitals  in  Cuya- 
hoga County,  1971* 


Standard 
Mean  Deviation 


1. 

No.  of  operating  rooms/hospital 

8 

6 

2. 

Anesthesiologists/hospital 

6 

4 

3. 

Anesthetics/hospital/year 

6318 

4250 

4. 

Anesthetics/ operating  room/year 

708 

78 

5. 

Anesthetics/anesthesiologistf 

708 

320 

6. 

No.  of  beds/anesthesiologist 

62 

22 

7. 

No.  of  beds/operating  room 

47 

26 

8. 

No.  of  hours  worked  per  week/ 

anesthesiologist 

63 

10 

9. 

No.  of  operating  rooms/ 

anesthesiologist 

1.3 

1.2 

10. 

Total  no.  of  anesthesiologists} 

137 

— 

11. 

Total  no.  of  nurse  anesthetists 

40 



12. 

Total  no.  of  residents 

69 



13. 

Total  no.  of  interns 

16 

— 

*Total  number  of  beds  in  the  22  surveyed  hospitals 
is  8,466.  According  to  the  most  recent  survey  by  the 
Northeast  Ohio  Regional  Medical  Program,!  in  1968, 
there  were  31  hospitals  in  the  county  with  a total  bed 
capacity  of  9,592.  Thus,  survey  represents  71  percent  of 
hospitals  and  88  percent  of  bed  capacity. 

fOnly  for  hospitals  without  nurse  anesthetists,  resi- 
dents, or  interns. 

JEstimated  number  for  Greater  Cleveland  is  149. 
Survey  represents  over  90  percent  of  all  anesthesiologists. 

has  weaknesses  inherent  to  any  objective  fore- 
casting methodology.  It  can  be  defended  by  as- 
suming that  any  net  demand  for  additional  ser- 
vices will  increase  the  cost  of  care,  which  can  only 
be  borne  by  the  population.  In  any  event,  we  are 
seeking  correlation  and  do  not  necessarily  expect 
to  have  causality.  Increased  services  will  always 
cost  more  money,  regardless  of  the  socioeconomic 
arrangement.  The  most  extensive  service  will  al- 
ways require  the  greatest  outlay  by  the  population 
whether  in  direct  payment  or  through  taxation. 

Model  I treats  the  per  capita  income  of  the 
population  as  the  most  important  factor  affecting 
the  number  of  physicians  in  any  given  region.  As 
the  precise  number  of  anesthesiologists  in  Cuya- 
hoga County  was  not  a\ailable,  the  analysis  was 
carried  out  for  all  physicians.  In  the  past,  the  ratio 
of  anesthesiologists  to  physicians  in  the  state  held 
almost  steady  at  0.038  from  1963  to  1969.  We, 
therefore,  estimated  for  the  county  the  number  of 
anesthesiologists  to  be  3.8  percent  of  the  number 
of  physicians.  In  this  model,  the  number  of  phy- 
sicians in  any  year  was  assumed  to  be  related  to 
the  per  capita  income  in  the  population.  The  per 
capita  income  was  obtained  from  the  Statistical 


Table  2.  Comparison  of  Present  and  Desirable  Man- 
power Levels  in  1971* 


Anesthesia 

Personnel 

Present 

Desirable 

Changes 

% 

Anesthesiologists 

137 

156 

-I-  14.0 

Nurse  anesthetists 

40 

73 

+ 82.5 

Residents 

69 

89 

-f  27.0 

Interns 

16 

11 

— 31.2 

*Only  for  22  hospitals  in  survey. 


Abstracts  of  the  U.S.,  generated  by  the  U.S.  Bureau 
of  the  Census  and  Statistical  Abstracts  of  Ohio- 
1969,  prepared  by  the  Department  of  Economic 
and  Community  Development,  State  of  Ohio. 

Model  II  predicts  the  supply  of  physicians 
assuming  the  e.xistence  of  an  exponential  relation- 
ship between  per  capita  income  in  the  county  and 
in  the  nation.  The  parameters  for  this  relationship 
were  obtained  by  regression  analysis  of  data  for 
the  years  1963  to  1969. 

Model  III  estimated  the  supply  of  physicians 
for  the  state  and  then  prorated  it  to  the  county. 
The  last  model  assumed  e.xponential  growth  of  the 
supply  of  physicians  with  time.  The  parameters 
used  were  based  upon  a time-dependent  (1963  to 
1969)  regression  analysis. 

Data  were  collected  for  the  years  1963  to 
1969.'^>^  The  results  derived  from  three  regression 
models  up  to  1980  are  shown  in  the  graph.  Ac- 
cording to  these  models,  by  1980  the  number  of 
anesthesiologists  will  rise  between  12  and  24  per- 
cent, increasing  from  147  anesthesiologists  in  1969 
to  between  164  and  180  in  1980.  According  to 
these  predictions,  the  average  annual  increase  (the 
resultant  of  attrition  and  influx]  in  the  supply  is 
between  two  and  three  anesthesiologists  per  year. 

Annually,  approximately  20  residents  have 
entered  anesthesiology  training  programs  in  Cuya- 
hoga County  during  the  last  decade.  Past  ex- 
perience and  the  projections  suggest  that  only  a 
fraction  of  these  stay  in  Cuyahoga  County  upon 
completion  of  their  education.  Many  other  com- 
munities have  far  fewer  anesthesiologists  per  phy- 
sician in  general  or  per  capita  than  does  Greater 
Cleveland.  The  county  with  its  many  educational 
facilities  in  anesthesia  serves  as  a training  site  for 
other  areas  of  the  country. 

Demand  for  Anesthesiologists  in  1980 

A model  based  on  the  number  and  mix  by  sex 
and  age  of  surgical  procedures  predicted  for  1980 
was  used  to  formulate  the  demand  for  anesthesi- 
ologists. First,  the  population  of  1970  was  grouped 
by  se.x  and  age  distribution  and  the  surgical  pro- 
cedures classified  using  a standard  codification. 
Alatrices  of  the  demand  model  were  developed. 
Necessary’  data  for  the  matrices  (1970)  came  from 
QUEST  division  of  Blue  Cross  of  Northeast  Ohio. 
The  QUEST  computer  system  collects  and  co- 
ordinates data  on  surgical  procedures  performed 
in  all  Cuyahoga  County  hospitals.  The  data  for 
the  age  distribution  of  the  population  in  1980  for 
Cuyahoga  were  extracted  from  a report  by  the 
U.S.  Bureau  of  the  Census.  Since  it  gives  no  direct 
projections  for  population  distribution  in  Cuya- 
hoga County  in  1980,  projections  for  the  entire 
population  in  the  United  States  were  used  and 
were  prorated  for  Cuyahoga  County. 

The  total  number  of  surgical  procedures  in 
1970  in  Cuyahoga  County  for  males  was  51,199 
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and  for  females  (including  obstetrics),  was  96,- 
299;  hence,  the  total  number  of  operative  proce- 
dures for  both  sexes  was  147,498.  The  estimated 
number  of  surgical  procedures  for  males  in  1980 
is  57,666  by  Series  R and  55,941  by  Series  E pro- 
jections. (The  series  represent  different  birthrates 
used  by  the  Bureau  of  the  Census.) 

QUEST  data  in  1970  indicated  that  the  esti- 
mated 149  anesthesiologists  of  Cuyahoga  County 
administered  132,575  anesthetics.  (Not  all  opera- 
tive procedures  recjuired  anesthetics.)  Accordingly, 
on  the  average,  890  anesthetics  were  administered 
per  anesthesiologist,  which  is  in  reasonable  agree- 
ment with  the  data  obtained  by  direct  interview 
with  anesthesiologists  in  the  country. 

Using  the  above  information  and  projections, 
we  estimate  that  in  1980  approximately  155,000 
anesthetics  will  be  given,  assuming  no  change  in 
the  current  level  of  care.  Under  these  assumptions, 
176  anesthesiologists  will  be  required  in  1980,  with 
each  giving  about  890  anesthetics  per  year.  These 
recjuirements  could  be  met  if  the  predicted  growth 
of  the  specialty  continues  as  outlined  previously. 

Demand  for  Anesthesiologists 
binder  Uncertainty 

Because  of  the  shortcomings  of  using  simple 
mathematical  projections  of  the  past  to  predict  the 


future,  and  the  possibilities  of  changes  in  the  stan- 
dards of  care  as  well  as  in  the  percentage  of  the 
population  receiving  care,  a Delj)hi  e.xercise*'"®  was 
conducted  as  a means  of  “enriching'’  the  mathe- 
matical predictions  through  the  use  of  expert  judg- 
ments regarding  the  future  which  is  inherently 
uncertain.  The  Delphi  technic  is  currently  in  use 
as  a method  for  eliciting,  refining,  and  integrating 
the  subjective  opinions  of  a panel  of  experts  with- 
out compromising  the  suggestion  of  any  individual. 
It  has  three  distinctive  features:  (A)  anonymity, 
(B)  exchange  of  reasons  and  counterreasons 
(controlled  feedback),  and  (C)  statistical  group 
response. 

This  approach  is  useful  in  reaching  a con- 
sensus via  a series  of  voting  rounds  using  anony- 
mous feedback.  It  is  possible  to  reach  consensus 
after  no  more  than  four  rounds  of  \oting.  Con- 
sensus is  said  to  have  occurred  if  a certain  preset 
percentage  of  e.xperts’  opinion  falls  within  a given 
range  about  a median. 

A carefully  designed  cjuestionnaire  is  given  to 
the  experts  who  then  respond  without  consulting 
one  another.  These  responses  are  collated  and  ana- 
lyzed with  the  median  and  cjuartile  values  of  the 
responses  computed  and  communicated  back  to 
all  respondents. 

The  Delphi  panel  for  our  experiment  in- 
cluded anesthesiologists,  surgeons,  hospital  admin- 


■\pparent  discontinuity  at  1969  occurs  because  different  regression  models  were  used  on 
historical  data  1963-1969. 
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istrators,  and  educators  representing  private,  coun- 
ty, and  university  hospitals  in  Cuyahoga  County. 

Through  several  successive  rounds  of  the 
Delphi  exercise,  consensus  of  our  e.xperts  was 
reached  on  each  of  a set  of  cjuestions  concerning 
the  future.  Questions  were  asked  regarding  the 
quality  of  anesthesia  care  and  the  number  of 
anesthetics  per  capita,  projected  for  1980.  The 
panel  members  were  also  asked  to  estimate  the 
requirements  for  future  anesthesia  personnel  as- 
suming improved  quality  of  anesthesia  care  but  no 
change  in  the  population  or  in  the  number  of 
anesthetics  per  capita. 

The  Delphi  panel  members  predicted  for  1980 
a need  for  about  50  percent  more  anesthesiologists, 
about  50  percent  more  residents  and  about  70 
nonphysician  personnel  in  anesthesia,  d'hrough  the 
Delphi  exercise,  the  constraints  that  contribute  to 
the  gap  between  current  and  “ideal”  manpower 
levels  in  anesthesiology  were  also  identified  and 
ranked  in  order  of  their  importance.* 

Constraints  preventing  the  “ideal”  realization 
of  manpower  levelsf  were  as  follows: 

1.  Supply  of  licensed  anesthesiologists 

2.  Supply  of  residents  in  anesthesiology 

3.  Too  high  a cost  to  the  patient  if  ideal 
levels  are  used 

4.  Availability  of  funds  to  employ  additional 
anesthesia  personnel 

5.  Supply  of  nurse  anesthetists 

6.  Availability  of  educational  facilities,  equip- 
ment, faculty 

7.  Acceptance  of  changes  by  professional  so- 
cieties 

8.  Acceptance  of  changes  by  other  medical 
professions 

9.  Availability  of  hospital  facilities  and  equip- 
ment 

The  manpower  supply  and  demand  projec- 
tions indicated  that  most  respondents  believe  that 
more  operative  procedures  will  be  performed  per 
capita  within  a decade.  The  respondents  were  not 
asked  to  specify  whether  wider  indications  for 
surgery,  new  surgical  procedures,  or  new  segments 
of  the  population  encompassed  would  be  respon- 
sible for  the  anticipated  increase  in  surgical  pro- 
cedures. 

The  statistical  model  could  not  take  into 
account  anticipated  developments  and  it  projected 
a lesser  need  for  1980  than  the  reasoned  projec- 
tions by  a panel  of  experts. 

Discussion 

Planning  for  medical  facilities  and  personnel 
demands  predictions.  Rather  readily  available  are 
projections  based  upon  mathematical  models  tak- 


*Kendairs Coefficient  of  Concordance  W = 0.34. 
t Listed  in  decreasing  order  of  importance  as  esti- 
mated by  the  panel. 


ing  past  trends  and  population  projections  into 
account.  Much  uncertainty,  however,  is  introduced 
by  developments  that  are  anticipated  but  cannot 
be  made  the  subject  of  mathematical  treatment. 

The  data  presented  in  the  graph  indicate  that 
certain  mathematical  predictions  on  manpower 
availability  in  anesthesiology  suggest  that  by  1980 
the  population  of  Cuyahoga  County  may  expect 
anesthesia  services  per  capita  at  a level  comparable 
to  1970. 

Anesthesiologists  in  the  county,  as  well  as  a 
specially  constituted  panel  of  physicians,  hospital 
administrators,  and  educators,  suggested  that  other 
perspectives  require  attention.  The  anesthesiolo- 
gists would  like  to  have  seen  many  more  personnel 
in  anesthesia  in  the  county  during  1971  than  were 
then  available.  As  indicated  earlier,  anesthesiolo- 
gists in  the  county  are  overcommitted.  There  is 
some  suggestion,  but  no  unanimity,  that  additional 
nonphysician  personnel  might  improve  the  services 
the  physicians  are  able  to  offer  today. 

Looking  into  the  future,  the  panel  foresaw 
also  greater  needs  for  1980  than  a simple  extrapo- 
lation appears  to  forecast.  Many  factors  need  to  be 
considered  by  the  planners  for  tomorrow.  Among 
these  are  the  fact  that  generally  new  surgical  pro- 
cedures have  increased  rather  than  decreased  the 
demand  for  anesthesiologists.  Two  factors  are  re- 
sponsible for  this:  On  the  one  hand,  complex 
surgical  interventions,  such  as  recjuiring  cardio- 
jruhnonary  by-pass,  tend  to  increase  the  average 
duration  of  surgical  procedures  and,  on  the  other 
hand,  tend  to  demand  more  pensonnel  to  work 
with  the  patient,  to  operate  the  complex  monitor- 
ing ecjuipment,  and  to  provide  extensive  postoper- 
ative care.  Some  claim  that  a segment  of  the 
jropulation  today  does  not  receive  optimal  care 
and  that  e.xpansion  of  medical  services  will  en- 
compass all  .segments  of  the  population.  This 
would  require  additional  manpower.  If  physicians 
were  to  lose  the  incentive  to  work  60  or  more 
hours  per  week,*  the  demand  for  personnel  would 
grow. 

Planning  for  a small  region  such  as  Cuyahoga 
County  is  made  even  more  difficult  because  the 
county,  with  its  educational  institutions,  serves  as 
a source  of  manpower  for  other  areas.  For  long- 
range  planning,  even  for  a limited  region,  national 
requirements  will  have  to  be  taken  into  account. 

Summary 

Several  models  were  developed  for  a projec- 
tion of  supply  and  demand  for  anesthesia  man- 
power in  Cuyahoga  County,  Ohio.  These  projec- 
tions cover  the  decade  from  1970  to  1980,  and  are 
based  on  the  following  three  approaches: 

( 1 ) Demand  for  surgical  procedures  extrapo- 


*Including  on-call  duty,  some  anesthesiologists  work 
as  much  as  90  hours  per  week. 
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lated  from  current  and  recent  past  experience. 

(2)  Regression  models  based  on  supply  of 
anesthesiologists  and  socioeconomic  and  demo- 
graphic factors. 

(3)  Projections  using  e.xpert  opinions  gener- 
ated with  the  aid  of  the  Delphi  method. 

.\11  projections  show  increasing  needs  for 
anesthesiologists. 
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Discussion  of  E.N.T.  Case  of  the  Month 

(continued  from  p.  755) 


The  most  probable  diagnosis  is  chronic  infec- 
tion of  the  paranasal  sinuses.  Because  the  ciliary 
directed  flow  of  the  mucous  blanket  is  toward  the 
posterior  portion  of  the  no.se,  mucopurulent  ma- 
terial frequently  is  not  \isible  during  anterior 
rhinoscopy.  However,  visualization  of  the  na- 
.sopharynx  will  often  reveal  significant  drainage. 

d'he  diagnosis  can  be  confirmed  by  radio- 
graphic  examination  of  the  paranasal  sinuses.  The 
figure  reveals  the  characteristic  thickening  of  the 
mucosa  lining  the  right  maxillary  antrum.  I'he 
opposite  side  and  remaining  sinuses  are  clear. 

Initial  treatment  of  bacterial  sinusitis  should 
consist  of  a thorough  course  of  an  appropriate 
antibiotic.  A culture  of  the  drainage  in  the  pa- 
tient’s nose  and  nasopharynx  may  be  helpful,  but 
unfortunately  are  often  contaminated  with  other 
nasal  bacteria,  d he  usual  offending  organism  is  a 
gram-positive  coccus  making  penicillin  or  ampi- 
cillin  a good  initial  treatment. 

During  the  treatment  of  the  acute  sinusitis, 
oral  decongestants  are  usually  not  used.  .Although 
they  may  offer  some  symptomatic  relief  in  open- 
ing the  nasal  airway,  they  also  tend  to  dry  and 
thicken  the  mucous  blanket  hindering  the  normal 
physiologic  clearance  of  the  nose  and  paranasal 
sinuses. 

All  topical  nose  drops  also  have  a tendency  to 
stop  the  ciliary  flow  and  should  not  be  used,  the 
exception  being  2 percent  ephedrine  which  ef- 
fectively will  provide  decongestion  and  will  not 
hinder  the  ciliary  action.  However,  ephedrine  nose 
drops,  if  used,  should  not  be  used  longer  than 
three  or  four  days. 

Most  patients  with  bacterial  sinusitis  will  re- 
spond to  this  treatment,  however,  a few  resistant 


Chronic  right  maxillary  sinusitis.  Arrows  demon- 
strate thickening  of  mucosal  lining  of  sinus.  Note 
appearance  of  normal  left  antrum. 


cases  require  irrigation  of  the  sinus  to  remove 
inspissated  mucopurulent  material.  This  is  an 
office  procedure  done  under  local  anesthesia.  If 
the  patient  fails  to  respond  to  the  antral  irriga- 
tions, then  surgical  removal  of  the  thickened  lining 
of  the  sinus  is  necessary  occasionally. 
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Clinical  ISaiem  and 
Personal  Opinions 


Will  Ohio  Psychiatrists  Improve  Their 
Own  Professional  Community? 

Theodor  Bonstedt^  M.D.,*  and  John  J.  Smith^  M.D.f 
Cincinnati,  Ohio 


ASA  MOTTO  FOR  THIS  PAPER,  we  chose 
^ a quotation  from  Dr.  Hayden  H.  Donahue, 
currently  a nominee  for  the  President  of  the 
American  Psychiatric  Association;  “If  we  present 
a divided  image  we  will  one  day  lose  any  viable 
voice  either  as  an  organized  body  or  as  individual 
physicians.  Our  house  must  be  in  order  or  we  risk 
having  others  order  it  to  the  detriment  of  the 
psychiatrically  ill.”^ 

For  many  years  in  Ohio,  we  have  witnessed 
sad  conditions  in  large  state  hospitals.  Among  the 
people  who  have  tried  to  improve  this  situation 
in  the  1960’s  were  many  from  the  ranks  of  our 
own  Ohio  Psychiatric  Association,  notably  Dr. 
Victor  M.  Victoroff.  His  speeches  and  activities 
have  forced  us  to  think  about  these  issues.  With 
completion  of  the  report  of  the  Citizens’  Task 
Force  on  Mental  Health  and  Mental  Retardation 
of  1971,2  a.nd  with  appointment  of  Dr.  Kenneth 
D.  Gaver  as  a new,  knowledgeable,  and  dynamic 
director  of  the  streamlined  Department  of  Men- 
tal Health  and  Mental  Retardation,  circumstances 
in  large  state  hospitals  are  showing  definite  im- 
provement. Among  other  things,  the  passage  of 
legislation  splitting  out  Mental  Health  and  Men- 
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tal  Retardation  as  a Department  of  State  Govern- 
ment has  given  it  the  visibility  it  lacked  as  a part 
of  an  umbrella  department  with  Corrections. 
Thus  freed  from  competing  departmental  priori- 
ties, needs  have  been  clarified  and  responded  to 
with  increased  budgetary  support  by  both  the 
Governor  and  the  Legislature.  Many  organizational 
changes  have  been  made  in  the  Central  Office  in 
Columbus  to  make  the  management  more  effective. 
For  the  first  time,  there  is  extensive  long-  and 
short-range  planning.  And  so,  most  things  are 
getting  better  — except  for  the  issue  of  attitudes 
and  communication  within  our  own  psychiatric 
community,  where  we  are  not  practicing  the  very 
principles  which  we  say  are  generally  best  for 
optimal  performance  of  human  groups  and  social 
systems. 

Our  Problem 

Psychiatrists  who  work  with  large  state  in- 
stitutions and  those  who  work  in  private  practice 
do  not  have  sufficient  understanding  of  each 
others’  efforts.  To  this  might  be  added  community 
health  center  psychiatrists  and  the  smaller  group 
of  academic  psychiatrists.  On  the  other  hand, 
there  is  much  criticism  on  all  sides,  some  of  it  well- 
deserv’ed. 

This  is  not  a new  observation.^  For  a long 
time,  we  have  hoped  that  one  of  our  professional 
associations,  at  some  level  of  geographic  or  admin- 
istrative centralization,  would  encourage  the  pri- 
vate sector  in  psychiatry  to  help  their  colleagues 
working  in  large  state  hospitals  and,  through 
them,  the  patients  in  these  hospitals.  We  all  know 
the  conditions  there  are  sad,  and  any  more  studies 
or  evaluations  of  such  hospitals  can  hardly  prove 
anything  new  beyond  shocking  the  public,  which 
has  tended  to  resist  such  shock  in  the  past.  Hav- 
ing worked  in  Ohio  and  elsewhere,  primarily  in 
state-supported  hospitals  but  also  with  some  ex- 
perience in  private  practice  and  academic  settings. 
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we  have  never  obser\ed  an  effort  by  private 
psychiatrists  to  offer  the  small  time  they  could 
\olunteer  or  to  work  for  the  fees  set  by  the  State, 
which  are  recognized  by  all  to  be  inadequate. 

.\ttempts  at  Improvement 

Se\  eral  past  presidents  of  the  Ohio  Psychiat- 
ric Association  have  privately  expressed  similar 
thoughts,  but  there  has  been  no  action  in  this 
area.  Other  psychiatrists,  sharing  our  feelings,  have 
been  found  in  the  Community  Mental  Health 
Committee  of  the  Ohio  Psychiatric  Association 
(OP.\),  which  in  its  Statement  of  Goals  given 
to  the  OPA  Council  on  July  30,  1972,  stated  in 
part  “academic  and  private  psychiatrists  should  be 
encouraged  to  get  to  know  their  local  state  hos- 
pitals through  personal  contact,  and  to  spend  some 
time  working  in  state  hospitals.  \\’e  commend 
those  state  hospitals  and  those  private  psychiatrists 
who  have  made  bold  and  dramatic  efforts  to 
achieve  the  goals  stated  above."  Except,  where 
are  those  private  psychiatrists  who  have  made 
these  “bold  and  dramatic  efforts”? 

Still  another  group  of  psychiatrists  sharing 
our  feeling  has  been  found  on  the  .\merican 
Psychiatric  Association’s  (AP.\)  Task  Force  on 
the  Status  of  Psychiatric  Hospitals.  In  their  report, 
approved  by  the  .\P.\  Board  of  Trustees  in  June 
1972,  it  is  stated  in  part:  “Professionals  in  psy- 
chiatry should  not  be  too  critical  of  the  layman’s 
lack  of  support  when,  in  many  instances,  they 
themselves  have  done  no  better.  For  example,  . . . 
how  many  district  branches  of  the  AP.V  demon- 
strate either  an  aggressive  interest  in,  or  an  ag- 
gressive support  of  the  local  state  hospital  facili- 
ties? If  this  support  is  discussed  by  the  district 
branch,  is  it  reinforced  by  day-to-day  serxices  and 
other  activities  of  the  members?  ...  If  the  pro- 
fessional psychiatric  organizations  and  the  state 
mental  health  authority  are  to  collaborate  success- 
fully, they  will  do  so  only  upon  the  basis  of  on- 
going mutual  respect  and  concern.”  We  would 
like  to  add  to  this:  the  mutual  “respect  and  con- 
cern” should  never  be  a kind  of  “tokenism”  where- 
by representatives  of  the  state  mental  health 
authority  are  accorded  a certain  visibility  on  com- 
mittees and  other  groups,  with  the  real  influence 
still  being  left  within  the  private-academic  con- 
cern. The  AP.\  Task  Force’s  report  goes  on:  “The 
state  hospitals  should  solicit  and  receive  the  fullest 
possible  support  from  each  district  branch  of  the 
.\P.\  and  from  its  members.  If  the  pattern  of  the 
‘old’  state  hospital  is  not  satisfactorx-,  it  would 
change  most  rapidly  and  most  readily  because  it 
receives  day-to-day  support  and  help  from  those 
psychiatrists  in  private  practice  as  well  as  from 
those  of  the  university  and  assorted  circles.  But 
such  help  is  effective  only  as  part  of  an  ongoing 
relationship  between  professionals  who  respect 
each  other.”  Unfortunately,  the  word  “respect”  is 


being  all  too  often  translated  in  actual  practice, 
even  by  well-meaning  psychiatrists,  into  a type  of 
“patronizing.” 

Finally,  we  found  more  support  for  this 
thinking  in  some  remarks  made  by  Dr.  Lucy  B. 
O/arin,  National  Institute  of  Mental  Health  Pro- 
gram Development  Officer,  who  stated:  ‘‘To  im- 
prove any  part  of  the  mental  health  care  delivery 
system,  you  cannot  manipulate  just  that  part 
alone,  as  is  often  done  with  state  hospitals  in 
isolation  by  studying  them,  castigating  them,  giv- 
ing them  more  money,  — you  have  to  make  at 
once  coordinated  changes  in  all  components  of 
the  mental  health  deliveiy  system,  that  is  including 
the  private  practice,  community  mental  health 
centers,  and  the  academia.”'*  The  concept  of 
“system”  used  in  this  conte.xt  perhaps  deserves 
some  explanation.  Just  as  state  hospitals  as  a 
“system”  have  a certain  political  structure,  which 
is  shared  in  a particular  state  and  to  some  extent 
determines  the  behavior  of  psychiatrists  working 
in  state  facilities,  similarly  private  psychiatrists 
working  in  the  same  geographic  area  have  some 
(less  fonnalized  but  just  as  effective)  expectations 
of  each  other,  usually  determined  to  a great 
extent  by  recent  history  of  medical  and  other 
related  situations  in  a community  and  communi- 
cated through  informal  channels.  .Another  struc- 
tured set  of  expectations  applies  to  psychiatrists 
working  the  majority  of  their  time  in  an  academic 
“system”  such  as  our  medical  schools  in  Ohio. 

A Suggested  Solution 

We  have  described  this  issue  at  length  be- 
cause it  seems  to  us  that  if  any  positive,  con- 
structive action  were  to  start  in  this  area,  the 
first  step  would  have  to  be  some  kind  of  agree- 
ment among  psychiatrists  at  some  geographic 
level,  concerning  these  issues.  We  hope  we  can 
achieve  some  agreement  in  one  of  our  local 
chapters  of  the  Ohio  Psychiatric  Association,  and 
we  realize  that  this  itself  may  take  a lot  of  debate, 
constructive  only  if  it  is  properly  organized.  Such 
a dialogue,  in  order  to  be  productive,  would  par- 
ticularly benefit  from  the  initiative  of  individuals 
whose  feet  are  in  more  than  one  “camp,”  people 
who  have  dual  involvements. 

Having  come  to  this  point,  we  asked  our- 
selves how  the  practical  application  of  such  ideas 
might  look,  assuming  response  is  positive.  Since 
we  are  dealing  with  a need  for  change  in  attitude, 
from  just  criticism  to  a many-leveled  approach 
and  support,  we  expect  that  as  an  exchange  of 
ideas  is  started  through  personal  contact,  various 
resistances  will  become  apparent.  It  would  be 
overstating  the  obvious  to  tell  a psychiatric  audi- 
ence that  such  resistances  would  have  to  be  dealt 
with  first.  \\’hile  such  resistances  derive  from 
various  sources  in  our  individual  life  experiences, 
we  understand  it  has  been  found  that  they  can 
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be  corrected  by  personal  exposure  and  accjuaint- 
ance  on  a direct  person-to-person  level.  How  long 
has  it  been  since  a local  group  of  cross-sectionally 
organized  psychiatrists  (representing  all  systems 
of  mental  health  care  delivery)  met  at  their  local 
state  hospital,  not  just  for  a dinner  and  speech, 
but  for  a guided  tour  of  the  facility  with  explana- 
tion of  the  existing  needs?  If  this  alternative  were 
chosen,  it  would  have  to  be  followed  by  a chance 
for  the  private  psychiatrists  to  express  their  feel- 
ings — perhaps,  about  the  missing  state  hospital 
reports  for  aftercare  of  private  patients.  Many 
such  items  would  then  come  into  the  open  which, 
of  course,  could  mean  a heated  exchange  of 
opinions  and  ideas,  but  most  of  us  know  from 
working  with  groups  that  not  all  heated  exchanges 
are  bad.  They  can  be  for  our  own  good  if  proper- 
ly organized  and  entered  with  a feeling  of  com- 
mitment to  improve  the  overall  service  to  the 
community  (and  incidentally,  also  to  improve  our 
own  chance  of  survival  as  practitioners  in  a fast- 
changing society).  Probably,  at  some  stage  of  the 
discussions,  there  would  be  sufficient  impetus  from 
various  subgroups  to  join  efforts  in  a project  aimed 
at  improving  an  aspect  of  patient  care.  At  that 
point  in  time,  a meaningful  discussion  could  be 
started  between  psychiatrists  (often  representing 
different  agencies)  concerning  the  selection  and 
joint  work  on  a particular  “target”  for  improved 
patient  care.  Judging  by  reports  in  literature  and 
elsewhere,  the  probability  is  the  highest  that  such 
“target  area”  will  be  classifiable  as  an  emergency 
service,  aftercare  service,  services  to  those  crossing 
the  boundaries  from  one  health  care  system  to 
another,  and  services  to  one  of  several  groups  in 
the  community  for  whom  little  is  offered  at  the 
present.  Once  psychiatrists  in  a local  community 
reached  that  point,  it  would  mean  that  the  local 
group  has  at  least  partially  overcome  what  Caplan 
calls  “theme  interference.”^  For  example,  when  a 
fulltime  private  psychiatrist  in  Ohio  (and  a well- 
trained  and  respectable  fellow',  too ) once  told  one 
of  us:  “You  know,  I have  this  feeling  about  state 
hospitals,  and  you  know  where  it  comes  from?  I 
was  a resident  in  training  at  one  of  these,  I 
came  late  one  night  and  opened  a rarely  used  side 
door  at  my  state  hospital  — and  w'as  showered 
with  cockroaches.”  Another  even  more  frecjuent 
example  concerns  a patient  who  is  shunted  off 
to  a public  facility  when  the  insurance  runs  out. 
(Less  frequently,  he  may  be  transferred  because 
of  a “sticky  transference.”)  How  should  the  under- 
staffed, cockroach-ridden  state  facility  feel  about 
being  selected  as  the  repository  for  the  poor  and 
difficult  cases?** 

Whether  or  not  a local  psychiatric  group  in 
Ohio  chooses  to  act  to  improve  this  situation, 
projects  are  now  under  way  in  Cincinnati  which 
will  give  us  all  an  opportunity  to  see  how  much 
goodwill,  and  conversely  how  much  difficulty. 


exists  in  this  area.  The  Department  of  Psychiatry 
of  University  of  Cincinnati  College  of  Medicine, 
and  the  Rolhnan  Psychiatric  Institute  are  attempt- 
ing a merging  operation  in  terms  of  training.  Fur- 
thermore, the  department  of  psychiatry  is  setting 
up  an  emergency  evaluation  service  to  cut  across  a 
lot  of  professional  lines,  and  Longview  State  Hos- 
pital is  in\ol\ed  in  both  projects  — the  experi- 
ment is  under  way. 

Cincinnati  psychiatrists  have  long  been  proud 
of  their  “firsts,”  such  as  the  Central  Clinic  and 
the  Child  Guidance  Home.  There  is  an  oppor- 
tunity here  for  Cincinnati  psychiatrists,  as  a pro- 
fessional community  (and  for  Ohio  psychiatrists 
elsewhere),  to  achieve  another  “first”:  to  improve 
the  level  of  liaison,  support,  and  respect  of  each 
other’s  work  in  such  a way  that  all  patients  would 
benefit  across  the  social  and  economic  lines.  A 
local  psychiatric  association  could  initiate  such 
movement  in  one  of  several  w'ays.  One  example 
would  be  the  creation  of  a task  force  with  a 
mandate  to  study  the  locally  divisive  issues  in 
depth  and  to  negotiate  for  feasible  improvements, 
reporting  back  to  the  association  as  a w'hole,  by  a 
specified  deadline.  Another  possibility  would  be 
for  a local  association  henceforth  to  give  the 
majority  of  program  time  to  local  speakers,  jranels, 
and  issues. 

Summary' 

The  services  performed  by  psychiatrists  to  our 
state  population  as  a whole  are  rendered  less  ef- 
fective due  to  the  e.xisting  fragmentation:  psy- 
chiatrists working  in  private  practice  have  little 
knowledge  and  appreciation  of  the  work  of  their 
colleagues  in  the  state  system,  the  community 
mental  health  centers,  and  the  medical  schools  - — 
and  the  same  holds  true  for  the  other  three 
groups.  Recognition  of  this  serious  problem  has 
been  quoted  from  various  sources,  and  a particular 
solution  is  suggested,  based  on  the  framework  of 
mental  health  consultation. 

Our  hope  in  writing  this  paper  is  that  not 
only  will  it  produce  a lively  discussion,  but  also 
that  constructive  action  may  follow. 
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/V  LTHOUGH  PATIENTS  with  cystic  fibrosis 
^or  mucoviscidosis  may  grow  to  adulthood, 
survival  beyond  the  fourth  decade  is  rare.^  The 
oldest  living  patient  in  one  series  was  41  years.^ 
The  purpose  of  this  article  is  to  report  the  clinical 
and  pathologic  findings  in  a man  in  whom  the 
diagnosis  of  mucoviscidosis  was  first  made  at  the 
age  of  48  years. 

Case  Report 

The  patient  was  admitted  to  Riverside  Methodist 
Hospital  on  December  16,  1964  with  the  chief  complaint 
of  noncolicky  abdominal  pain  in  the  left  flank,  nausea 
and  vomiting  of  one  week  duration.  Three  days  after 
the  onset  of  pain,  he  “forced”  himself  to  have  a bowel 
movement  and  passed  a hard  stool,  followed  by  loose, 
foul-smelling,  very-light-colored,  blood-streaked  stool. 
Two  days  later  the  pain,  constipation,  nausea  and 
vomiting  recurred.  There  was  no  fever  or  chills.  He 
had  a 30-pound  weight  loss  during  the  preceding  five 
years  and  10-pound  weight  loss  in  the  last  six  months 
despite  good  diet.  Past  history  revealed  frequent  respira- 
tory infections  (sore  throats  and  chest  colds)  and  per- 
sistent sinusitis  with  chronic  postnasal  drip  since  child- 
hood. He  had  tonsillectomy  and  adenoidectomy  at  the 
age  of  19  years.  Because  of  persistent  sinus  trouble,  he 
moved  to  Texas  at  the  age  of  23.  Finding  no  relief,  a 
year  later  he  moved  to  work  as  an  office  clerk  in  a 
molybdenum  mine  in  Climax,  Colorado  (altitude  ap- 
proximately 14,000  ft.).  He  became  so  dyspneic  soon 
after  his  arrival  that  he  was  relieved  of  his  duties  on 
doctor’s  advice.  He  then  moved  back  to  Ohio  to  work 
in  the  office  of  Cleveland  Diesel  Company.  At  the  age 
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of  26,  he  was  rejected  by  the  Army  for  reasons  of  lung 
disease  of  unknown  nature  detected  by  x-ray  examina- 
tion. Several  subsequent  chest  roentgenograms  revealed 
the  same  disease  which  was  suspected  as  tuberculosis 
but  could  not  be  confirmed.  In  1950,  at  the  age  of  34 
years,  he  was  admitted  to  The  Ohio  State  University 
Hospital  with  a history  of  cough  productive  of  sputum, 
and  progressive  dyspnea  of  eight  years  duration,  which 
had  become  worse  six  weeks  before  admission  after  a 
bout  of  upper  respiratory  tract  infection.  His  vital  capac- 
ity was  1,800  ml.  Chest  roentgenograms  at  this  time 
were  interpreted  as  showing  diffuse  pulmonary  fibrosis 
more  intense  at  bases,  pulmonary  emphysema,  and  early 
cylindrical  bronchiectasis  of  the  left  basal  segments.  A 
wedge  biopsy  of  a granular-indurated  area  of  the  lower 
part  of  the  left  upper  lobe  was  performed;  this  biopsy 
was  reported  as  showing  chronic  bronchitis,  emphysema, 
and  areas  of  ossification  unassociated  with  fibrosis  or 
inflammatory  reaction.  The  patient  was  told  that  he  had 
only  50  percent  use  of  his  lungs  due  to  chronic  bronchi- 
tis, emphysema,  and  calcified  lung.  Five  years  later,  he 
had  a “blackout  spell”  due  to  extreme  difficulty  in 
expelling  the  mucus  and  coughing  up  a large  amount 
of  sticky  sputum.  In  1957,  he  was  re-admitted  to  The 
Ohio  State  University  Hospital  for  shortness  of  breath, 
sinus  trouble,  and  exertional  dyspnea.  In  view  of  the 
known  diagnosis  of  chronic  bronchitis  with  pulmonary 
emphysema,  symptomatic  treatment  was  given.  From 
follow-up  x-ray  films  in  1961  and  1964,  it  was  felt  there 
was  a decrease  in  the  calcific  nodularity  of  the  lung  fields 
but  the  other  changes  remained  essentially  the  same. 
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Five  years  before  the  last  admission,  he  developed  ankle 
edema  and  congestive  heart  failure  that  were  treated 
with  diuretics. 

Family  History:  The  patient  was  one  of  five 

siblings,  four  male  and  one  female.  One  male  baby  died 
at  birth,  the  second  died  of  pneumonia  at  the  age  of 
2 years,  the  third  died  at  the  age  of  29  years  of  some 
unknown  developmental  anomaly  of  the  kidney  asso- 
ciated with  kidney  infection.  The  sister  was  living  but 
had  chronic  respiratory  problems.  The  patient’s  parents 
were  living  and  well  without  any  known  illnesses.  1 he 
patient  was  married  and  had  only  one  male  offspring, 
who  is  now  living  and  well.  There  was  no  history  of 
cancer  or  diabetes  in  the  family. 

Physical  examination  on  the  last  admission  revealed 
a well-developed,  but  poorly  nourished  white  rnale  in 
some  abdominal  distress.  The  anteroposterior  diameter 
of  the  chest  was  increased  and  scattered  rales  and 
rhonchi  were  heard  over  both  lungs.  The  heart  was  nor- 
mal in  size  and  had  a normal  sinus  rhythm.  The  abdomen 
was  distended,  diffusely  tender,  tympanitic,  and  had 
minimal  tinkling  bowel  sounds.  The  liver,  kidneys,  and 
spleen  or  any  other  masses  were  not  palpable.  The  ab- 
dominal veins  were  distended.  Rectal  examination  re- 
vealed yellow-brown  stool  and  a slightly  enlarged  prostate 
without  nodularity. 

Laboratory  studies  on  admission  revealed  a leukocyte 
count  of  16,870  per  cu  mm  with  82  percent  neutrophils; 
hemoglobin  value  was  15.6  gm  per  100  ml  with  hemato- 
crit of  47  percent.  Blood  urea  nitrogen  (BUN)  was  21 
mg  per  100  ml.  Urinalysis  was  not  remarkable.  Stools 
were  positive  for  occult  blood.  The  serum  electrolytes 
after  adequate  hydration  were:  sodium  147  mEq/liter, 
potassium  4.7  mEq/liter,  chloride  97  mEq/liter.  Blood 
glucose  was  299  mg  per  100  ml.  Serum  amylase  and 
lipase  levels  were  not  elevated.  The  total  serum  protein 
was  4.6  gm  per  100  ml  with  serum  albumin  2.8  gm  per 
100  ml,  and  serum  globulin  1.8  gm  per  100  ml.  C- 
reactive  protein  was  1 plus. 

Radiologic  examination  revealed  small  bowel  loops 
with  fluid  levels  in  the  left  upper  quadrant  and  much 
fecal  material.  A diagnosis  of  small  bowel  obstruction 
of  unknown  etiology,  possibly  regional  enteritis,  was 
made.  At  laparotomy  the  next  day,  the  small  bowel  was 
found  to  be  greatly  dilated,  about  three  or  four  times 
the  normal  size,  due  to  an  impacted,  hard  bezoar  about 
4 cm  long  and  3 cm  in  diameter.  The  bezoar  was 
removed  by  enterotomy  at  which  time  a biopsy  of  the 
small  intestine  was  obtained.  Impacted  fecal  material  was 
also  found  in  the  colon;  these  were  suctioned  with  great 
difficulty  and  removed  only  partially.  The  long  and 
extremely  edematous  appendix  was  also  removed. 

The  appendix  measured  7.5  cm  in  length  and  1.7 
cm  in  diameter.  The  dilated  lumen  was  filled  with  a 
cast-like  solid  green  and  brown  laminated  material.  The 
attenuated  wall  measured  up  to  2 mm  in  thickness  and 


Fig.  2.  Bronchial  mucosa.  Note  chronic  bronchitis 
and  cystic  dilatation  of  bronchial  mucosal  glands 
due  to  inspissated  mucus. 


F’ig.  1.  Appendix.  Note  “streamers”  of  mucus  in 
mucosal  glands  blending  with  mucus  in  lumen. 


showed  on  microscopic  examination,  flattened  mucosal 
folds  with  attenuated  lymphoid  tissue  and  mucosal 
glands  that  were  distended  with  “sticky”  mucus  (Fig.  1). 
The  focally  calcified  fecal  material  in  the  appendiceal 
lumen  was  enveloped  by  mucus,  trapped  in  which  were 
polymorphonuclear  leukocytes.  The  mucus  was  continu- 
ous with  the  mucus  filling  the  glands  at  several  levels. 
Biopsy  of  the  small  intestine  showed  similar  but  more 
pronounced  changes;  the  surface  epithelium  of  the 
mucosal  villi  contained  many  goblet  cells,  and  the  crypts 
of  Leiberkuhn  resembled  colonic  glands  due  to  the  in- 
creased number  of  goblet  cells.  'Fhe  bezoar  contained 
mostly  undigested  meat  fibers  wrapped  in  mucus.  On 
the  basis  of  these  findings,  a diagnosis  of  mucoviscidosis 
was  made. 

The  first  postoperative  week  was  uneventful  except 
for  extreme  difficulty  in  expectorating  sputum;  however, 
with  the  administration  of  iodide,  the  patient  brought 
up  a large  amount  of  sputum.  On  the  eighth  post- 
operative day,  the  patient  developed  an  acute  abdominal 
catastrophe  characterized  by  abdominal  distention  asso- 
ciated with  diffuse  tenderness,  rapid  fall  in  blood  pres- 
sure, vague  apprehension,  and  a slight  guarding  of  the 
right  lower  quadrant  which  was  thought  to  be  due  to 
reimpaction.  'Fhere  was  abundant  leakage  of  fluid  from 
the  stay  sutures.  Culture  of  this  fluid  yielded  Pseudo- 
monas pyocyanea  and  Aerobacter  aerogenes.  He  con- 
tinued to  complain  of  abdominal  pain,  and  despite  the 
passing  of  flatus,  abdominal  distension  associated  with 
decreased  bowel  sounds  continued.  The  drainage  became 
somewhat  fecal  in  character.  The  leukocyte  count  was 
24,670  cu  mm  with  84  percent  segmented  and  16  per- 
cent nonsegmented  neutrophils.  A sweat  chloride  test  was 
negative  by  the  then  available  Fibres  Rx  filter  paper 
technique,  the  poor  reliability  of  which  has  been  subse- 
quently recognized.  Despite  administration  of  antibiotics 
and  supportive  therapy  he  died  on  January  3,  1965, 
eighteen  days  after  admission. 

Autopsy  disclosed  a moderately  well-developed, 
cachectic  white  male.  The  pleural  cavities  contained  an 
estimated  300  ml  of  fluid  bilaterally.  The  right  and  left 
lungs  weighed  680  and  1170  grams  respectively  and 
showed  bronchopneumonic  areas  involving  an  estimated 
60  percent  of  lung  substance.  All  the  bronchi  were 
found  to  be  irregularly  dilated  with  some  reaching  cystic 
proportions.  Histologic  sections  revealed  chronic  bronchi- 
tis with  foci  of  squamous  metaplasia,  focal  bronchiectasis 
with  polypoid  projections  of  the  bronchial  mucosa,  and 
dilatation  of  bronchial  mucous  glands  some  of  which 
contained  inspissated  mucus  (F'ig.  2).  The  peritoneal 
cavity  contained  approximately  1 liter  of  foul-smelling 
brown  fluid,  smelling  like  fecal  material.  Greenish-brown, 
fibrinous  adhesions  were  seen  in  the  peritoneal  cavity, 
and  the  serosal  aspect  of  the  intestines  revealed  greenish- 
grey,  shaggy  exudate.  The  small  intestines  were  greatly 
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dilated  except  at  the  point  of  enterotomy  where  the 
lumen  was  obstructed  by  a seinisolid,  dark,  brownish- 
black  mass.  The  colon  was  distended  with  reddish-black 
sticky,  hard  material  re.semhling  meconium.  The  recto- 
sigmoid and  the  rectum  did  not  contain  fecal  material. 

The  surface  of  the  slightly  enlarged  liver  was  covered 
with  greyish-green,  fibrinous  exudate.  The  bile  ducts 
were  not  cystically  enlarged.  I'lie  gallbladder  contained 
bile  and  a few  small  calculi  measuring  up  to  6 mm  in 
diameter.  The  pancreas  weighed  130  grams.  The  pan- 
creatic duct  was  dilated  and  could  be  traced  over  one- 
half  the  length  of  the  pancreas.  Several  cystic  dilatations 
of  the  ducts  (measuring  up  to  8 mm  in  diameter)  were 
identified  in  the  substance  of  the  pancreas,  d'hese,  on 
histologic  sections,  were  found  to  be  dilated  ducts  and 
ductules  associated  with  periductal  and  perilobular 
fibrosis  (Fig.  3)  and  extensive  interstitial  infiltration  by 
fat  secondary  to  exocrine  atrophy.  The  sections  of  the 
small  intestine  showed  fibrinopurulent  exudate  on  the 
serosal  surface  and  large  numbers  of  goblet  cells  in  the 
mucosa  (Fig.  4')  similar  to  the  changes  seen  in  the 
small  intestine  biopsy  at  laparotomy.  The  external  geni- 
talia were  those  of  a normal  adult  male.  'Fhe  seminal 
vesicles,  vas  deferens,  and  epididymides  were  regarded 
as  unremarkable  by  the  prosector.  No  histologic  examina- 
tion of  these  organs  was  performed. 

Discussion 

The  history  of  chronic  disabling  respiratory 
disease  characterized  by  repeated  respirator)-  infec- 
tions, and  very  tenacious  mucus  in  our  jratient 
may  also  occur  in  patients  with  chronic  bronchitis. 
However,  the  presence  of  cystically  dilated  bron- 
chial mucous  glands  that  are  filled  with  inspissated 
mucus  along  with  the  chronic  bronchitis  and  cystic 
bronchiectasis  in  our  patient  is  one  of  the  impor- 
tant delayed  manifestations  of  the  disease,  muco- 
viscidosis. The  intestinal  obstruction  occurring  in 
older  adults  has  been  termed  “meconium  ileus 
equivalent.”^  It  is  due  to  fecal  impaction  or  similar 
material  and  is  thought  to  be  due  to  the  combined 
effects  of  pancreatic  insufficiency  and  abnormal 
mucous  substances.  In  our  patient,  not  only  was 
this  the  presenting  manifestation  of  the  disease, 
but  it  was  also  responsible  for  the  fatal  outcome 
due  to  the  impaction  following  surgical  operation. 


Fig  3.  Pancreas.  Exocrine  atrophy  and  fatty  re- 
placement, dilatation  of  small  ducts  and  ductules, 
and  intralobular  and  perilobular  fibrosis  associated 
with  acinar  atrophy  are  evident. 


leakage  from  the  anastomotic  site  and  the  opera- 
tive site,  resulting  in  fecal  peritonitis  and  sejitic 
shock.  The  presence  of  “sticky”  mucus  in  the 
mucosal  glands  of  the  intestines,  and  in  the  fecal 
masses  that  distended  the  lumen  confirms  the 
diagnosis.  Most  importantly,  the  changes  in  the 
appendix,  that  have  been  emphasized  recently  by 
Shwachman  & Ilolsclaw,’*  were  also  found  in  the 
aj)j)endix  that  was  removed  at  laparotomy.  The 
jjancreatic  changes  characterized  by  exocrine  atro- 
phy and  rej)lacement  by  fat,  intralol:)ular  fibrosis 
with  cystic  dilatation  of  ductules  and  jjatency  of 
the  larger  jiancreatic  ducts  has  been  regarded  as 
the  late  stage  of  cystic  fibrosis.^ 

Several  authors^"**  have  rejrorted  infertility 
and  aspermia  or  low  fertility  in  patients  with 
cystic  fibrosis  due  to  abnormalities  of  the  meso- 
nephric derivatives,  namely,  epididymis,  vasa  effer- 
entia,  and  seminal  vesicles.  In  our  patient  at  the 
time  of  autopsy,  w-e  were  not  aware  of  these  ab- 
normalities and  consecjuently  only  a cursory  ex- 
amination of  the  epididymis,  seminal  vesicles,  and 
vas  deferens  was  done.  However,  the  fact  that  the 
patient  had  fathered  a child  would  favor  a normal 
anatomy  of  the  structures.  Detailed  questioning  of 
the  family  of  the  deceased  revealed  that  he  fa- 
thered only  one  child  and  there  were  no  other 
conceptions  or  miscarriages  by  his  wife.  This  sup- 
ports the  low  fertility  rate  that  has  been  reported 
in  patients  with  cystic  fibrosis.  The  recent  report 
of  Taussig  and  associates®  of  normal  fertility  in 
“a  small  but  appreciable  number  of  males  (in  the 
range  of  2-3  percent)”  with  this  disease  indicates 
that  patients  with  cystic  fibrosis  can  reach  adult- 
hood and  can  be  fertile. 

Sweat  chloride  studies  in  our  patient  using 
Fibros®  paper  (Colab/ Laboratories,  Inc.,  Green- 
wood, 111.)  impregnated  with  silver  nitrate-potas- 
sium chromate  solution  was  negative.  This  result 


Fig.  4.  Small  intestine.  Tremendous  increase  in 
number  of  goblet  cells  in  mucosal  villi  are  almost 
bound  to  each  other  by  mucus. 
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may  reflect  the  poor  sensitivity  of  this  method  of 
testing  for  elevation  of  sweat  chlorides.  It  is  inter- 
esting that  the  son,  who  kindly  permitted  the  test 
for  sweat  chlorides  recently,  had  sweat  chlorides 
of  61  mEq/ liter  by  the  iontophoresis  method  using 
the  Lancer  cystic  fibrosis  analyzer  (Sherwood 
Medical  Industries,  Inc.,  Wise.')  The  range  estab- 
lished for  the  laboratory  is  10  to  60  mEq/liter.  The 
son,  who  is  now  27  years  of  age,  however,  is  in 
good  health  and  has  had  a son  recently. 

In  conclusion,  to  our  knowledge,  this  is  the 
oldest  patient  with  cystic  fibrosis  who  labored 
through  life  with  repeated  respiratory  infections 
and  finally  succumbed  to  intestinal  obstruction 
from  inspissated  mucus.  The  diagnosis  of  muco- 
viscidosis was  not  even  entertained  or  suspected 
by  various  clinicians  who  saw  him  during  his  life. 
This,  we  believe,  is  due  to  the  lack  of  awareness 
of  the  occurrence  of  mucoviscidosis  or  cystic  fibro- 
sis in  elderly  adults. 

Summary 

A 48-year-old  man  who  presented  with  in- 
testinal obstruction  had  a diagnosis  of  mucovisci- 
dosis made  for  the  first  time  based  on  histologic 
features  of  the  appendix  and  of  the  small  intestinal 
biopsy.  He  subsequently  died  of  fecal  peritonitis. 
The  gross  and  micro.scopic  finding  at  autopsy  con- 
firmed the  diagnosis  of  mucoviscidosis. 
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What  Is  a Specialty  Section?  . . . 

What  Is  a Specialty  Society? 


CIENTIFIC  SECTIONS  of  the  Ohio  State 
Aledical  Association  and  Ohio  specialty  societies 
are  not  one  and  the  same.  A scientific  section  is 
composed  of  physicians  interested  in  preparing  and 
presenting  at  the  Scientific  Assembly  of  the  Associ- 
ation’s Annual  Meeting  a scientific  program.  Any 
member  of  the  A.ssociation  interested  in  the  subject 
matter  to  be  presented  is  welcome  to  attend  any 
scientific  section  meeting. 

A specialty  society  is  an  organization  of  physi- 
cians committed  to  a particular  medical  specialty 
and  whose  affairs  are  conducted  independently  of 
OSMA. 

Article  V,  Section  1,  of  the  OSMA  Consti- 
tution and  Bylaws  states:  “Section  1.  Annual 
Meeting.  This  Association  shall  hold  an  Annual 
Meeting  during  which  there  shall  be  sessions  of 
the  House  of  Delegates,  general  sessions,  meetings 
of  specialty  sections  and  meetings  of  specialty  soci- 
eties, all  of  which  shall  be  open  to  all  registered 
members  and  registered  guests.”  (Bold  type  added 
for  emphasis.) 

While  specialty  societies  are  organized  and 
function  independently  of  OSAIA,  they  are  en- 
couraged to  conduct  their  scientific  meetings  in 
conjunction  with  the  .Annual  Meeting  of  the 
OSMA  and  also  in  cooperation  with  the  scientific 
sections. 

The  OSMA  Bylaws,  Chapter  3,  Sections  4 
and  5,  state:  “Section  Officers.  Each  section  shall 
elect  a chairman  and  a secretary  to  serve  until 
their  successors  are  elected.  They  shall  ser\e  as 
ex  officio  members  of  the  Committee  on  Scientific 
Work  provided  for  in  Section  4 of  Chapter  9 of 
these  Bylaws. 


“If  for  any  reason  a section  shall  fail  to  elect 
section  officers  at  a section  session  held  during  the 
Annual  Meeting,  such  officers  shall  be  appointed 
by  The  Council  at  its  first  meeting  following  the 
close  of  the  Annual  Meeting. 

Section  5.  Section  Sessions.  Each  section  auth- 
orized by  The  Council  shall  hold  its  session  or  ses- 
sions at  times  determined  by  The  Council  but  no 
section  shall  be  held  at  the  same  time  as  a gen- 
eral session.” 

Section  7 of  Chapter  3 provides  that  rules 
“adopted  by  a section  must  not  be  in  conflict  with 
the  Constitution  and  Bylaws  of  this  Association 
and  must  be  approved  by  The  Council  before  be- 
coming effective. 

Neither  the  Constitution  nor  the  Bylaws  pro- 
vides a specific  definition  of  a scientific  section. 

Chapter  9,  Section  4,  provides  that  the  Com- 
mittee on  Scientific  Work  shall  consist  of  10  mem- 
bers appointed  by  the  President  with  approval  of 
the  Elouse  of  Delegates  plus  the  ex  officio  mem- 
bers, who  are  the  president,  president-elect,  imme- 
diate past  president  of  the  Association  and  the 
section  officers. 

Thus,  the  organization  and  conduct  of  a sec- 
tion are  delineated  by  the  Constitution  and  By- 
laws. A specialty  society,  on  the  other  hand,  is  a 
society  completely  independent  of  OSMA,  and 
determines  its  own  membership  requirements  and 
affairs. 

While  the  specialty  societies  are  independent 
of  OSMA,  they  are  continuously  encouraged  to 
participate  actively  in  the  OSMA  Annual  Meeting, 
both  through  their  own  identities  as  well  as  in  co- 
operation with  the  scientific  sections. 
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A DOUBLE-DUTY  DIURETIC 

Trademark 


Each  capsule  contains  50  mg.  of  Dyrenium®  (brand  of  triamterene) 
and  25  mg.  of  hydrochlorothiazide. 

GEISTHEmrEROUT 
IK  EDEMA 

BRINGS  DOWN  BLOOD  PRESSURE 
IN  HYPERTENSION* 

SfVU^ES  POTASSIUM  IN  BOTH 


Before  prescribing,  see  complete  prescribing  information  in 
SK&F  literature  or  PDR. 

*Indications:  Edema  associated  with  congestive  heart  failure, 
cirrhosis  of  the  liver,  the  nephrotic  syndrome;  steroid-induced 
and  idiopathic  edema;  edema  resistant  to  other  diuretic 
therapy.  Also,  mild  to  moderate  hypertension. 
Contraindications:  Pre-existing  elevated  serum  potassium. 
Hypersensitivity  to  either  component.  Continued  use  in  pro- 
gressive renal  or  hepatic  dysfunction  or  developing  hyper- 
kalemia. 

Warnings:  Do  not  use  dietary  potassium  supplements  or 
potassium  salts  unless  hypokalemia  develops  or  dietary 
potassium  intake  is  markedly  impaired.  Enteric-coated 
potassium  salts  may  cause  small  bowel  stenosis  with  or  with- 
out ulceration.  Hyperkalemia  (>  5.4  mEq/L)  has  been  re- 
ported in  4%  of  patients  under  60  years,  in  12%  of  patients 
over  60  years,  and  in  less  than  8%  of  patients  overall.  Rarely, 
cases  have  been  associated  with  cardiac  irregularities.  Accord- 
ingly, check  serum  potassium  during  therapy,  particularly  in 
patients  with  suspected  or  confirmed  renal  insufficiency  (e.g., 
elderly  or  diabetics).  If  hyperkalemia  develops,  substitute  a 
thiazide  alone.  If  spironolactone  is  used  concomitantly  with 
‘Dyazidel  check  serum  potassium  frequently  — both  can  cause 
potassium  retention  and  sometimes  hyperkalemia.  Two  deaths 
have  been  reported  in  patients  on  such  combined  therapy  (in 
one,  recommended  dosage  was  exceeded;  in  the  other,  serum 
electrolytes  were  not  properly  monitored).  Observe  patients  on 
‘Dyazide’  regularly  for  possible  blood  dyscrasias,  liver  damage 
or  other  idiosyncratic  reactions.  Blood  dyscrasias  have  been 
reported  in  patients  receiving  Dyrenium  (triamterene,  sk&f  ). 
Rarely,  leukopenia,  thrombocytopenia,  agranulocytosis,  and 
aplastic  anemia  have  been  reported  with  the  thiazides.  Watch 
for  signs  of  impending  coma  in  acutely  ill  cirrhotics.  Thiazides 


are  reported  to  cross  the  placental  barrier  and  appear  in  breast 
milk.  This  may  result  in  fetal  or  neonatal  hyperbilirubinemia, 
thrombocytopenia,  altered  carbohydrate  metabolism  and 
possibly  other  adverse  reactions  that  have  occurred  in  the 
adult.  When  used  during  pregnancy  or  in  women  who  might 
bear  children,  weigh  potential  benefits  against  possible  haz- 
ards to  fetus. 

Precautions:  Do  periodic  serum  electrolyte  and  BUN  determi- 
nations. Do  periodic  hematologic  studies  in  cirrhotics  with 
splenomegaly.  Antihypertensive  effects  may  be  enhanced  in 
postsympathectomy  patients.  The  following  may  occur: 
hyperuricemia  and  gout,  reversible  nitrogen  retention,  de- 
creasing alkali  reserve  with  possible  metabolic  acidosis, 
hyperglycemia  and  glycosuria  (diabetic  insulin  requirements 
may  be  altered),  digitalis  intoxication  (in  hypokalemia).  Use 
cautiously  in  surgical  patients.  Concomitant  use  with  anti- 
hypertensive agents  may  result  in  an  additive  hypotensive 
effect. 

Adverse  Reactions:  Muscle  cramps,  weakness,  dizziness, 
headache,  dry  mouth;  anaphylaxis;  rash,  urticaria,  photo- 
sensitivity, purpura,  other  dermatological  conditions;  nausea 
and  vomiting  (may  indicate  electrolyte  imbalance),  diarrhea, 
constipation,  other  gastrointestinal  disturbances.  Rarely, 
necrotizing  vasculitis,  paresthesias,  icterus,  pancreatitis,  and 
xanthopsia  have  occurred  with  thiazides  alone. 

Supplied:  Bottles  of  100  capsules. 
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Carolina,  P.R.  00630 

a subsidiary  of  Smith  Kline  & French  Laboratories 


A blueprint  for  introdudr 

I.  If  one  pin"  were  right  for 
every  woman,  we'd  make  It. 


Patient  need  for  contraception 
Medicai  history,  physicai  examination 
Past  piil  experience 


I 

Known  specioi  hormonal  needs 


T — r 


; Demulen,  3.  If  your  patient  requires 
a 50-mcg.  a different  hormonal  balance- 

'low-estrogen'  pill,  temporarily  or  for  the 
is  a logical  longterm- 

first  choice.  Searle  offers  you  alternatives. 


=br  a “standard" 
50-mcg.  start 


available  in  21-  and  28-pill  schedules, 
ach  white  tablet  contains:  ethynodiol 
iacetate  1 mg. /ethinyl  estradiol  SO  meg. 

:ach  pink  tablet  in  Demulen-28<8  is  a 
lacebo,  containing  no  active  ingredients. 

A moderately 
jrogestogen-dominant 
:ombinotion  with  low 
estrogenic  activity.^ 

ec.BicI  Product  of  Searte  a Co. 


When  slightly  more 
estrogenic  activity  Is 
indicated 


Demulen'  I^Ovulen 


I San  Juan,  Puerto  Rico  00936 


Available  in  20-,  21-  and  28-pill  schedules. 

Each  white  tablet  contains:  ethynodiol 
diacetate  1 mg./mestranol  0.1  mg. 

Each  pink  tablet  in  Ovulen-28S'  is  a placebo 
containing  no  active  ingredients. 

A centrally  balanced 

estrogen/progestogen 

combination.* 


Product  of  i Co. 
San  Juan,  Puerto  Rico  00936 


For  the  woman  who 
clearly  needs  more 
estrogen  or  is  sensitive 
to  other  progestogens 

EnovIchE 

Available  in  20-  and  21-pili  schedules. 

Each  tablet  contains:  norethynodrel  2.5 
mg./mestranoi  0.1  mg. 

An  estrogen-dominant 
combination  with  no 
androgenic  activity.* 


Product  of  Soarlo  Laboratories 

SCARLE  Division  of  G.  D.  Searle  & Co. 

Box  5110,  Chicago,  Illinois  60680 
Where  "The  Piir  Began 


Note:  Oral  contraceptives  are  complex  medications.  As  with  all  medications  they  should 
be  prescribed  with  discriminating  care,  and  only  after  reference  to  full  prescribing  information. 
For  brief  summary  of  prescribing  information,  please  see  next  page. 


rimarily  on  animal  studies. 


If  one 'pin"  were  right  for  every  woman,  we'd  make  it. 


I 

i 
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Ovulen®  Available  in  20-,  21-  and  28-pill  schedules 

Each  white  tablet  contains:  ethynodiol  diacetate  1 mg./mestranol  0.1  mg. 
Each  pink  tablet  in  Ovulen-28®  is  a placebo,  containing  no  active 
ingredients. 

Demulen®  Available  in  21-  and  28-pill  schedules 

Each  white  tablet  contains:  ethynodiol  diacetate  1 mg. /ethinyl  estradiol 
50  meg. 

Each  pink  tablet  in  Demulen-28®  is  a placebo,  containing  no  active 
ingredients. 

Actions— Ovulen  and  Demulen  act  to  prevent  ovulation  by  inhib- 
iting the  output  of  gonadotropins  from  the  pituitary  gland.  Ovulen 
and  Demulen  depress  the  output  of  both  the  follicle-stimulating 
hormone  (FSH)  and  the  luteinizing  hormone  (LH). 

Special  note— Oral  contraceptives  have  been  marketed  in  the 
United  States  since  1960.  Reported  pregnancy  rates  vary  from 
product  to  product.  The  effectiveness  of  the  sequential  products 
appears  to  be  somewhat  lower  than  that  of  the  combination  prod- 
ucts. Both  types  provide  almost  completely  effective  contraception. 

An  increased  risk  of  thromboembolic  disease  associated  with  the 
use  of  hormonal  contraceptives  has  now  been  shown  in  studies  con- 
ducted in  both  Great  Britain  and  the  United  States.  Other  risks,  such 
as  those  of  elevated  blood  pressure,  liver  disease  and  reduced  tol- 
erance to  carbohydrates,  have  not  been  quantitated  with  precision. 

Long-term  administration  of  both  natural  and  synthetic  estro- 
gens in  subprimate  animal  species  in  multiples  of  the  human  dose 
increases  the  frequency  of  some  animal  carcinomas.  These  data 
cannot  be  transposed  directly  to  man.  The  possible  carcinogenicity 
due  to  the  estrogens  can  be  neither  affirmed  nor  refuted  at  this 
time.  Close  clinical  surveillance  of  all  women  taking  oral  contracep- 
tives must  be  continued. 

Indication— Ovulen  and  Demulen  are  indicated  for  oral  contra- 
ception. 

Contraindications— Patients  with  thrombophlebitis,  thromboem- 
bolic disorders,  cerebral  apoplexy  or  a past  history  of  these  condi- 
tions, markedly  impaired  liver  function,  known  or  suspected  car- 
cinoma of  the  breast,  known  or  suspected  estrogen-dependent 
neoplasia  and  undiagnosed  abnormal  genital  bleeding. 

Warnings— The  physician  should  be  alert  to  the  earliest  manifes- 
tations of  thrombotic  disorders  (thrombophlebitis,  cerebrovascular 
disorders,  pulmonary  embolism  and  retinal  thrombosis).  Should 
any  of  these  occur  or  be  suspected  the  drug  should  be  discon- 
tinued immediately. 

Retrospective  studies  of  morbidity  and  mortality  conducted  in 
Great  Britain  and  studies  of  morbidity  in  the  United  States  have 
shown  a statistically  significant  association  between  thrombophle- 
bitis, pulmonary  embolism,  and  cerebral  thrombosis  and  embo- 
lism and  the  use  of  oral  contraceptives.  There  have  been  three 
principal  studies  in  Britain'-’  leading  to  this  conclusion,  and  one’ 
in  the  United  States.  The  estimate  of  the  relative  risk  of  thrombo- 
embolism in  the  study  by  Vessey  and  Doll’  was  about  sevenfold, 
while  Sartwell  and  associates’  in  the  United  States  found  a relative 
risk  of  4.4,  meaning  that  the  users  are  several  times  as  likely  to 
undergo  thromboembolic  disease  without  evident  cause  as  non- 
users. The  American  study  also  indicated  that  the  risk  did  not  per- 
sist after  discontinuation  of  administration  and  that  it  was  not 
enhanced  by  long-continued  administration.  The  American  study 
was  not  designed  to  evaluate  a difference  between  products.  How- 
ever, the  study  suggested  that  there  might  be  an  increased  risk  of 
thromboembolic  disease  in  users  of  sequential  products.  This  risk 
cannot  be  quantitated,  and  further  studies  to  confirm  this  finding 
are  desirable. 

Discontinue  medication  pending  examination  if  there  is  sudden 
partial  or  complete  loss  of  vision,  or  if  there  is  a sudden  onset  of 
proptosis,  diplopia  or  migraine.  If  examination  reveals  papilledema 
or  retinal  vascular  lesions  medication  should  be  withdrawn. 

Since  the  safety  of  Ovulen  and  Demulen  in  pregnancy  has  not 
been  demonstrated,  it  is  recommended  that  for  any  patient  who 
has  missed  two  consecutive  periods  pregnancy  should  be  ruled  out 
before  continuing  the  contraceptive  regimen.  If  the  patient  has  not 
adhered  to  the  prescribed  schedule  the  possibility  of  pregnancy 
should  be  considered  at  the  time  of  the  first  missed  period. 

A small  fraction  of  the  hormonal  agents  in  oral  contraceptives 
has  been  identified  in  the  milk  of  mothers  receiving  these  drugs. 
The  long-range  effect  to  the  nursing  infant  cannot  be  determined 
at  this  time. 

Precautions— The  pretreatment  and  periodic  physical  examina- 
tions should  include  special  reference  to  the  breasts  and  pelvic 
organs,  including  a Papanicolaou  smear  since  estrogens  have  been 
known  to  produce  tumors,  some  of  them  malignant,  in  five  species 
of  subprimate  animals.  Endocrine  and  possibly  liver  function  tests 
may  be  affected  by  treatment  with  Ovulen  or  Demulen.  Therefore, 
if  such  tests  are  abnormal  in  a patient  taking  Ovulen  or  Demulen, 
it  is  recommended  that  they  be  repeated  after  the  drug  has  been 
withdrawn  for  two  months.  Under  the  influence  of  progestogen- 
estrogen  preparations  preexisting  uterine  fibromyomas  may  in- 
crease in  size.  Because  these  agents  may  cause  some  degree  of 


fluid  retention,  conditions  which  might  be  influenced  by  this  factor,  | 
such  as  epilepsy,  migraine,  asthma,  cardiac  or  renal  dysfunction, 
require  careful  observation.  In  breakthrough  bleeding,  and  in  all 
cases  of  irregular  bleeding  per  vaginam,  nonfunctional  causat 
should  be  borne  in  mind.  In  undiagnosed  bleeding  per  vaginae 
adequate  diagnostic  measures  are  indicated.  Patients  with  a his- 
tory of  psychic  depression  should  be  carefully  observed  and  the 
drug  discontinued  if  the  depression  recurs  to  a serious  degree.  Any 
possible  influence  of  prolonged  Ovulen  or  Demulen  therapy  on  pitu- 
itary, ovarian,  adrenal,  hepatic  or  uterine  function  awaits  further  I 
study.  A decrease  in  glucose  tolerance  has  been  observed  in  a sig-  I 
nificant  percentage  of  patients  on  oral  contraceptives.  The  mech-  i 
anism  of  this  decrease  is  obscure.  For  this  reason,  diabetic  patiente 
should  be  carefully  observed  while  receiving  Ovulen  or  Demulen  1 
therapy.  The  age  of  the  patient  constitutes  no  absolute  limiting  fac-  * 
tor,  although  treatment  with  Ovulen  or  Demulen  may  mask  the 
onset  of  the  climacteric.  The  pathologist  should  be  advised  ol 
Ovulen  or  Demulen  therapy  when  relevant  specimens  are  submit-  ’ 
ted.  Susceptible  women  may  experience  an  increase  in  blood  pres-  i 
sure  following  administration  of  contraceptive  steroids.  ; 

Adverse  reactions  observed  in  patients  receiving  oral  contracep-  J 
tives— A statistically  significant  association  has  been  demonstrated  i 
between  use  of  oral  contraceptives  and  the  following  serious  ad-  ' 
verse  reactions:  thrombophlebitis,  pulmonary  embolism  and  cere  ’ 
bral  thrombosis.  j 

Although  available  evidence  is  suggestive  of  an  association,  such  I 
a relationship  has  been  neither  confirmed  nor  refuted  for  the  fol-  j 
lowing  serious  adverse  reactions:  neuro-ocular  lesions,  e.g.,  retinal  1 
thrombosis  and  optic  neuritis.  i 

The  following  adverse  reactions  are  known  to  occur  in  patients  3 
receiving  oral  contraceptives:  nausea,  vomiting,  gastrointestinal h 
symptoms  (such  as  abdominal  cramps  and  bloating),  breakthrough  j] 
bleeding,  spotting,  change  in  menstrual  flow,  amenorrhea  during? 
and  after  treatment,  edema,  chloasma  or  melasma,  breast  changes! 
tenderness,  enlargement  and  secretion),  change  in  weight  (in-i 
crease  or  decrease),  changes  in  cervical  erosion  and  cervical  secre-  ^ 
tions,  suppression  of  lactation  when  given  immediately  post  partum,  ! 
cholestatic  jaundice,  migraine,  rash  (allergic),  rise  in  blood  pres- 
sure in  susceptible  individuals  and  mental  depression. 

Although  the  following  adverse  reactions  have  been  reported  in' 
users  of  oral  contraceptives,  an  association  has  been  neither  con- 1 
firmed  nor  refuted:  anovulation  post  treatment,  premenstrual-like-: 
syndrome,  changes  in  libido,  changes  in  appetite,  cystitis-like  syrvii 
drome,  headache,  nervousness,  dizziness,  fatigue,  backache,  hiin 
sutism,  lossof  scalp  hair,  erythema  multiforme,  erythema  nodosum,^ 
hemorrhagic  eruption  and  itching.  i 

The  following  laboratory  results  may  be  altered  by  the  use  of  oral 
contraceptives:  hepatic  function:  increased  sulfobromophthalein  r&: 
tention  and  other  tests;  coagulation  tests:  increase  in  prothrombirv: 
Factors  VII,  VIII,  IX  and  X;  thyroid  function:  increase  in  FBI  anc'i 
butanol  extractable  protein  bound  iodine,  and  decrease  in  T’  up-i 
take  values;  metyrapone  test  and  pregnanediol  determination.  | 
References:  1.  Royal  College  of  General  Practitioners:  Oral  Coi>' 
traception  and  Thrombo-Embolic  Disease,  J.  Coll.  Gen.  Pract^ 
13:267-279  (May)  1967.  2.  Inman,  Vi/.  H.  W.,  and  Vessey,  M.  P.:  In- 1 
vestigation  of  Deaths  from  Pulmonary,  Coronary,  and  Cerebral  j 
Thrombosis  and  Embolism  in  Women  of  Child-Bearing  Age,  BritJ 
Med.  J.  2:193-199  (April  27)  1968.  3.  Vessey,  M.  P.,  and  Doll,  R.fij 
Investigation  of  Relation  Between  Use  of  Oral  Contraceptives  and  ; 
Thromboembolic  Disease.  A Further  Report,  Brit.  Med.  J.  2:651-657.! 
(June  14)  1969.  4.  Sartwell,  P.  E.;  Masi,  A.  T.;  Arthes,  F.  G.;  Greene,-; 
G.  R.,  and  Smith,  H.  E.:  Thromboembolism  and  Oral  Contracepj 
tives:  An  Epidemiologic  Case-Control  Study,  Amer.  J.  Epidem.1 
90:365-380  (Nov.)  1969. 

Products  of  Searle  & Co. 

San  Juan,  Puerto  Rico  00936  j 
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Enovid-E®  Now  available  in  the  21-pill  schedule  in 
refillable  Compack®  and  three-cycle  Triopak’” 

Each  tablet  contains:  norethynodrel  2.5  mg./mestranol  0.1  mg. 

Actions— Enovid-E  acts  to  prevent  ovulation  by  inhibiting  the  ol  i 
put  of  gonadotropins  from  the  pituitary  gland.  Enovid-E  depresse 
the  output  of  both  the  follicle-stimulating  hormone  (FSH)  and  thjt 
luteinizing  hormone  (LH). 

Indication— Enovid-E  is  indicated  for  oral  contraception. 

The  Special  Note,  Contraindications,  Warnings,  Precautions  anf 
Adverse  Reactions  listed  above  for  Ovulen  and  Demulen  are  appf 
cable  to  Enovid-E  and  should  be  observed  when  prescribing  Enovid 

Enovid-E® 

brand  of  norethynodrel  with  mestranol 


SEARLE 


Product  of  Searle  Laboratories 
Division  of  G.  D.  Searle  & Co. 

Box  5110,  Chicago,  Illinois  60680 

Where  "The  Pill"  Began 
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Ohio’s  Four  Medical  Colleges  Received 
More  Than  $42,000  from  AMA-ERF  This  Year 


OHIO’S  ANNUAL  CAMPAIGN  on  behalf  of 
the  American  Medical  Association  Education 
and  Research  Foundation  is  now  under  way  to 
make  it  possible  for  Medical  Education  Loan 
Guarantee  Programs.  Dr.  Philij)  Hardymon,  Co- 
lumbus, is  chairman  of  the  Ohio  AM.\-ERF  Com- 
mittee, which  includes  councilors  of  the  1 1 Coun- 
cilor Districts  of  the  Ohio  State  Medical  Asso- 
ciation. 


Philip  Hardymon,  M.D. 


Before  launching  Ohio’s  1973  Annual  AMA- 
ERF  campaign  drive  for  funds  for  Medical  Edu- 
cation Loan  Guarantee  Programs,  it  might  be  well 
to  cjuote  a few  facts  which  will  be  of  interest  to 
you. 

“The  total  grants  distributed  to  medical 
schools  through  the  end  of  the  1972  contributions 
is  $23,743,233.” 

“For  the  period  March,  1962  through  De- 
cember, 1972  a total  of  48,700  loans  have  been 
made.  The  total  dollar  amount  is  $55,334,775.” 

“The  four  medical  schools  in  Ohio  received 
$42,214.65  from  AMA-ERF  in  1973  as  follows: 

“Case  Western  Reserve  University  School  of 
Medicine  — $8,542.22 

“Ohio  State  University  College  of  Medicine 
— $14,362.08 

“The  University  of  Cincinnati  College  of 
Medicine  — $15,778.79 

“The  Medical  College  of  Ohio  at  Toledo  — 
$3,531.56.” 

All  this  has  been  done  by  the  private  sector 
of  the  economy  without  government  subsidy.  This 


is  an  enviable  record  which  can  be  maintained  with 
the  help  of  Ohio  physicians. 

But  first,  here  are  answers  to  some  cjuestions 
which  you  may  have  concerning  the  Student  Loan 
Guarantee  Fund. 

Did  you  know;  That  through  the  Student 
Loan  Guarantee  Fund,  the  struggling  medical  stu- 
dent may  receive  direct  financial  aid? 

Did  you  know:  That  it  now'  costs  at  least 
$5,000  per  year  to  attend  medical  school? 

Did  you  know:  That  your  contribution  to  the 
Student  Loan  Guarantee  Fund  will  be  held  as  a 
guarantee  for  repayment  of  loans?  For  each  $1.00 
you  gi\e,  another  $12.50  will  be  put  to  work  in 
loans  made  by  a commercial  bank,  and  as  these 
loans  are  repaid  the  money  is  reactivated  to  help 
other  students. 

Did  you  know:  That  the  accepted  applicant 
becomes  eligible  for  medical  education  loans  of 
up  to  $1,500  a year?  Additional  applications  may 
be  approved  each  year  so  that  a maximum  of 
$10,000  can  be  borrowed  over  a seven  year  period. 

Did  you  know:  That  since  the  incejjtion  of 
the  Student  Loan  Guarantee  Fund  in  1962,  1,868 
loans  have  been  made  to  Ohio  medical  students 
for  a total  of  $2,057,350? 

Did  you  know:  That  the  borrower  pays  only 
the  established  interest  rate  during  his  training, 
and  has  ten  years  after  completion  of  training  to 
repay  the  principal? 

The  facts  stated  abo\  e are  very  imjjressive  and 
the  AMA-ERF  student  loan  program  has  been 
de.signed  to  alleviate  the  financial  difficulties  of 
medical  students  and  to  encourage  career  decisions 
in  favor  of  medicine  by  utilizing  the  principal  of 
a security  fund  functioning  as  a cosigning  agency 
to  make  available  through  community  banks  rela- 
tively large  sums  of  credit  at  a low  rate  of  Interest 
to  medical  students. 

Realizing  the  importance  of  keeping  medical 
education  independent  through  private  initiative 
and  voluntary  effort.  Dr.  Hardymon  and  members 
of  the  Ohio  AMA-ERF  Committee  urge  Ohio 
physicians  to  respond  generously  in  this  year’s  cam- 
paign. 

YOU,  Doctor,  can  be  an  important  part  of 
this  program  by  contributing  now.  5Vhere  else  can 
you  buy  so  much  for  so  little?  Just  think,  a con- 
tribution of  $125  would  guarantee  a loan  for  a 
medical  student  for  one  year.  Think  about  it!! 
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Outstanding  Exhibits  Recognized  at 
1973  OSMA  Annual  Meeting 


EATURES  OE  J'HE  1973  OSMA  Annual 
Meeting  in  Coluinbvis  included  a very  excel- 
lent dis])lay  on  the  Exhibit  Floor  of  the  \'eterans 
Memorial  Building  including  Scientific,  Health 
Education,  and  Technical  Exhibits. 

A judging  committee  selected  se\eral  exhibits 
as  outstanding  and  the  sponsors  were  presented 
certificates  of  recognition  as  well  as  permanent 
type  placpies  to  be  displayed  in  re.spective  booths 
and  kept  as  permanent  mementos. 

.\  summary  of  exhibits  selected  as  outstanding 
appeared  in  the  July  issue  of  The  Journal  and 
more  details  on  some  of  these  exhibits  was  pub- 
lished in  the  September  number.  Here  is  addi- 
tional information  on  some  of  the  outstanding 
presentations.  Watch  for  more  information  in  the 
coming  issue. 


Knee  Replaeement  Exhibit 
Ciets  Honorable  Mention 

I'he  exhibit  entitled  “Geometric  Total  Knee 
Rejilacement  Arthroplasty,”  was  given  Honorable 
Mention  by  the  judging  committee.  The  following 
team  members,  all  associated  with  the  Department 
of  Orthopaedic  Surgery,  Cleveland  Clinic  Founda- 
tion and  Cleveland  Clinic  Educational  Foundation, 
sponsored  the  exhibit:  Alan  H.  Wilde,  M.D.,  head 
of  the  Section  on  Rheumatoid  Surgery;  H.  Royer 
Collins,  M.D.,  head  of  Section  on  Sports  Medi- 
cine; Charles  M.  Evarts,  M.D.,  chairman.  Depart- 
ment of  Orthopaedic  Surgery;  Carl  L.  Nelson, 
head  of  Section  on  Orthopaedic  Research;  and 
Kenneth  E.  DeHaven,  M.D. 

The  exhibit  depicted  the  indications,  contra- 
indications, surgical  teclmicjue  and  early  experi- 
ence with  the  geometric  knee  rej^lacement  arthro- 
jjlasty.  The  sjtonsors  at  the  present  time  feel  that 
the  indications  for  the  operation  are  those  cases  of 
])rimary  or  secondary  osteoarthritis  that  are  not 
suitable  for  osteotomy  and  those  cases  of  rheuma- 
toid arthritis  in  which  an  arthroplasty  is  indicated. 
Major  contraindications  for  the  operation  are  ac- 
tive joint  sepsis,  Charcot’s  arthropathy,  poor  soft 
tissue  coverage,  absent  quadriceps  muscle  func- 


tion, and  gross  instability  or  major  bone  loss. 

This  procedure  was  discussed  in  an  article  in 
Orthopedic  Clinics  of  North  America,  April  1973 
and  in  the  Spring  1973  issue  of  the  Cleveland 
Clinic  Quarterly.  Reprints  of  these  articles  are 
available  from  the  sponsors. 


Exhibit  on  Vasectomy  Prosthesis 
Wins  Bronze  Award 

The  Bronze  Award  in  Original  Investigation 
went  to  the  exhibit  entitled  “\'asectomy  Using 
Implantable  Prosthesis,”  sponsored  by  Robert  T. 
Bliss,  M.D.,  Cincinnati. 

The  exhibit  presented  a prosthesis,  a new  de- 
vice reported  by  the  sponsor  to  replace  sutures, 
clips,  clamps,  cautery  and  valves  in  bilateral  par- 
tial vasectomy.  The  prosthesis  is  reliable  not  only 
in  maintaining  aspermia,  but  in  improving  the 
possibility  of  successful  reversal  of  the  vasectomy. 
After  the  device  had  been  used  on  more  than  60 
men,  the  sponsor  reported  no  indications  of  patient 
discomfort. 

The  device  consists  of  two  implanted  stain- 
less steel  cuffs  which  clamp  onto  the  vas  deferens. 
These  are  deeph’  knurled  on  the  inside  to  prevent 
slippage,  yet  are  wide  enough  to  prevent  cutting 
through  the  vas,  even  with  moderate  crimping 
pressure. 

A teflon  spreader  which  holds  the  two  cuffs 
apart  and  in  position  is  flexible  enough  to  be 
easily  handled  and  comfortable  to  the  patient. 

The  sponsor  applies  the  prosthesis  to  a dis- 
sected intact  loop  of  the  vas  deferens  by  crimping 
the  cuffs  onto  the  vas  a short  distance  apart.  He 
then  incises  the  segment  between  the  cuffs.  He 
reports  that  the  ends  will  automatically  separate, 
but  they  may  easily  be  replaced  into  anatomical 
position  in  the  scrotum. 

Dr.  Bliss  reported  that  postoperati\e  compli- 
cations have  been  minimal  and  that  none  were 
actually  related  to  the  prosthesis  itself.  Aspermia 
is  attained  in  the  usual  average  amount  of  time 
and  ejaculations. 

The  sponsor  noted  that  repeat  sperm  counts 
at  six  months  have  remained  at  zero.  X-ray  studies 
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Dr.  William  R.  Schultz,  left,  1972-73  OSMA  President,  presents  the  Bronze  Award  in  Original  Imestigation 
to  Dr.  Robert  1’.  Bliss,  sponsor  of  the  exhibit,  “Vasectomy  Using  Implantable  Prosthesis.” 


liave  revealed  no  cases  of  slippage  of  the  prosthesis 
cuffs  from  the  ends  of  the  vas  deferens. 

The  procedure  has  been  reported  in  OB-GYA’ 
Observer  and  in  other  scientific  publications.  Dr. 
Bliss  is  clinical  professor  of  medicine  at  the  Uni- 
versity of  Cincinnati  College  of  Medicine. 


Vesicovaginal  Fistulae  Exhibit 
Receives  Honorable  Mention 

The  exhibit  entitled  “Repair  of  Vesicovaginal 
Fistulae”  was  given  Honorable  Mention  in  the 
Teaching  Field  by  the  judging  committee.  The 
exhibit  was  sponsored  by  Henry  A.  Wise  II,  M.D., 
of  the  Division  of  Urology’,  Department  of  Surgery, 
Ohio  State  University  College  of  Medicine. 

The  sponsor  summarized  the  work  done  on 
this  procedure  as  follows. 

Recurring  vesicovaginal  fistulae  after  radio- 
therapy and  pelvic  operative  procedures  is  an  in- 
creasing problem.  Radiation  inhibits  adecjuate 
wound  healing  by  causing  a narrowing  and  an 
obliteration  of  the  blood  vessels  as  w'ell  as  cellular 


damage.  The  increased  tissue  destruction  makes 
successful  repair  difficult,  and  high  recurrence 
rates  are  recorded  in  many  of  the  series  rejjorted.* 
lU  decrea.se  the  morbidity  and  failure  rates, 
the  exhibit  ad\ocated  the  use  of  nonirradiated 
tissue  transferred  to  the  fistula  site  where  prexious 
operative  procedures  have  been  attempted  and/or 
radiotherapy  has  been  administered.  Dorsey’s  de- 
scription of  a transvesical  rejjair  of  a vesicovaginal 
fistula  makes  mention  of  the  peritonealization  of 
the  vaginal  suture  line,^  and  this  exhibit  carries 
his  work  a step  farther.  An  extraperitoneal,  supra- 
pubic transvesical  approach  to  the  problem  is  pre- 
sented, and  the  use  of  a pedicled,  peritoneal  graft 
or  flap  is  outlined.  This  flap  is  interpositioned 
between  the  repaired  bladder  and  vagina. 

Prior  to  the  use  of  this  jirocedure  in  the  clini- 
cal situation,  laboratory  work  was  performed  on 
eight  female  dogs.  Under  general  anesthesia,  a 
fistula  was  created  between  the  vagina  and  the 
bladder  by  the  use  of  an  electrocautery.  After 
fulguration  and  perforation,  urethral  outflow  was 
obstructed  for  a period  of  two  weeks.  Subsec|uently, 
urine  drained  chronically  through  a vesicovaginal 
fistula.  After  a four-six  week  period  of  recovery, 
during  which  none  of  the  created  fistulae  had 
spontaneous  closure,  all  animals  underwent  opera- 
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live  re]jairs  using  a pcdided  jxnitoneal  flap  jno- 
ccdure. 

A six-inontli  reco\oiy  jxniod  elaj)sed,  and  all 
animals  were  sacrificed.  An  en  bloc  remo\al  of 
the  peKic  organs  was  ]terfonned,  and  these  were 
fixed  by  filling  the  vagina  and  bladder  with  for- 
malin solution,  closing  the  orifices  with  silk  suture, 
and  submerging  the  organs  in  a formalin  bath 
for  48  hours. 

Sagittal  sections  of  the  en  bloc  .section  were 
obtained,  and  gross  and  microscopic  insjjection 
^\■as  performed.  The  exhibit  sho\ved  several  of 
these  sections,  and  it  is  readily  apjtarent  that  viable 
tissue  exists  between  the  \ agina  and  bladder  where 
the  pedicle  graft  was  placed. 

The  surgical  procedure  was  outlined  in  the 
exhibit,  and  this  show'ed  that  the  bladder  is  ap- 
proached through  a lower  midline  or  Pfannenstiel 
incision.  Extreme  care  is  taken  to  reflect  the  peri- 
toneum intact  superiorly  off  the  dome  of  the  blad- 
der. A suprapubic,  transvesical  approach  such  as 
described  by  O’Conor^  is  used  to  outline  and  re- 
move the  fistulous  tract  from  both  the  bladder 
and  vagina.  An  adequate  margin  laterally  must 
be  obtained  so  as  to  insure  that  \iable  tissue  will 
be  reapproximated  in  these  two  organs.  Most  iin- 
jjortantly,  the  dissection  is  carried  distal  to  the 
fistulous  tract  separating  the  bladder  from  the 
vagina. 

Tlie  bladder  and  vagina  are  closed  in  at  least 
two  layers  using  4-0  chromic  catgut  suture  for  the 
mucosa  and  2-0  chromic  catgut  interrupted  su- 
tures for  the  muscularis.  A sujirapubic  catheter  is 
left  in  the  bladder  for  postoperative  drainage. 

Traction  is  placed  on  the  intact  peritoneum, 
and  a proposed  flap  of  peritoneal  tissue  is  outlined 
on  either  the  anterior  or  the  posterior  peritoneum, 
the  latter  if  the  peritoneum  has  been  entered  dur- 
ing the  approach  to  the  bladder.  Care  must  be 
taken  to  insure  a wide  base  for  this  graft,  and  the 
width  of  the  tissue  itself  should  be  such  that  the 
lateral  margins  may  be  rolled  medially  to  increase 
the  thickness  and  the  strength  of  the  graft.  The 
lateral  margins  of  the  isolated  flap  are  sutured  to 
the  midline,  and  the  superior  edge  of  the  pedicled 
graft  is  drawn  inferiorly  between  the  bladder  and 
the  vagina  past  the  site  of  the  fistulous  tract.  The 
lateral  edges  of  the  graft  are  sutured  to  the  vagina 
with  interrupted  sutures  of  4-0  chromic  catgut. 

We  have  found  the  use  of  the  pedicled  peri- 
toneal graft  invaluable  as  an  adjunct  to  the  supra- 
pubic, transvesical  approach  of  vesicovaginal  fistula 
repair.  Its  use  is  advocated  in  all  patients  who 
have:  (1)  a fistula  larger  than  1 cm.  in  diameter; 
(2)  a fistula  involving  or  immediately  adjacent  to 
a ureteral  orifice;  (3)  a fistula  high  in  the  bladder 
at  or  above  the  level  of  the  ureteral  orifices;  (4) 
recurrent  vesicovaginal  fistulae;  (5)  fistulae  sec- 


ondary to  extension  of  carcinoma  of  the  cervix, 
and  (b)  fistulae  in  patients  who  have  had  radio- 
therapy to  the  pelvic  organs. 

The  jx'dicled  ]X'ritoneal  graft  may  be  taken 
from  either  the  anterior  or  the  j)osterior  reflexion 
of  the  jx'ritoneum,  its  base  always  being  in  the 
most  inferior  portion  of  the  jielvic  peritoneum.  The 
pedicle  of  tissue  may  be  reflected  from  the  anterior 
surface  of  the  uterus  if  the  uterus  is  still  present. 
The  length  of  the  jxxlicle  must  be  determined  by 
the  site  of  the  fistula,  and  it  is  possible  with  this 
technique  to  attain  an  adequate  length  to  inter- 
pose viable  tissue  between  a urethrovaginal  defect. 

The  use  of  the  pedicle  of  viable  tissue  has  a 
significant  ad\antage  in  sejtarating  potentially 
o\erlapj3ing  suture  lines  between  the  vagina  and 
bladder  or  urethra.  Moreover,  the  insertion  of  this 
viable  tissue  means  that  jDreviously  irradiated  tissue 
need  not  be  incorjjorated  into  the  primary  surgical 
repair. 

Clinically,  this  jnocedure  has  been  used  in 
four  patients  with  vesicovaginal  fistulae  and  there 
have  been  no  recurrences  of  the  fistula  within  a 
six-month  period. 
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Outpatient  Office  Surgery 
Exhibit  Recognized 

Honorable  Mention  in  Original  Investigation 
was  voted  to  the  exhibit  entitled  “Seven  Years 
Experience  — Outpatient  Office  Surgery,”  spon- 
sored by  H.  William  Porterfield,  M.D.,  John  L. 
Terry,  M.D.,  and  Lester  R.  Mohler,  M.D.,  of 
Columbus.  The  sponsors  are  specialists  in  plastic 
surgery. 

Following  is  the  background  of  information 
represented  in  the  seven  years  of  experience. 

The  exhibitors  presented  their  experience  in 
a seven  year  period  during  which  time  7,353  oper- 
ative procedures  were  performed  in  an  outpatient 
office  operating  room  setting.  Of  these  cases  1,823 
were  performed  under  general  anesthesia  and 
5,530  under  local  anesthesia. 

In  1965,  while  designing  an  office  building, 
they  felt  that  there  was  a need  for  an  appropriate 
operating  facility  that  could  be  utilized  by  a busy 
private  plastic  surgical  practice.  They  recognized 
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an  effective  combination  of  medication 
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Fits  prescribing  patterns.  CAMA’s  10  grain 
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Doryey 

LABORATORIES  ^ 

Division  of  Sandoz-Wander,  Inc. 

Lincoln,  Nebraska  68501 


tliat  many  procedures  in  this  field  could  be  done 
on  an  outjiatient  basis  if  the  appropriate  facility 
were  available.  Furthermore,  in  so  doing  considera- 
ble numbers  of  hospital  admissions  could  be 
eliminated  at  significant  cost  savings.  In  1965  the 
principals  also  were  concerned  about  the  possibili- 
ties of  bed  shortages  with  the  onset  of  Medicare. 

In  the  e.xhibit,  criteria  for  outpatient  local 
anesthesia  office  surgery  were  carefully  detailed 
and  the  following  general  headings  were  stressed: 
Properly  equipped  operating  room,  appropriate 
monitoring  and  resuscitation  ec]uipinent,  adecjuate 
recovery  room  facilities,  appropriate  records.  Of 
the  cases  under  local  anesthesia  41.4  percent  were 
for  benign  skin  lesions  and  10.5  percent  for  malig- 
nant skin  lesions. 

The  criteria  for  outpatient  general  anesthesia 
office  surgery  was  also  detailed  by  the  authors  and 
the  following  major  headings  were  presented : 
Proper  patient  and  case  selection,  trained  anesthe- 
siologists, properly  ecjuipped  operating  room,  ap- 
propriate resuscitation  and  monitoring  ecjuipment, 
adjacent  recovery  room,  laboratory  availability, 
and  appropriate  records.  Of  note  in  the  routine 
procedures  for  general  anesthesia  cases  is  the  pre- 
caution that  no  jjatient  receixe  preoperative  medi- 
cation. This  facilitates  a shortening  of  the  recovery 
period.  The  patient’s  preoperative  anxiety  and 
concern  over  the  operative  procedure  is  markedly 
reduced  in  the  outpatient  setting  away  from  the 
hospital  environment. 

The  case  distribution  under  general  anesthesia 
range  from  13.4  percent  augmentation  mammo- 
plasty  (245  cases),  to  face  lifts,  otoplasties,  many 
scar  revisions  (16.5  percent),  hand  surgery  cases, 
including  tendon  grafts  and  tendon  repairs,  Du- 
puytren’s  contractures,  carpal  tunnel  syndromes 
and  others  (15.7  percent). 

The  exhibitors  stressed  the  advantages  of  out- 
jjatient  office  surgery  as  being  a reduction  in  the 
costs  of  care  to  patient  and  carrier,  convenience 
to  the  patient,  convenience  to  the  surgeon,  and 
considerable  staff  efficiency.  No  major  complica- 


tions were  encountered,  no  wound  infections  and 
no  hos])ital  admission  were  recpiired  following 
these  7,353  operative  procedures. 

Rased  on  current  hospital  charges  for  hospital 
stay  and  ojjerating  room  expenses,  a marked  re- 
duction in  cost  is  clearly  evident.  The  actual  cost 
of  operating  the  operative  outpatient  facility  for 
the  exhibitors  is  $60  per  case. 

An  interesting  cost  comparison  is  jjresented  in 
the  following  chart : 

All  7,353  cases  as  hospital  inpatients: 

2 nights  at  $91  per  night,  $182;  plus 
operating  room  and  related  charges,  $105, 
making  $287  per  case  or  a total  of 
$2,110,311. 

All  7,353  cases  as  hospital  outpatients: 

Operating  room  charges,  $105,  plus  anes- 
thesia setup,  $15,  or  $120  per  case,  mak- 
ing a total  of  $882,360. 

.All  7,353  cases  as  office  outpatients: 

$60  per  case,  or  a total  of  $441,180. 

.All  general  anesthesia  and  surgical  fees  are 
excluded  from  these  charges  since  they  are  the 
same  in  all  settings. 

The  contrast  in  cost  is  cjuite  striking  when  the 
two  extremes  of  the  method  are  contrasted  in 
dollars.  These  differences  and  their  savings  demon- 
strated are  savings  to  the  patients  and  to  the  car- 
riers. It  does  not  reflect  the  additional  savings  to 
patients  and  their  families  in  reduced  work-time 
loss,  cost  for  baby-sitters,  overnight  lodging,  meals, 
etc. 

The  conclusions  are  that  outpatient  office 
surger)’  is  safe,  economical,  effective  and  con- 
\ enient. 

The  sponsors  make  two  specific  recommenda- 
tions. First,  the  guidelines  for  the  management 
and  control  of  office  surgery  must  be  rigidly  ap- 
plied. Secondly,  such  facilities  must  be  managed 
either  by  a single  specialty  surgical  group  with  the 
close  cooperation  of  a qualified  anesthesia  group, 
or  it  must  be  managed  by  a qualified  anesthesia 
group  if  it  is  available  for  general  community  sur- 
gical use. 
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some  form  of 
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TREAT  THE  SYMPTOMS  IN  THE  GERIATRIC  PATIENT 
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A GENTLE  CEREBRAL 
STIMULANT  & VASODILATOR 
FOR  GERIATRIC  PATIENTS 


CEREBRO-NICIN®  double-blind  study* 
shows  how  some  senile  symptoms  can  be  treated. 
Four  times  as  many  aging  patients  showed 
striking  improvemenL 


Each  CEREBRO-NICIN  capsule  contains: 

Pentylenetetrazole 100  mg.  • Nicotinic  Acid  ...100  mg 
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Riboflavin  2 mg.  • Pyridoxine  HCI  3 mg 

AVAIUBLE:  Bottles  100,  500,  1000 

SIDE  EFFECTS:  Most  persons  experience  a flushing  and  tia 
gling  sensation  after  taking  a higher  potency  nicotinic  acid 
As  a secondary  reaction  some  will  complain  of  nausea,  sweat 
ing  and  abdominal  cramps.  The  reaction  is  usually  transient 
INDICATIONS:  As  a cerebral  stimulant  and  vasodilator. 
RECOMMENDED  GERIATRIC  DDSAGE:  One  capsule  three  times 
daily  adjusted  to  the  individual  patient. 

WARNING:  Overdosage  may  cause  muscle  tremor  and  con- 
vulsions. 

CONTRAINDICATIONS:  Epilepsy  or  low  convulsive  threshold. 
CAUTION:  Federal  law  prohibits  dispensing  without  prescrip- 
tion. Keep  out  of  reach  of  children. 


Write  for  literature  and  samples  . . . 

iBRoWJJfcTuc  brown  pharmaceutical  CO. 

2500  W.  6th  St.,  Los  Angeles,  Calif.  90057 


‘AVeiUeiE  ON  eeaUEST:  Ronald  I.  Goldberg,  M.D.  & Franklin  I.  Shuman.  M.D 
Double-blind  study  bn  the  treatment  of  mentally  confused  patients.  Reprinted 
^from  the  Journal  of  the  American  Geriatrics  Society,  Vol.  XII,  No.  6,  June  1964^ 


Obituaries 


Blanchard  Vincent  Antes,  M.D.,  Canton; 
Johns  Hopkins  University  School  of  Medicine, 
1931;  aged  77;  died  August  27;  member  of  OSMA 
and  AMA;  practitioner  of  long  standing  in  Canton 
where  he  specialized  in  obstetrics  and  gynecolog)'; 
member  of  the  Brother’s  Brother  Foundation,  an 
organization  that  sponsored  immunization  in  un- 
derprivileged areas  and  in  foreign  countries. 

Wilbur  Evans  Beach,  M.D.,  Middle  Point; 
Cleveland  Pulte  Medical  College,  1912;  aged  83; 
died  August  12;  member  of  OSMA  and  AMA; 
private  practitioner  in  Van  Wert  County  for  many 
years  before  World  War  II;  served  in  the  Army 
during  World  Wars  I and  II;  associated  after  the 
war  with  the  Veterans  Administration;  former 
coroner  of  Van  Wert  County. 

Kenneth  Bonnell  Browne,  M.D.,  Taccoa,  Ga.; 
Western  Reserv'e  University  School  of  Medicine, 
1933;  aged  67;  died  August  15;  former  member 
of  OSMA  and  AMA;  practitioner  for  33  years 
in  Whitehouse  and  Toledo  before  his  retirement 
about  three  years  ago;  veteran  of  World  War  II. 

Clarence  Maurice  Douthitt,  M.D.,  Cleveland; 
Ohio  State  University  College  of  Medicine,  1912; 
aged  96;  died  August  25;  former  member  of 
OSMA;  practitioner  in  Cleveland  for  more  than 
50  years;  veteran  of  World  War  I. 

Richard  Joseph  Freedman,  M.D.,  Cleveland; 
Ohio  State  University  College  of  Medicine,  1963; 
aged  36;  died  July  29;  member  of  OSMA;  practi- 
tioner in  Cleveland,  specializing  in  internal  medi- 
cine. 

Charles  Jacob  Griebling,  M.D.,  Port  St. 
Lucie,  Fla.;  Ohio  State  University  College  of 
Medicine,  1926;  aged  74;  died  August  3;  member 
of  OSMA,  AMA,  and  American  Academy  of 
Family  Physicians;  general  practitioner  in  Gabon 
from  1932  until  1968  when  he  retired. 

Charles  P.  Harris,  M.D.,  Fresno,  Calif.; 
Eclectic  Medical  College,  Cincinnati,  1935;  aged 


66;  died  in  mid-August;  practiced  in  Cleves,  Ohio 
before  moving  to  California  some  27  years  ago. 

Harry  C.  Harris,  M.D.,  Fairborn;  University 
of  Illinois  College  of  Medicine,  1927;  aged  75; 
died  August  5;  fomrer  member  of  OSMA  and 
AMA;  resident  of  Fairborn  since  1955  and  former 
civilian  physician  for  Wright  Patterson  Air  Force 
Base;  also  associated  with  the  Dayton  Mental 
Health  Center. 

James  Martin  Hindley,  M.D.,  Huron;  West- 
ern Reserve  University  School  of  Medicine,  1932; 
aged  67;  died  July  10;  member  of  OSMA  and 
AMA;  practitioner  of  long  standing  in  Huron 
County,  formerly  residing  at  Monroeville. 

Nagaraja  Honnappa,  M.D.,  Bangalore,  India; 
graduate  of  the  Bangalore  Medical  College,  India; 
aged  27;  died  August  12  in  a railroad  crossing 
accident;  second  year  resident  at  St.  Alexis  Hos- 
pital, Clev'eland. 

John  Joseph  Kamesis,  M.D.,  Cleveland;  St. 
Louis  University  School  of  Medicine,  1930;  aged 
71;  died  August  14;  former  member  of  OSMA; 
general  practitioner  in  Cleveland  for  43  years, 
and  physician  for  the  Veterans  Administration  in 
Cleveland  for  11  years;  veteran  of  World  War  II. 

Donald  James  Mariea,  M.D.,  Fostoria,  Wash- 
ington University  School  of  Medicine,  1941;  aged 
59;  died  July  25;  member  of  OSMA,  AMA,  and 
Fellow  of  the  International  College  of  Surgeons; 
practitioner  of  long  standing  in  Fostoria. 

Will  Wood  Moody,  M.D.,  Vaughnsville; 
Western  Reserv'e  University  School  of  Medicine, 
1951;  aged  53;  died  July  22  in  a traffic  mishap; 
member  of  OSMA,  AMA  and  the  American  Di- 
abetes Association;  general  practitioner  in  the 
Putnam  County  area  for  a number  of  years. 

Paul  Patrick  Parker,  M.D.,  Wadsworth;  Uni- 
versity of  Illinois  College  of  hdedicine,  1948;  aged 
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. '■al  Nasal  Decongestant, 

^atihistaminic 

stuffed  and  running  no 


Triaininic*Syrap...the  orange  medicine  from  Dorsey 

Dorsey  Laboratories  / Division  of  Sandoz- Wander,  Inc.  / Lincoln,  Nebraska  68501 


Burns 


HERE 


When  parenteral  analgesia 
is  no  longer  required, 
Empirin  Compound  with 
Codeine  usually  provides  the 
relief  needed. 


Empirin  Compound  with 
Codeine  is  effective  for 
visceral  as  well  as  soft  tissue 
pain— provides  an  antitussive 
bonus  in  addition  to  its 
prompt,  predictable 
analgesia. 


^ prescribing  convenience: 

up  to  5 refills  in  6 months, 
at  your  discretion  (unless 
restricted  by  state  law);  by 
telephone  order  in  many  states. 


Empirin  Compound  with 
Codeine  No.  3,  codeine 
phosphate*  32.4  mg.  (gr.  V2); 
No.  4,  codeine  phosphate* 
64.8  mg.  (gr.  1). ♦Warning- 
may  be  habit-forming.  Each 
tablet  also  contains:  aspirin 
gr.  3V2,  phenacetin  gr.  2V2, 
caffeine  gr.  V2. 


Wellcome 


Burroughs  Wellcome  Co. 

Research  Triangle  Park 
North  Carolina  27709 


Healing  nicely J 
but  it  still 


EMPIRIN 


® 


COMPOUND 


e CODEINE 

#3,  codeine  phosphate*  (32.4  mg.)  gr.  V2 
#4,  codeine  phosphate*  (64.8  mg.)  gr.  1 


51;  died  August  1;  member  of  OSMA  and  former 
member  of  AMA;  general  practitioner  in  the 
Wadsworth  area  for  about  20  years;  served  in  the 
U.  S.  Air  Force,  1951-1953. 

Milo  B.  Rice,  M.D.,  Pandora;  Eclectic  Medi- 
cal College,  Cincinnati,  1936;  aged  72;  died  July 
19;  member  of  OSMA,  AMA,  and  the  American 
Academy  of  Family  Physicians;  general  practi- 
tioner in  the  Pandora  area  beginning  in  1935  and 
Putnam  County  health  commissioner  from  1965 
to  1971;  veteran  of  World  War  II. 

John  Thomas  Read,  M.D.,  Columbus;  Ohio 
State  University  College  of  Medicine,  1941;  aged 
57;  died  August  9;  member  of  OSMA,  AMA  and 
the  American  Society  of  Clinical  Pathologists; 
Fellow,  American  College  of  Physicians;  diplomate, 
American  Board  of  Internal  Medicine;  practitioner 
in  Columbus  for  many  years;  veteran  of  World 
War  II. 


Following  are  names  of  new  members  of  the 
Ohio  State  Medical  Association  certified  to  the 
headquarters  office  during  August.  List  shows 
name  of  physician,  county,  and  city  in  which  he  is 
practicing,  or  in  which  he  is  taking  postgraduate 
work. 


Victor  Roland  Turner,  M.D.,  Newark;  Johns 
Hopkins  University  School  of  Medicine,  1915; 
aged  86;  died  July  2;  member  of  OSMA  and 
AMA;  retired  for  a number  of  years  after  a prac- 
tice of  long  standing  in  Newark,  where  he  spe- 
cialized in  internal  medicine  and  radiology;  vet- 
eran of  World  War  I. 

Andrew  Allen  Winter,  M.D.,  Toledo;  Royal 
Hungarian  University  of  Szeged,  1934;  aged  65; 
died  August  26;  member  of  OSMA  and  AMA; 
Fellow,  American  College  of  Cardiology;  practi- 
tioner in  Toledo  for  about  33  years;  served  in  the 
U.  S.  Air  Force  during  World  War  II. 


BUTLER 

Robert  J.  Lerer 
Fairfield 

CUYAHOGA 
Rafiq  A.  Hussain 
Cleveland 
Michael  R.  Rose 
Cleveland 

DEFIANCE 

Kenneth  W.  Blissenbach 
Defiance 
Subash  Mathew 
Defiance 

FRANKLIN  (Columbus, 
except  as  noted) 

Karl  W.  Kumler 
Jae  K.  Lee 
Worthington 


Richard  P.  Lewis 
Carl  S.  Mankowitz 
Alan  G.  S.  Resor 
Edward  D.  Sparks 
Gerald  J.  Tornabene 
Nipapan  Wattanasarn 
Claire  V.  Wolfe 

LAWRENCE 

Pacifico  D.  Dorado 
Ironton 

MARION 

Luciano  P.  Del  Rosario 
Marion 

SUMMIT 
Shelby  Bunin 
Akron 

Norberto  R.  Marfori 
Akron 


Wolman  Insurance  Agency,  Inc. 

Specialists  in  Professional  Liability 

Providing  Personal  Service  to  Physicians  and 
Surgeons  with  Qualified  Personnel  Available 
to  Discuss  Your  Insurance  Needs  in  Your 
Office. 


WOLMAN  INSURANCE  AGENCY.  INC. 
PHONE  614/221-5471 

38  JEFFERSON  AVENUE,  COLUMBUS,  OHIO  43215 
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Woman’s  Auxiliary  Highlights 

By  Mrs.  S.  L.  Meltzer,  Publicity  Chairman 
2442  Dorman  Drive,  Portsmouth  45662 


TN  SENSE,  this  year’s  Fall  Conference  will  be 
something  of  a whole  new  ball  game.  The 
change  will  not  be  so  much  in  the  workshops  them- 
selves as  in  the  NUMBER  and  WHERE  of  them. 
For  the  first  time,  there  will  be  four  regional  work- 
shops rather  than  just  the  one  usually  centered  in 
Columbus.  Here  is  how  Fall  Conference  is  sched- 
uled this  year: 

October  22,  Findlay,  the  Imperial  House  XIotor 
Inn;  October  23,  Youngstown,  the  Sheraton  Motor 
Inn;  October  30,  Dayton,  the  Dayton  Convention 
Center;  October  31,  Cambridge,  Salt  Fork  Lodge. 

“5Ve’re  coming  to  you,”  e.xplains  Mrs.  Karl 
Ulicny,  state  president.  “We  feel  that  if  we  can 
bring  our  Conference  and  Workshops  closer  to 
home,  so  to  speak,  we’ll  get  greater  participation.” 
In  the  past,  the  “pitch”  was  made  essentially  to 
county  auxiliary  officers  and  chairmen.  This  year, 
every  auxiliary  member  is  invited  to  come  and 
listen  in  and  participate.  “After  all,”  commented 
Mrs.  S.  J.  Glueck,  state  president-elect,  in  charge 
of  the  Fall  Conferences,  “today’s  auxiliary  mem- 
ber not  holding  a specific  office  or  chairmanship 
may  be  tomorrow’s  officer  or  chairman.” 

State  officei's  and  state  chairmen  will  form  a 
travelling  team,  setting  up  identical  programs  at 
all  four  areas  on  four  different  days.  Here  is  the 
workshop  format  in  detail: 

8:30  a.m. — Continental  breakfast  and  Regis- 
tration (8:30  to  9:30  a.m.) 

9:30  Opening  Session  -XIrs.  S.  J.  Glueck 
presiding 

9:45  Leadership  Training- -XIrs.  Louis  Loria 
10:15  Fund  Raising — XIrs.  Karl  Ulicny 


10:30  Three  Concurrent  Workshops 

AXI.X-ERF — XIrs.  Henry  Holden  and 
XIrs.  H.  R.  Hunt 

Publicity — XIrs.  S.  L.  Xleltzer  and  XIrs. 
Robert  Holladay 

Health  Education — XIrs.  .Xrmin  Xlelior 

11:30  District  Fellowship  (get-together  of  dis- 
trict directors  with  their  counties) 

12:00  noon  Luncheon 

1:10  p.m.  Three  Concurrent  Workshops 
Health  Services — Mrs.  Albert  Xlay 
Health  Manpower — XIrs.  Ernest  Fox 
Legislation — Mrs.  S.  B.  Pfahl 

2:15  Three  Concurrent  Workshops 

Nutrition — XIrs.  Robert  E.  Krone 
Xlembership  and  International  Flealth — 
Mrs.  Daniel  S.  Wolff  and  XIrs. 
Floward  E.  Smith 
Safety — Mrs.  Donald  Dewald 

3:15  Coke  Time  and  Adjournment 

There  will  be  no  special  guest  speakers  at  this 
year’s  workshops.  The  general  feeling  among  the 
county  auxiliaries  seems  to  be  that  they  would 
prefer  more  active  participation  in  the  Fall  Con- 
ference themselves  rather  than  having  to  listen 
to  a lengthy  talk  on  a given  subject,  expert  as  that 
talk  may  be.  To  that  end,  each  workshop  session 
will  run  longer  than  in  the  past — one  hour.  And 
a good  portion  of  that  hour  will  be  devoted  to 
what  everybody  seems  to  want — time  for  plenty  of 
questions  and  answers! 

Since  there  will  be  four  regional  workshops, 
there  must  be  four  regional  chairmen  to  handle 
the  necessary  details  (including  reservations)  on 


THE  WOXIAN’S  AUXILIARY  TO  THE  OHIO  STATE  XIEDICAL  ASSOCIATION 


President 

Mrs.  Karl  Ulicny 
864  Highland  Ave. 
Salem,  44460 

President-Elect 

Mrs.  S.  J.  Glueck 
3405  Kappel  Dr. 
Springfield,  45503 

Past  President 

Mrs.  I.ouis  Loria 
Box  331,  R.D.  1 
Bristolville,  44402 


First  Vice-President 

Mrs.  Howard  E.  Smith 
2144  Fordway  Dr. 
Toledo,  43606 

Second  Vice-President 
Mrs.  Henry  Holden 
2459  Fifth  Ave. 
Youngstown,  44505 

Third  Vice-President 

Mrs.  Albert  May 
655  Fairhaven  Ave. 
Marion,  43302 


Recording  Secretary 
Mrs.  Paul  Cherenka 
22425  Westchester  Rd. 
Cleveland,  44122 

Corresponding  Secretary 

Mrs.  Carl  F.  Coll 
1001  Granard  Pkwy 
Steubenville,  43952 

T reasurer 

Mrs.  William  Myers 
560  Lawnwood  Ct. 
Circleville,  43113 
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!)HLORVYNOL) 

3f  Summary 

litions— Placidyl  (ethchlorvynol)  is  indicated 
jrt-term  hypilotic  therapy  in  the  management 
lomnia. 

ilndicatlons— Drug  hypersensitivity  and  por- 

ngs— Not  recommended  during  the  first  and 
Id  trimester  of  pregnancy.  Caution  patients 
jssible  combined  exaggerated  effects  with 
.)l,  barbiturates,  tranquilizers  or  other  CNS 
jisants.  Exaggerated  effects  might  result  in 
»g  of  vision,  paralysis  of  accommodation  and 
nd  hypnosis.  Caution  patients  concerning 
5 a motor  vehicle,  operating  machinery,  or 
hazardous  operations  requiring  alertness  af- 
(ing  the  drug.  ADMINISTER  WITH  CAUTION 
iTIENTS  WITH  SUICIDAL  TENDENCIES  AND 
DT  PRESCRIBE  LARGE  QUANTITIES  OF  THE 
. Adjustment  of  the  dosage  of  oral  anticoag- 
might  be  necessary  when  beginning  ethchlor- 
therapy,  during  therapy,  or  after  stopping 
ly.  This  drug  is  not  recommended  for  use  in 
3n.  PLACIDYL  HAS  THE  POTENTIAL  FOR 
DEVELOPMENT  OF  PSYCHOLOGICAL  AND 
CAL  DEPENDENCE.  INSTANCES  OF  SE- 
WITHDRAWAL  SYMPTOMS.  INCLUDING 
ULSIONS  AND  DELIRIUM  CLINICALLY  SIM- 
TO  THOSE  SEEN  WITH  BARBITURATES, 
BEEN  REPORTED  IN  PATIENTS  TAKING 
LAR  DOSES  AS  LOW  AS  1000  MG  PER  DAY 
A PERIOD  OF  TIME  WHEN  THE  DRUG  WAS 
ENLY  DISCONTINUED.  PROLONGED  AD- 
ITRATION  OF  THE  DRUG  IS  NOT  RECOM- 
lED.  Addiction-prone  patients  or  those  who 
rely  to  increase  dosages  of  the  drug  on  their 
nitiative  should  be  observed  for  evidence  of 
or  symptoms  which  may  indicate  possible 
withdrawal  or  abstinence  symptoms.  Signs 
ymptoms  associated  with  withdrawal  and  ab- 
ce  include  unusual  anxiety,  tremor,  ataxia, 
ig  of  speech,  memory  loss,  perceptual  dis- 
is,  irritability,  agitation  and  delirium.  Other 
Hell  defined  signs  and  symptoms,  not  neces- 
due  to  withdrawal  and  abstinence,  may  in- 
anorexia,  nausea  or  vomiting,  weakness, 
ess,  sweating,  muscle  twitching  and  weight 
Abrupt  discontinuance  of  Placidyl  following 
iged  overdosage  may  result  in  convulsions 
elirium. 

ulions— Toxic  amblyopia  has  been  reported 
long-term  continuous  use  of  ethchlorvynol. 
inent  visual  defects  have  been  observed,  al- 
h amblyopia  has  improved  after  discontinua- 
)f  the  drug.  Drug  dosage  should  be  limited 
derly  and  debilitated  patients  to  the  smallest 
ive  amount.  If  pain  is  present,  this  drug 
d only  be  given  if  insomnia  persists  after 
is  controlled  with  analgesics.  Caution  is  ad- 
in  prescribing  the  drug  for  patients  who  are 
treated  with  either  MAO  inhibitors  or  anti- 
ssants.  Transient  delirium  has  been  reported 
he  combination  of  Placidyl  and  amitryptyline. 

I dosage  should  be  reduced  if  prescribed  for 
Its  receiving  MAO  inhibitors  or  antidepres- 
. Caution  should  be  exercised  in  patients 
impaired  hepatic  or  renal  function.  Patients 
espond  unpredictably  to  barbiturates  or  alco- 
ir  who  exhibit  excitement  and  release  of  Inhi- 
In  association  with  such  agents,  may  also 
in  this  way  to  Placidyl.  Rarely,  patients  may 
lit  symptoms  suggestive  of  an  unusual  sua- 
bility to  the  drug;  such  as  prolonged  hypnosis, 
Lind  muscular  weakness,  excitement,  hysteria, 
ncope  without  marked  hypotension.  Transient 
ness  or  ataxia  may  occur, 
fse  Reactions— Hypotension,  nausea  or  vom- 
gastric  upset,  aftertaste,  blurring  of  vision, 
less,  facial  numbness,  and  allergic  reaction 
ed  by  urticaria  have  been  reported  following 
dyl  administration.  Mild  "hangover"  and  symp- 
of  mild  excitation  have  occurred  in  some 
Its.  There  have  been  rare  reports  of  cholestatic 
lice  occurring  in  patients  taking  ethchlorvynol. 
V cases  of  thrombocytopenia  have  been  re- 
d in  patients  receiving  ethchlorvynol.  306433 


Give  us  his  nights. 

Prescribe  Placidyl.  Chances  are,  we’ll  give  him  a 
good  night’s  sleep. 

Insomnia  often  accompanies  a cardiovascular 
episode.  How  many  nights  does  he  lie  awake, 
awaiting  exactly  what  he  fears  most . . . another 
stroke,  another  heart  attack?  He  doesn’t  need  fear. 
He  needs  sleep. 

When  sleep  is  synonymous  with  therapy, 
remember . . . Placidyl  is  synonymous  with  sleep. 

It  has  been  for  over  17  years. 

If  time  is  the  criterion  to  inspire  your  confidence  . . 
you  can  rest  assured  with  Placidyl. 

Prescribed  by  physicians  for  over  1 7 years. 

Placidyr  @ 

(ETHCHLORVYNOL  CAPSULES,  500  or  750  mg.) 


the  local  le\el.  At  the  Dayton  session,  Mrs.  S.  J. 
Cilueck  is  the  one  charged  with  that  responsibility. 
.\t  Findlay,  it’s  Mrs.  John  Finer)-;  at  Youngstown, 
Mrs.  Karl  Wieneke;  at  Cambridge,  Mrs.  David 
Creamer. 

It  is  fer\ently  hoped  that  the  counties  will 
take  advantage  of  this  year’s  setup  and  urge  their 
membership  to  attend  what  promises  to  be  a li\ely, 
meaningful  and  helpful  exchange  of  ideas,  experi- 
ences and  jiroblems,  along  with  some  down-to- 
earth  suggestions  to  make  the  auxiliary  the  super 
helping  hand  to  the  medical  profession  it  truly 
wants  to  be! 

I would  like  to  point  out  to  the  county 
auxiliaries  that  your  State  Officers  and  Chairmen 
are  really  taking  unto  themselves  a pretty  heavy 
schedule  (to  say  nothing  of  “heavy”  driving)  to 
reach  you  and  help  you  in  any  way  they  can.  So 
please — come  to  the  Fall  Conference  in  your  area. 
It  really  will  be  worth  your  effort — it  will  be  a 
learning  day  and  a fun  day! 

A Beautiful  Prayer 

The  talented  Mrs.  S.  B.  Pfahl,  state  legislation 
chairman,  wrote  a beautiful  prayer  for  the  inv'oca- 
tion  at  the  state  convention  luncheon  this  past 
May.  Because  of  con\  ention  and  other  special  copy 
in  recent  months  for  this  column,  I did  not  have 
the  space  to  include  it  before  now.  I feel  it  is  too 
good  not  to  share  with  the  readers  of  this  column, 
and  so  here  it  is — certainly  never  too  late  for  any 
occasion ! 

“O  Lord,  we  find  it  difficult  sometimes  to 
reach  out  and  just  touch  another — yet  we  are  not 
complete  without  you  and  the  talents,  interests, 
abilities  and,  yes,  the  inadequacies  of  each  other. 
Let  not  one  of  us  say  we  have  no  need  for  the 
other,  but  rather  help  us  to  combine  our  resources 
with  those  ideas  that  are  just  waiting  to  be  born 
in  our  own  county  auxiliaries  to  make  all  our 
planning  and  programming  work  towards  improv- 
ing the  quality  of  life  and,  above  all,  further  your 
great  and  glorious  purpose. 

“Surely  that  also  means  knowing  we  aren’t 
complete  without  our  brothers  who  are  ojjjiressed, 
sick,  hungry,  hurting,  lonely  and  weak.  Help  us 
to  reach  out  and  touch  them  with  your  kind  of 
compassion  and  understanding  that  they  might  feel 
the  power  of  your  love  in  us.  O Lord,  help  us  to 
not  get  too  busy  in  organized  causes  that  we  miss 
the  needs  of  those  who  are  yet  closest  to  us. 

“We  are  grateful  for  the  power  of  your  love 
that  out  of  happenstance  could  draw  us  here  to- 
gether and  has  nurtured  new  friendships  and  re- 
newed old  ones.  Surely  that  is  one  of  the  eternal 
rewards  of  such  a meeting  as  this,  that  makes  the 
sacrifice  of  leaving  our  homes  somehow  worth  it. 

“We  are  grateful  too  for  the  speakers  who 
have  come  to  challenge  us  with  their  vision  that 
will  open  new  doors  and  help  us  ‘see  what  isn’t 


and  ask  why  not?’.  Cfrant  us  the  wisdom  to  know 
\vhere  you  are  counting  on  us  to  make  a difference 
in  your  world.  ()  Lord,  we  appreciate  Fileen’s 
kind,  sensitive,  dedicated  and  often  witty  leader- 
shi])  ol  this  jiast  )ear  and  we  ask  \our  blessing  on 
Susie  as  she  begins  a challenging  and  rather  awe- 
some responsibility.  May  she  feel  the  strength  of 
our  support  in  the  coming  year. 

“And  one  thing  more.  Lord.  You  know  we 
ha\e  had  fun  here  together  and  how  much  we 
can  deeply  care.  Help  us  to  reach  out  with  that 
kind  of  caring  to  those  who  are  saying  to  us — help 
- -for  if  we  do,  we’ll  surely  touch  a star  and  You.” 

Those  Yearbooks 

They’re  beginning  to  reach  me — the  1973-74 
yearbooks  of  the  county  auxiliaries  and  those  I 
ha\e  received  so  far  show  some  very  fine  pro- 
gramming and  meaningful  activity.  It  is  a real 
education  to  leaf  through  these  booklets  and  see 
what  is  going  to  happen  at  the  grass  roots  level. 
\\  hich  is,  of  course,  the  auxiliary’s  foundation. 
May  I remind  those  of  you  who  have  not  yet  sent 
me  your  yearbook  to  do  so? 

I’m  also  most  interested  in  your  newsletters. 
They  are  a wonderful  source  of  material  for  this 
column.  So  please — keep  ’em  coming.  . . . My  con- 
gratulations to  the  writers  of  the  newsletters.  They 
are  interesting  and  chatty  and  lively  and,  most 
important  of  all,  graphic  in  their  presentation  of 
auxiliary  and  personal  activity. 

Coining  Up 

The  Butler  County  group  will  open  the  sea- 
son with  a bang — or  perhaps  I should  say  with 
a “pop” — a Champagne  Brunch  on  September  23 
at  the  home  of  Dr.  and  Mrs.  Brady  Randolph  in 
Flamilton.  Mrs.  Karl  Ulicny,  state  president,  will 
be  the  honored  guest.  Guest  speaker  will  be  Mrs. 
\'enita  Kelly,  a well-known  Cincinnati  fashion 
coordinator.  (In  reporting  this  and  the  following 
Lucas  County  items,  please  bear  in  mind  that  this 
is  being  written  early  in  September  for  the 
Journal’s  October  issue.  It’s  a bit  difficult  to  keep 
up  with  the  times — auxiliary  times  that  is — and  be 
exactly  on  time!) 

The  first  fall  luncheon  and  general  meeting 
of  the  Lucas  County  auxiliary  will  be  held  on 
October  9.  Mrs.  Richard  M.  Inglis,  program  com- 
mittee chairman,  and  her  cochairman,  Mrs.  Daniel 
R.  Sullivan  (along  with  an  energetic  committee) 
ha\e  put  together  a very  timely  and  provocative 
program  based  on  the  theme  “The  Whole  Wom- 
an.” Mrs.  William  Fggleston,  study  group  chair- 
man, has  worked  hard  and  creatively  to  continue 
the  famous  Lucas  auxiliary  study  groups  which 
have  been  so  successful  in  the  past.  She  is  also 
exploring  the  possibilities  for  potential  new  ones. 

Study  group  offerings  for  the  1973-74  year 
include:  .Antiques  and  Art  Glass;  Art  Classes; 
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Ballroom  Dancing;  Book  Beat;  Beauty  Through 
Ballet;  Bridge;  Sewing;  Swimming  and  Exercise; 
Tennis  Clinic. 

Since  June,  July  and  August  are  essentially 
vacation  months  with  little  or  no  auxiliary  activity 
(other  than  those  concerned  with  the  year’s  pro- 
gram and  the  yearbooks  and  the  newsletters  and 
the  planning — usually  the  joint  project  of  the 
president,  president-elect,  and  executive  Board — ) , 
I am  somewhat  undernourished  where  local  auxil- 
iary happenings  are  concerned!  Come  to  think  of 
it,  I can  report  that  my  own  Scioto  County  group 
is  having  a salad  smorgasbord  on  September  12  at 
the  home  of  Dr.  and  Mrs.  Richard  Villarreal. 
Susie  Ulicny,  state  president,  will  be  our  guest. 
Harry  Schwartz’  The  Case  For  American  Medicine 
will  be  discussed  by  Dr.  Marie  Rogowski. 

“Direct  Line” 

This  is  the  very  good  newsletter  from  Na- 
tional sent  out  four  times  a year  to  all  national, 
state  and  county  officers  and  chairmen.  In  its 
most  recent  issue,  there  is  a special  message  from 
Mrs.  Willard  C.  Scrivner,  president.  She  says: 
“Few  discoveries  will  ecjual  or  benefit  mankind 
more  than  the  wheel.  Yet,  it  is  human  to  enjoy 
its  benefits  while  too  often  giving  little  thought  to 
its  existence — to  say  nothing  of  appreciating  its 
component  parts. 

“The  hub  of  our  organization  structure  is  the 
county  auxiliary  with  connecting  spokes  of  state 
auxiliaries  to  our  national  rim  binding  all  together. 
It  is  obvious  that  the  hub  must  be  strong  to  start 
the  spokes  toward  their  union  with  the  rim,  and 
without  these  interdependent  parts,  there  would 
be  no  wheel. 

“When  friction  exists  in  the  hub,  greater 
effort  is  required  to  overcome  inertia,  when  spokes 
are  split  or  missing,  the  whole  rim’s  integrity  is 
threatened  and  the  workload  may  be  impaired. 
In  essence,  the  road  of  progress  for  our  organiza- 
tion’s projects  and  programs  is  best  travelled  with 
a wheel  having  strong  hub  supported  by  sturdy 
s]3okes  banded  together  by  a firm,  durable  rim 
capable  of  successful  encounter  with  elements  of 
the  road  of  progress. 

“Or,  saying  it  another  way — Through  unity 
we  become  strong — Through  Strength  we  become 
effective — We  can  and  must  be  united — We  can 
and  must  be  strong  through  growing.  We  can  and 
must  be  effective  in  our  community  leadership  by 
being  interested,  informed  and  involved.  Let  us 
not  dissipate  our  energies  in  trying  to  invent  the 
wheel,  but  combine  our  efforts  to  push  the  wheel 
along  its  forward  direction. 

“To  some,  at  first  this  might  appear  to  repre- 
sent a circle  with  haphazard  markings,  but  to  all, 
we  hope  it  represents  the  working  wheel  of  fiscal 
accountability.” 

Rather  good  food  for  thought,  wouldn’t 
you  say? 


Colleagues  Will  Honor 
Columbus  Surgeon 

Friday  and  Saturday,  October  19  and  20  have 
been  designated  as  a period  during  which  col- 
leagues in  medicine  and  surgery  will  honor  Dr. 
Robert  M.  Zollinger,  eminent  head  of  surgery  at 
Ohio  State  University  College  of  Medicine  for 
many  years.  Dr.  Zollinger  has  retired  as  chairman 
of  the  Department  of  Surgery,  but  is  continuing 
as  a member  of  the  faculty  and  is  continuing  his 
private  practice. 


Robert  M.  Zollinger,  M.D. 


The  occasion  will  be  marked  by  scientific  pro- 
grams Friday  and  Saturday  in  the  Center  for 
Tomorrow,  2400  Olentangy  River  Road,  Colum- 
bus. Outstanding  clinicians  in  medicine  and  sur- 
gery will  participate  in  these  programs  to  which 
all  physicians  as  well  as  alumni  of  the  College  of 
Medicine  are  invited. 

Highlight  of  the  celebration  will  be  a banquet 
on  Friday  evening,  place  of  which  is  to  be  an- 
nounced. Spearheading  the  celebration  on  behalf 
of  the  College  of  Medicine  is  the  Zollinger  Club, 
a group  composed  of  former  Zollinger  students  and 
colleagues. 

To  be  presented  at  the  bancjuet  will  be  a por- 
trait of  the  Big  Z painted  by  the  well-known  artist 
Phillip  Wilson. 

The  Zollinger  Club  was  started  in  1955,  large- 
ly the  brainchild  of  Dr.  Edwin  H.  Ellison,  former 
colleague  and  codeveloper  of  the  Zollinger-Ellison 
Syndrome.  Dr.  Ellison  died  in  1970  while  head  of 
surgery  at  Marquette  University  School  of  Medi- 
cine. Dr.  William  G.  Pace,  assistant  dean  of  the 
OSU  College  of  Medicine,  is  secretary  of  the  club. 

Dr.  Zollinger  has  been  honored  numerous 
times.  He  is  one  of  the  few  physicians  who  have 
been  president  of  the  American  College  of  Sur- 
geons, president  of  the  American  Surgical  Associ- 
ation, and  chairman  of  the  American  Board  of 
Surgery.  He  also  is  associated  with  numerous  other 
professional  organizations,  is  internationally  known 
as  a lecturer  and  author  of  numerous  papers  on 
surgical  subjects. 
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Methyltestosterone  N.F.  — 25^"^..5rTig. 


. or  treatment  of  impotence  due  to  androgenic  def iciencylrTOie^^  ma 


DESCRIPTION:  MethylU^fosterone /Is  1 7/3-Hydroxy-l  7- 
ACTIOMf:  Methyltestosterone 
Is  an  oH  solu&w  amdrogenic  h^^rmone.  INDICATIONS:  In 
the  male:  1.  Eunuchoidism  and  eunichlsm.  2.  Male  cli- 
macteric symptoms  when  these  are  secondary  to  andro- 
gen deficiency.  3.  Impotence  due  to  androgenic  deficien- 
cy. 4.  Postpuheral  cryptorchfdism  with  evidence  of  hypo- 
gonadism. Cholestatic  hepatitis  with  Jaundice  and  altered 
ig'hwoFwIuncMon  Imsts.  such  as  increased  BSP  retention  and 
rises  in  SOOT  levels,  have  been  reported  after  Methyltes- 
tosterone.  These  changes  appear  to  be  related  to  dosage 
of  the  drug.  Therefore,  in  the  presence  of  any  changes  In 
liver  function  tests,  drug  should  be  discontinued.  PRE- 
CAUTIONS: Prolonged  dosage  of  androgen  may  result  in 
sodium  and  fluid  retention.  This  may  present  a problem, 
especially  in  patients  with  compromised  cardiac  reserve 
or  renai  disease.  In  treating  males  lor  symptoms  of  cll- 


macferic,  avoid  stimulation  to  the  point  of  increasing  the 
nervous,  mental,  and  physical  activities  beyond  the  pa- 
tient’s cardiovascular  capacity.  CONTRAINDICATIONS: 
Contraindicated  in  persons  with  known  or  suspected  car- 
cinoma of  the  prostate  and  In  carcinoma  of  the  male 
breast.  Contraindicated  in  the  presence  of  severe  liver 
damage.  WARNINGS:  if  priapism  or  other  signs  of  exces- 
sive sexual  stimulation  develop,  discontinue  therapy,  in 
the  male,  prolonged  administration  or  excessive  dosage 
may  cause  inhibition  of  testicular  function,  with  resultant 
oligospermia  and  decrease  in  ejaculatory  volume.  Use 
cautiously  In  young  boys  to  avoid  premature  epiphyseal 
closure  or  precocious  sexual  development.  Hypersensi- 
tivity and  gynecomastia  may  occur  rarely.  PBI  may  be 
decreased  in  patients  taking  androgens.  Hypercalcemia 
may  occur,  particularly  during  therapy  for  metastatic 
breeist  carcinoma.  If  this  occurs,  the  drug  should  be  dis- 


continued. ADVERSE  REACTIONS:  Cholestatic  Jaundice 
Oligospermia  and  decreased  ejaculatory  volume  • 
calcemia  particularly  In  patients  with  metastatic  breast 
carcinoma.  This  usually  Indicates  progression  of  bone 
metastases  • Sodium  and  water  retention  * Priapism 
Virilization  In  female  patients  • Hypersensitivity  and  gyne- 
comastia. DOSAGE  AND  ADMINISTRATION:  Dosage  must 
be  strictly  individualized,  as  patients  vary  widely  in  re- 
quirements. Daily  requirements  are  best  administered  in 
divided  doses.  The  following  is  suggested  as  an  average 
daily  dosage  guide.  In  the  male:  Eunuchoidism  and 
eunuchism,  10  to  40  mg.;  Male  climacteric  symptoms  and 
impotence  due  to  androgen  deficiency,  10  to  40  mg.: 
Postpuberal  cryptorchism,  30  mg.  HOW  SUPPLIED:  5, 
10,  25  mg.  in  bottles  of  60,  250. 


Write  for  Literature  and  Samples  (iRoiWjfc  THE  BROWN  PHARMACEUTICAL  CO.,  INC.  2500  West  6th  St.,  Los  Angeles,  CA  90057 
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OSMA  COMMITTEE  ON  PRIVATE  PRACTICE  ALERTS  MEMBERSHIP 


480  Drugs  May  Be  Removed  from  Market 


The  Food  and  Drug  Administration  has  classi- 
fied 480  drugs  as  “possibly  effective”  and  they  may 
be  removed  from  the  market  and  from  use  for 
your  patients  early  in  1974  if  their  classifications 
have  not  been  changed  to  “effective.”  The  FDA 
has  agreed  to  listen  to  the  clinical  experience  of 
privately  practicing  physicians  before  banning 
those  drugs. 


The  Ohio  State  Medical  Association  Commit- 
tee on  Private  Practice  urges  you  to  complete  and 
mail  to  the  Committee,  care  of  Ohio  State  Med- 
ical Association,  17  South  High  Street,  Suite  500, 
Columbus,  Ohio,  43215,  the  following  question- 
naire. This  will  enable  you  and  the  Committee  to 
contribute  to  a national  physician  survey  of  medical 
experience  with  25  of  the  480  drugs  FDA  is  chal- 
lenging. 


1.  Which  of  the  following  drugs  have  you  used  in  the  past  six  months? 

2.  Have  you  found  the  drug  effective? 


Found 

Oral  Cardiovascular 

Used  in  past 

Effective? 

Drugs 

6 months? 

Cough  and  Cold  Drugs 


Used  in  past 
6 months? 


Yes 

No 

Yes 

No 

No  opinion 

Actif©d  C-Expectorant, 

□ 

□ 

□ 

□ 

□ 

BW 

Ambsnyl  Expectorant,  Parke 
Davis 

. □ 

□ 

□ 

□ 

□ 

B©nylin  Expectorant,  Parke 

□ 

□ 

□ 

□ 

□ 

Davis 

Dim©tapp  SRT,  Robins 

□ 

□ 

□ 

□ 

□ 

Ornad©  src,  skf 

□ 

□ 

□ 

□ 

□ 

Ph©n©rgan  Exp.  with 

Codeine,  Wyeth 

□ 

□ 

□ 

□ 

□ 

Tuss-Ornad©  Liquid, 

□ 

□ 

□ 

□ 

□ 

SKF 

If  all  combination  cough  and  cold  drugs 

were 

removed 

from  the  market,  would  it  cause  problems 

in  your  ability 

to  care  for  your  patients? 

□ Yes 

□ No 

Oral  Skeletal  Muscle 

Used  in  past 

Found 

Relaxant  Drugs 

6 months? 

Effective? 

Yes 

No 

Yes 

No 

No  opinion 

Equag©sic  Tab,  Wyeth 

□ □ 

□ 

□ 

□ 

Parafon  Tab,  McNeil 

□ 

□ 

□ 

□ 

□ 

Robaxin  Tab,  Robins 

□ 

□ 

□ 

□ 

□ 

If  all  oral  skeletal  muscle  relaxant  drugs 

were 

removed 

from  the  market,  would  it  cause  problems 

in  your  ability 

to  care  for  your  patients? 

□ Yes 

□ No 

Topical  Corticoid  with 

Used  in  past 

Found 

Anti-Infective  Ointments 

6 months? 

Effective? 

and  Creams 

Yes 

No 

Yes 

No 

No  opinion 

Cortisporin  om,  crm, 

□ 

□ 

□ 

□ 

BW 

□ 

Mycolog  Ont,  Squibb 

□ □ 

□ 

□ 

□ 

N©od©cadron  crm. 

□ 

□ 

□ 

□ 

□ 

MSD 

Vioform  HC,  Crm,  Ont, 

□ 

□ 

□ 

□ 

□ 

CIBA 

Found 

Effective? 


If  all  topical  corticoid  with  anti-infective  ointments  and 
creams  were  removed  from  the  market,  would  it  cause 
problems  in  your  ability  to  care  for  your  patients?  01 
□ Yes  □ No 


Yes 

No 

Yes 

No 

No  opinion 

□ 

□ 

□ 

□ 

□ 

□ 

□ 

□ 

□ 

□ 

□ 

□ 

□ 

□ 

□ 

□ 

□ 

□ 

□ 

□ 

Cyclospasmol  Tab, 

Cap.  Ives 

Duotrate  45  src. 

Marion 

Peritrate  Tab,  Wamer 

Chilcott 

Vasodilan  Tab.  Mead 

Johnson 

Most  oral  cardiovascular  drugs  have  been  classified  less 
than  effective.  If  they  were  removed  from  the  market, 
would  it  cause  problems  in  your  ability  to  care  for  your 
patients?  □ Yes  □ No 


Oral  Antispasmodic  and 
Anticholinergic  Drugs 


Used  in  past 
6 months? 


Yes  No 


Bentyl  with  Phenobarb 

Cap,  Syr,  SRT,  Merrell 
Combid  SRC,  skf 
Pathibamate  Tab, 

Lederle 

Pro-Banthine/ 
Phenobarb  Tab. 

Searle 


□ 

□ 


□ 

□ 


□ □ 


□ □ 


Found 

Effective? 


Yes  No  No  opinion 


□ □ 
□ □ 


□ 

□ 


□ □ □ 


□ □ □ 


Most  combination  oral  antispasmodic  and  anticholinergic 
drugs  have  been  classifed  less  than  effective.  If  they  were 
removed  from  the  market  would  it  cause  problems  in  your 
ability  to  care  for  your  patients?  □ Yes  □ No 


Oral  Proteolytic 
Enzymes 

Used  in  past 
6 months? 

Found 

Effective? 

Yes  No 

Yes 

No  No  opinion 

Ananas©  Tab,  Rorer 

□ □ 

□ 

□ □ 

Chymoral  Tab,  Armour 

□ □ 

□ 

□ □ 

Or©nzym©  Tab,  Merrell 

□ □ 

□ 

□ □ 

If  all  oral  proteolytic  enzymes  were  removed  from  the 
market,  would  it  cause  problems  in  your  ability  to  care 
for  your  patients?  □ Yes  □ No 


Has  the  Food  and  Drug  Administration  ever  asked  your 
opinion  on  any  of  these  drugs?  □ Yes  □ No 

Ooo  What  is  your  age?  □ Male  □ Female 

Do  you,  as  a rule,  find  combination  drugs  safe,  useful, 
and  effective?  □ Yes  □ No 

Board  Certified  i3,  ? □ Yes  □ No 

Type  of  Practice:  '3?  □ GP  n IM  □ OB  GYN  □ PED 
□ UROLOGY  □ ALLERGY  □ DERM  □ DO 
039  If  not  one  of  the  above,  fill  in  type 

Do  you,  as  a rule,  find  sustained  release  capsules  and 
tablets  safe,  useful,  and  effective?  j3‘  □ Yes  □ No 

Cap=Capsule,  Tab=Tablet,  Syr=Syrup,  SRT=Sustained  Release  Tablet,  SRC=Sustained  Release  Capsule,  BW=Burroughs  Wellcome,  SKF= 
Smith  Kline  & French,  MSD=Merck  Sharp  Dohme 


Change  the  AMA! 


Maybe  you’re  one  of  those  doctors  at  odds  with  some  AMA 
policies.  Your  question  is:  how  do  you  change  them? 

First,  consider  who  sets  those  policies.  In  a real  sense,  it  is 
you.  You  elect  the  delegates  to  your  state  association.  They  in 
turn  elect  the  delegates  who  will  represent  your  views  in  the 
AMA  House. 


As  an  active,  involved  member,  you  can  influence  policy 
by  making  your  views  known  to  your  delegates,  both  national 
and  state.  It  is  your  democratic  right  — and  responsibility. 

Write  your  delegates,  call  them,  see  them.  It  they  aren't 
responsive,  tell  them  they’ll  be  hearing  from  you 
at  election  time. 

You  can  also  go  directly  to  the  top  and  express  your  views 
before  the  AMA  House’s  Reference  Committees  at  either  of 
the  two  annual  conventions. 

But  it’s  up  to  you.  It  you  have  strong  convictions  about 
something  that  should  be  changed,  you  can  be  heard. 

Join  us.  We  are  only  what  the  doctors  of  this  country  want 
us  to  be.  Find  out  more  about  the  AMA.  Send  for  the  pamphlet, 
“The  AMA  and  the  American  Doctor;  Sharing  a Common 
Goal.’’  Write:  Dept.  DW,  at  the  address  below. 
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17  South  High  Street,  Suite  500.  Columbus.  Ohio  43215 


Physicians  seeking  locations  in  Ohio  are  in- 
vited to  contact  the  Physicians'  Placement  Service 
in  the  executive  offices  of  the  Ohio  State  Medical 
.Association,  17  South  High  Street.  Suite  500. 
Columbus,  Ohio  43215.  Through  this  medium 
efforts  are  made  to  establish  communications  be- 
tween physicians  seeking  locations  and  com- 
munities where  ]:>hysicians  are  needed,  or  other 
physicians  who  are  in  need  of  associates. 


OHIO.  F.MRFIELD.  Space  available  in  modern 
Medical  Building,  15  miles  from  Cincinnati.  General 
Practitioner  and  Specialist  needed.  Reply  to  Box  616, 
c/o  The  Ohio  State  Medical  Journal. 


PFIYSICI.'XN’S  OFFICE  FOR  RENT  in  Marie- 
mont,  a Village  adjacent  to  Cincinnati,  near  a good 
hospital.  Contact  L.  Hermanies,  3900  Oak  St..  Marie- 
mont,  Ohio,  Phone  271-0291. 


IMMEDIATE  OPENING  for  Ob-Gyn,  Internal 
Medicine  and  Orthopedic  specialties  to  establish  success- 
ful practice  with  14-man  multi-specialty  group.  Excellent 
group  benefits;  pension  plan;  modern  clinic  facilities; 
progressive  community  with  excellent  educational  system 
including  two  colleges;  city  population  35,000;  good 
recreational  facilities;  each  specialty  must  be  board  eli- 
gible or  certified.  Contact:  Business  Manager,  The  Mani- 
towoc Clinic,  601  Reed  Avenue,  Manitowoc,  Wisconsin 
54220. 


ASSOCIATES  WANTED:  Cincinnati  based  pro- 
fessional corporation  seeks  full  or  part-time  associates. 
Openings  available  in  Emergency  rooms,  community 
clinics,  or  Industrial  Medical  Centers.  Medical^  Health 
Services,  Inc.,  5902  Robison  Rd.,  Cincinnati,  Ohio 
45213.  Phone;  513/631-0200. 


FOR  S.ALE:  Physicians  Examining  Table;  Burdick 
EKG  Machine,  (late  model)  and  a new  Sterilizer.  Con- 
tact W.  H.  Miller,  M.D.,  328  E.  State  St.,  Columbus 
43215.  Telephone  614/221-3743. 


INTERNISTS,  FAMILY  PHYSICIANS:  Position 
available  on  Health  Care  Teams  of  physicians  and  den- 
tists providing  family  care  to  inner-city  residents  of 
Cleveland.  Neighborhood  Health  Center  well  orga- 
nized to  allow  physicians  to  provide  the  best  care  they 
are  capable  of.  Salaries  competitive,  liberal  fringe  bene- 
fits. Address  inquiries  to  David  G.  Miller,  M.D.,  Medi- 
cal Director,  Hough-Norwood  Family  Health  Care  Cen- 
ter, 1465  E.  55th  St.,  Cleveland,  Ohio  44103. 


OHIO  MED.  Lie.  Prerequisite  to  qualify  for  full 
or  part-time  STAFF  PSYCHIATRIST  interested  in 
community  psychiatry.  Flexible  40  hr.  wk.,  including 
lunch  hours,  does  not  require  night  call.  1 mo.  pd. 
vacation,  paid  sick  leave  cumulative  to  120  days  total. 
Opportunities  to  attend  selected  lectures  and  seminars 
on  clinic  time  & expense.  Limited  private  practice. 
Salary  to  $33,000,  depending  upon  qualifications.  Con- 
tact: Dr.  Thomas  Di  Mauro,  Dir.,  Stark  County  Com- 
munity Mental  Health  Center,  618  Second  St.,  N.W., 
Canton,  Ohio  44703  or  call  collect  216/455-9407. 


EMERGENCY  ROOM  PHYSICIAN  NEEDED 
IMMEDIATELY — Established  group  of  two  full  time 
and  six  part  time  physicians  need  third  full  time  man  for 
active  emergency  service.  Incorporated.  Salary  $36,000 
to  $45,000  for  40-50  hours  per  week,  plus  bonus  quarter- 
ly. Excellent  300  bed  general  hospital  in  commu- 
nity of  45.000  only  40  miles  from  Columbus.  Many 
fine  specialists  available  for  help  and  referral.  Please 
contact:  L.  H.  Miller,  M.D.  614-344-0331,  Newark,  O. 


VACATION  CONDOMINIUM  — New  Smyrna 
Beach,  Fla.  — just  south  of  Daytona  and  away  from  the 
crowds,  but  enjoying  the  same  beautiful  beach.  Two 
bedrooms,  2 baths,  wall-to-wall  carpeting,  completely  and 
tastefully  furnished  including  linens,  color  TV  and  dish- 
washer. HE.ATED  POOL,  and  sauna.  $400  per  month. 
For  reservations  or  further  information,  contact  Wm.  ^V. 
Conner.  M.D..  517  Lakeshore  Dr..  Eustis,  Florida 
32726.  Phone  904-357-5715. 


— More  Classified  Ads  on  Next  Page  — 
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WANTED — Psychiatrists  to  join  a staff  of  a pro- 
gressive and  active  Mental  Health  Center  with  heavy 
emphasis  on  Community  Services  but  with  a crying  need 
to  improve  the  services  for  those  patients  who  must  re- 
main behind.  Starting  salary  range  for  a board  eligible 
psychiatrist  would  go  from  $23,338-$26,312  depending 
upon  background.  Fringe  benefits  include  2 weeks  vaca- 
tion after  1 year  duty,  accumulation  of  sick-leave  time,  a 
50-50  pay  basis  for  Comprehensive  Medical  Insurance 
coverage  and  paid  Life  Insurance  on  a graduated  scale 
after  1 year  service.  Many  opportunities  for  continuing 
education  and  for  advancement.  Generous  meeting  and 
travel  time.  NO  OVERHEAD.  If  at  this  point  you  need 
further  information,  write:  Superintendent,  Athens  Men- 
tal Health  Center,  Athens,  Ohio  45701. 


FOR  RENT  OR  SALE:  College  Hill  section  of 
Cincinnati.  Brick  house  suitable  for  professional  office. 
750  square  feet  plus.  A.  D.  Berenson,  M.D.,  972  Spruce- 
glen  Dr.,  Cincinnati,  O.  45224.  513/522-2789. 


FOR  RENT  OR  I.EASE  ■ — • General  Practitioners 
Office  for  10  years.  Suite  of  4 rooms — central  aircondi- 
tioned — carpeted — paneled.  Parking  in  rear.  Phone:  614/ 
224-6972  or  614/231-1987. 


OFFICE  FOR  RENT:  For  physician  or  dentist,  5 
rooms,  two  lavatories,  air-conditioned,  free  parking  for 
patients,  main  floor,  bus  stop,  5 doctors  medical  build- 
ing. Rent  $120.  19451  Euclid  Ave.,  Euclid,  O.  44117. 
Phone:  216/481-3058  or  216/371-4168.  For  dentist, 

medical  patients  addresses  are  available. 


MODEL  RAILROAD  j/4"  SCALE  2 RAIL  D.  C. 
CURRENT.  Superdetailed  — locos  and  cars.  6 steam 
locos,  3 diesel  and  1 gas-electric.  108  cars  — passenger 
& all  types  freight.  Locos  with  interior  detail,  engineer 
& fireman.  All  passenger,  cabooses,  work  cars  and  unique 
3 horse  cars  superdetailed  with  finished  interiors,  light- 
ing & people.  Road  name  of  railroad  Pine  River  & 
Northern.  3 D.C.  Transformers,  buildings,  turntable, 
many  parts.  Many  of  the  cars  handcrafted  to  period  1880 
to  1930  providing  both  hobby  interest  and  collector  value. 
Value  a full  $5,000  — • will  sell  $4,000  cash.  Reason  — 
age  72.  Marshall  R.  Rust  — 207  Washington,  Marietta, 
Ohio  — phone  614-373-5247. 


FOR  RENT  OR  LEASE:  TOLEDO,  OHIO— East 
side;  sole  General  Practitioner’s  office  for  33  years,  va- 
cant by  recent  death;  immediate  income  available;  8 
room  suite  including  3 examining  room;  fully  equipped 
x-ray  and  laboratory;  central  air-conditioning;  carpeted; 
wood  paneling;  parking;  nearby  hospital.  Suitable  for 
one  or  two  physicians;  2 air-conditioned  apartments  avail- 
able in  same  building.  Lease  with  option  to  buy  equip- 
ment. Phone  419/691-6275  or  reply  Box  691,  c/o  Ohio 
State  Medical  Journal. 


OB-GYN  BOARD  CERTIFIED  OR  ELIGIBLE  to 
join  solo  incorporated  Ob-Gyn  in  West  Central  Ohio. 
Equal  share  of  net  and  equal  time  off  from  1st  day,  plus 
liberal  fringe  benefits.  Reply  box  688  c/o  Ohio  State 
Medical  Journal. 


LOCUM  TENENS  — Ob-Gyn  wanted  for  solo  Ob- 
Gyn  practice  in  Ohio  first  3 weeks  of  November,  1973. 
$1000.00  per  week  plus  living  expenses.  Possible  future 
association  if  desired.  12-15  OB’s  per  month.  Reply  Box 
687  c/o  Ohio  State  Medical  Journal. 


GENERAL  PRACTTFIONER — Full-time  staff  phy- 
sician needed  for  Domiciliary  Medical  Service  in  858 
bed  general  medical  and  surgical  hospital.  License  in  any 
state  acceptable;  salary  range  $22,328  to  $29,248  per 
annum  depending  upon  qualifications.  Maximum  leave 
and  insurance  benefits.  Write:  Chief  of  Staff,  Veterans 
Administration  Center,  4100  West  Third  Street,  Dayton, 
Ohio  45428.  An  Equal  Employment  Opportunity. 


EMERGENCY  ROOM  PHYSICIAN  — Accredited 
280  bed  progressive  general  hospital  in  beautiful  Hunting- 
ton,  West  Virginia;  excellent  income  and  working  condi- 
tions; send  resume  to  Assistant  Administrator,  Cabell 
Huntington  Hospital,  1340  Sixteenth  St.,  Huntington, 
West  Virginia  25701. 


FOR  SALE:  Walnut  Hamilton  office  furniture 

from  deceased  doctor’s  office.  Mrs.  Laurence  Ihle,  Ga- 
lena, Ohio.  614/965-1060. 


GASTROENTEROLOGIST  INTERNIST:  Board 
eligible,  M.R.C.P.  (U.K.),  Ohio  licensed,  University 
trained  in  all  aspects  of  clinical  gastroenterology.  4 years 
experience  with  fiberoptics,  seeks  solo,  associate  or  group 
practice  in  Internal  Medicine  with/or  Gastroenterology. 
Available  January,  ’74.  Contact:  B.  Mehrotra,  M.D., 
1540  Spring  \’alley  Dr.,  Huntington,  W.  Va.  25701. 
Phone:  Office  304/429-1381  Ext.  256,  Home  304/736- 
8437. 


OFFICE  SPACE  TO  SHARE:  Cincinnati.  Excel- 
lent location,  close  to  main  hospitals.  Good  maintenance 
and  parking.  Available  now.  Reply  to  box  690  c/o  Ohio 
State  Medical  Journal  or  call  513/961-3240  or  821-2970. 


HEALTH  COMMISSIONER  for  multi-county  health 
unit  in  Ohio  to  replace  retiring  health  officer.  This  is  a 
major,  local  public  health  position,  requiring  a well  quali- 
fied, experienced  public  health  physician.  Beginning 
salary  $30,000  to  $35,000  plus  fringe  benefits,  advancing 
to  $4O,OO0  annual  range.  Send  full  resume  to:  Harry 
Wain,  M.D.,  Health  Commissioner,  Mansfield-Richland 
County  Flealth  Dept.,  600  West  Third  St.,  Mansfield, 
Ohio  44906. 
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DISINFECTANT  CONCENTRATE 
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MERDHENE. 

^FECTANT  ET  CONCENTRATE  J 

■ (Patent  pending)^. 

Tym  arii»  _ . . . . , 


iye  Practical  v 
sinfectant 


Must  be  diluted 
Rust  Inhibitor 


^or  Surgical 
J.^struments'* 


Odorless 

Deodorizing 


i 


^'O'cal  instruments  will  not  be  damaged  i 

““"-INSTRUMENTS  DANGERI,^ 
KEEP  OUT  OF  REACH  OF 

4^  See  side  panel  for  •‘J?  , 

Precautionary  handling 

Rinse  empty  container^, 

) with  water  and  discert*’--* 

BARRY  laboratories.”^ 
461  N.E.  27thStr^ 
Pompano  Beach,  Fll* 


ODORLESS 

COLORLESS 

EFFECTIVE 

MERPHENE  is  a unique  triple  formula- 
tion of  disinfectants,  scientifically  tested 
to  protect  your  surgical-dental  instru- 
ments and  equipment. 

EASY  PREPARATION 

Fill  a container  with  a gallon  of  potable  water,  add  40cc 
MERPHENE  CONCENTRATE  and  mix  thoroughly.  For  a quart 
use  lOcc  MERPHENE  CONCENTRATE. 

QUICK  KILL  POWER 

“Use"  solution  kills  Pseudomonas  aeruginosa.  Staphylococcus 
aureus,  and  Salmonella  choleraesuis  in  10  minutes. 

NOT  CORROSIVE 

A "built-in"  rust  inhibitor  prevents  rusting  of  surgical  instru- 
ments, needles  and  syringes.  Rubber,  plastic  appliances,  masks 
and  first-aid  pieces  are  not  affected. 

Does  not  contain  Mercury,  Phenol,  Alcohol,  Iodine,  Phosphates  or 
Hexachlorophene.  Stability  is  high  and  it  is  non-volatile.  It  is  compatible 
with  Alcohol,  Acetone,  Glycerin  and  water.  It  is  incompatible  with  soap 
and  aluminum.  Detergency  is  excellent  and  it  deodorizes  as  it  cleans. 

LESS  STORAGE  SPACE, 
yet  permits  larger  volumes  on  demand. 

ECONOMICAL: 

per  gallon  cost,  way  under  competition. 


Actual  8 oz  size 


Ask  your  PHYSICIAN 
or  HOSPITAL  SUPPLY  SALESMAN 
for  details. 


BARRY  LABORATORIES, INC. 


POMPANO  BEACH,  FLORIDA  33064 
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How  strong 
must  a tranquilizer  be 
for  severe  anxiety? 

As  strong  as  Librium  25  mg 

(chlordiazepoxide  HCI) 

The  achievement  of  desired  therapeutic 
results  is  often  a function  of  the  dosage 
strength  as  well  as  the  drug’s  intrinsic  action.  Thus,  when 
anxiety  issevei'e,  the  25-mg  strength  of  Librium  fre- 
quently provides  the  necessar)'  antianxiety  action  with  a 
minimum  of  unwanted  adverse  reactions.  Librium  25  mg 
is  a convenient  dosage  form  for  the  relief  of  severe, 
incapacitating  anxiety,  specifically  formulated  to  supple- 
ment your  counsel  and  reassurance. 

Benefits -to-risks  ratio 
permits  higher  dosage 

For  over  1 3 years. 

Librium  has  been  recog- 
nized for  its  excellent 
benefits-to-risks  ratio,  an 

asset  in  the  higher  dosage  ranges  its  in  more  common  clini- 
cal applications.  Thus,  the  frequency  of  dosage  with 
Librium  25  mg  can  be  fiexibly  adjusted  to  the  needs  and 
response  of  the  individual  patient,  up  to  100  mg  daily  if 
required.  Total  daily  dosage  for  the  elderly  and 
debilitated  should  not  exceed  20  mg.  When  severe 
anxiety  has  been  reduced.  Librium  dosage  should  be 
correspondingly  reduced  or  discontinued  entirely. 

basic  support 
in  severe  anxiety 

Libriurrf  25  mg 

(chlordiazepoxide  HCI) 

1 capsule  t.i.d./q.i.d. 

Roche  Laboratories 
Division  ol  Hoffmann-La  Roche  Inc 
Nutley.  N J p7n0 


Before  prescribing,  please  consult  com-  j 
plete  product  information,  a summary  of 
which  follows: 

Indications:  Relief  of  anxiety  and  tension 
occurring  alone  or  accompanying  various  disc-ase 
states. 

Contraindications:  Patients  with  known 
hypersensitivity  to  the  drug. 

Warnings:  Caution  patients  about  possible 
combined  effects  with  alcohol  and  other  CNS 
depressants.  As  with  all  CNS-acting  drugs, caution  i 
patients  against  hazardous  occupations  requiring 
complete  mental  alertness  {e.g.,  operating  machin. ' 
ery,  driving).  Though  physical  and  psychological 
dependence  have  rarely  been  reported  on  recom- 
mended doses,  use  caution  in  administering  to 
addiction-prone  individuals  or  those  who  might  ^ 
increase  dosage;  withdrawal  symptoms  (including 
convulsions),  following  discontinuation  of  the 
drug  and  similar  to  those  seen  with  barbiturates, 
have  been  reported.  Use  of  any  drug  in  pregnancy, ‘ 
lactation,  or  in  women  of  childbearing  age  requires! 
that  its  potential  benefits  be  weighed  against  its 
possible  hazards.  I 

Precautions:  In  the  elderly  and  debilitated, 
and  in  children  over  six,  limit  to  smallest  effec- 
tive dosage  (initially  10  mgor  less  per  day)  to 
preclude  ataxia  or  oversedation,  increasing  gradu- 
ally as  needed  and  tolerated.  Not  recommended 
in  children  under  six.  Though  generally  not  rec- 
ommended, if  combination  therapy  with  other 
psychotropics  seems  indicated,  carefully  consider 
individual  pharmacologic  effects,  particularly  in 
use  of  potentiating  drugs  such  as  MAO  inhibitors ; 
and  phenothiazines.  Observe  usual  precautions  in  i 
presence  of  impaired  renal  or  hepatic  function. 
Paradoxical  reactions  (^.g.,  excitement,  stimulation! 
and  acute  rage)  have  been  reported  in  psychiatric 
patients  and  hyperactive  aggressive  children. 
Employ  usual  precautions  in  treatment  of  anxiety 
states  with  evidence  of  impending  depression; 
suicidal  tendencies  may  be  present  and  protective 
measures  necessary.  Variable  effects  on  blood 
coagulation  have  been  reported  very  rarely  in 
patients  receiving  the  drug  and  oral  anticoagu- 
lants; causal  relationship  has  not  been  established 
clinically. 

Adverse  Reactions:  Drowsiness,  ataxia  and 
confusion  may  occur,  especially  in  the  elderly  and 
debilitated.  These  are  reversible  in  most  instances  | 
by  proper  dosage  adjustment,  but  are  also  occa-  i 
sionally  observed  at  the  lower  dosage  ranges.  In  a | 
few  instances  syncope  has  been  reported.  Also  en-  | 
countered  are  isolated  instances  of  skin  eruptions, 
edema,  minor  menstrual  irregularities,  nausea  and 
constipation,  extrapyramidal  symptoms,  increased 
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patterns  (low-voltage  fast  activity)  may  appear  j 
during  and  after  treatment;  blood  dyscrasias  (in- 
cluding agranulocytosis),  jaundice  and  hepatic 
dysfunction  have  been  reported  occasionally,  mak- 
ing periodic  blood  counts  and  liver  function  tests 
advisable  during  protracted  therapy. 

Supplied:  Librium®  Capsules  containing 
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and  a few  may  need  counseling 
and  the  psychotropic  action  of  Valium®  (diazepam). 


Some  people  develop  excessive  psychic  tension  and  need  your  counseling, 


Everylxxiy  experiences  psychic  tension. 


Most  people  can  handle  this  tension. 


‘ Before  deciding  to  make  \^alium 
diazepam)  part  of  your  treatment 
dan,  check  on  w hether  or  not  the 
)atient  is  presently  taking  drugs 
nd,  if  so,  w hat  his  response  has 
)een.  Along  w ith  the  medical  and 
ocial  history,  this  information  can 
lelp  you  determine  initial  dosage, 

;he  possibility  of  side  effects  and 
he  ultimate  prospects  of  success 
)r  failure.  3 o n- 

I While  Valium  can  be  a most 
lelpful  adjunct  to  your  counseling, 
t should  be  prescribed  only  as  long 
IS  excessive  psychic  tension  per- 
;ists  and  should  be  discontinued 
A'hen  you  decide  it  has  accom- 
olished  its  therapeutic  task.  In 
general,  w hen  dosage  guidelines 
ire  follow  ed.  Valium  is  w ell 
lolerated  (see  Dosage),  f or  con- 
v^enience  it  is  ax  ailable  in  2-mg,  5-mg 
and  lo-mg  tablets. 

Drowsiness,  fatigue  and  ataxia 
have  been  the  most  commonlv  re- 

j 

ported  side  effects. 

Until  response  is  determined, 
patients  receiving  Valium  should 
be  cautioned  against  engaging  in 
hazardous  occupations  recjuiring 
complete  mental  alertness,  such 
as  driving  or  operating  machinery. 

Roche  Laboratories 
Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  N J.  07110 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Tension  and  anxiety  states;  somatic  com- 
plaints which  are  concomitants  of  emotional  factors;  psycho- 
neurotic  states  manifested  by  tension,  anxiety,  apprehension, 
fatigue,  depressive  symptoms  or  agitation;  symptomatic  relief 
of  acute  agitation,  tremor,  delirium  tremens  ana  hallucinosis 
due  to  acute  alcohol  withdrawal;  adjunctively  in  skeletal 
muscle  spasm  due  to  reflex  spasm  to  local  pathology,  spasticity 
caused  by  upper  motor  neuron  disorders,  athetosis,  stiff-man 
syndrome,  convulsive  disorders  (not  for  sole  therapy). 

Contraindicated:  Knov\  n hypersensitivity  to  the  drug. 
Children  under  6 months  of  age.  Acute  narrow  angle  glau- 
coma; may  be  used  in  patients  u ith  open  angle  glaucoma  who 
are  receiving  appropriate  therapy. 

Warnings:  Not  of  value  in  psychotic  patients.  Caution 
against  hazardous  occupations  requiring  complete  mental 
alertness.  VVTen  used  adjunctivel)'  in  convulsive  disorders, 
possibility  of  increase  in  frequency  and/or  severity  of  grand 
mal  seizures  may  require  increased  dosage  of  standard  anti- 
convulsant medication;  abrupt  withdrawal  may  be  associated 
with  temporary  increase  in  frequency  and/or  severity  of 
seizures.  Advise  against  simultaneous  ingestion  of  alcohol  and 
other  CNS  depressants.  Withdrawal  symptoms  (similar  to 
those  u ith  baroiturates  and  alcohol)  have  occurred  following 
abrupt  discontinuance  (convulsions,  tremor,  abdominal  and 
muscle  cramps,  vomiting  and  sweating).  Keep  addiction-prone 
individuals  under  careful  surveillance  because  of  their  pre- 
disposition to  habituation  and  dependence.  In  pregnancy, 
lactation  or  women  of  childbearing  age,  weigh  potential 
benefit  against  possible  hazard. 

Precautions:  If  combined  with  other  psychotropics  or 
anticonvulsants,  consider  carefully  pharmacology  of  agents 
employed;  drugs  such  as  phenothiazines,  narcotics,  barbi- 
turates, .\1A()  inhibitors  and  other  antidepre.ssants  may  poten- 
tiate its  action.  Usual  precautions  indicated  in  patients 
severely  depressed,  or  with  latent  depression,  or  with  suicidal 
tendencies.  Observe  usual  precautions  in  impaired  renal  or 
hepatic  function.  Limit  dosage  to  smallest  effective  amount  in 
eluerlv  and  debilitated  to  preclude  ataxia  or  oversedation. 

S'ide  Effects:  Drowsiness,  confusion,  diplopia,  hypoten- 
sion, changes  in  libido,  nausea,  fatigue,  depression,  dysarthria, 
jaundice,  sTin  rash,  ataxia,  constipation,  headache,  incon- 
tinence, changes  in  salivation,  slurred  speech,  tremor,  vertigo, 
urinary  retention,  blurred  vision.  Paradoxical  reactions  suen 
as  acute  hyperexcited  states,  anxiety,  hallucinations,  increased 
muscle  spasticity,  insomnia,  rage,  sleep  disturbances,  stimula- 
tion have  been  reported;  should  these  occur,  discontinue  drug. 
Isolated  reports  of  neutropenia,  jaundice;  periodic  blood 
counts  and  liver  function  tests  advisable  during  long-term 
therapy. 

Dosage:  Individualize  for  maximum  beneficial  effect. 
Adults:  d'ension,  anxiety  and  psychoneurotic  states,  2 to  10  mg 
b.i.d.  to  ij.i.d.;  alcoholism,  10  mg  t.i.d.  or  q.i.d.  in  first  24  hours, 
then  5 mg  t.i.d.  or  q.i.d.  as  needed;  adjunctively  in  skeletal 
muscle  spasm,  2 to  10  mg  t.i.d.  or  q.i.d.;  adjunctively  in 
convulsive  disorders,  2 to  10  mg  b.i.d.  to  q.i.d.  Geriatric  or 
debilitated  patients:  2 to  2V2  mg,  1 or  2 times  daily  initially, 
increasing  as  needed  and  tolerated.  (See  Precautions.)  Children: 

I to  2 Vi  mg  t.i.d.  or  q.i.d.  initially,  increasing  as  needed  and 
tolerated  (not  for  use  under  6 months). 

Supplied:  \ ahum®  (diazepam)  Tablets,  2 mg,  5 mg  and 
10  mg;  bottles  of  100  and  500.  All  strengths  also  available  in 
Lel-Is-Dose®  packages  of  1000. 
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Medical  Care 

By  Oscar  W.  Clarke,  M.D.,  Gallipolis 
President,  Ohio  State  Medical  Association 


"PROBLEMS  in  medical  and  health  care  delivery 
include:  (1)  Quality  of  medical  care;  (2) 

Rising  health  care  cost;  (3)  Equal  access  to  care; 
and  (4)  Problems  of  maldistribution  of  providers 
of  care. 

Quality  must  be  the  essential  element  in  what- 
ever we  do  to  broaden  the  delivery  of  care  and 
broaden  it,  we  must! 

Many  of  the  proposals  before  us  for  delivery 
of  care  have  the  major  thrust  of  quantity  of  ser- 
vices, the  masses  rather  than  the  individual,  with 
the  hope  the  quality  will  follow  naturally. 

There  is  no  provision  in  these  proposals  for 
the  essential  bond  between  the  patient  and  the 
physician,  nor  time  for  understanding  the  patient 
as  an  individual  and  as  a whole  person,  nor  time 
to  administer  to  his  fears  as  well  as  his  illness.  All 
of  the  impersonal  clinical  skills  available  will  not 
satisfy  his  needs. 

Dr.  Carl  Hoffman,  Past  President  of  the 
American  Medical  Association,  stated  last  June 
that  he  had  observed  a paradox  in  regard  to  qual- 
ity— and  I might  state  that  the  same  observation 
has  occurred  to  many  of  us. 

It  should  be  well  known  that  the  quality  of 
medical  care  can  be  no  better  than  the  education 
upon  which  it  is  founded.  Now  we  observe  the 
following  paradox. 

Hasty  Education 

There  is  a great  push,  and  need  for  continuing 
education  for  the  practicing  physicians,  and  the 
allied  professionals.  However,  we  have  set  up  and 
condoned  a reduced  hurried  curriculum  for  the 
student  in  medical  school  and  allied  professional 
schools. 

Dr.  Hoffman  has  asked  the  following  ques- 
tions : 

Why — when  the  sheer  volume  of  knowledge 
to  be  absorbed  is  greater  than  before? 

Why — when  the  true  need  of  our  profession 
is  to  produce  not  narrowly  trained  super  specialists, 
but  human  physicians  who  understand  and  relate 
to  people? 


This  article  is  based  on  the  text  of  an  address  given 
by  Dr.  Clarke  on  September  12  before  the  54th 
Annual  Ohio  Health  Commissioners  Conference 
in  Columbus. 


Why — when  the  most  important  single  qual- 
ity in  a physician  is  maturity  of  judgment?  Ma- 
turity is  a quality  that  develops  out  of  time  and 
experience.  It  can  hardly  develop  within  the  con- 
text of  a speed-up. 

The  only  answer  available  is  the  physician 
“shortage.” 

Is  this  the  true  answer?  Will  it  really  meet 
and  satisfy  our  needs? 

I think  not.  I believe  there  is  a great  need 
for  a “whole  physician” — not  a narrowly  trained 
scientist  at  this  time,  and  the  abolition  of  the 
rotating  internship  is  a mistake.  I believe  it  should 
be  reestablished  and  particularly  in  approved  com- 
munity hospitals. 

Need  vs.  Demand 

Many  have  studied  the  questions  of  medical 
need  and  medical  demand,  and  it  is  well  known 
that  we  will  never  satisfy  the  medical  demand. 
We  must  address  ourselves  to  the  medical  need. 

The  simple  fact  of  producing  rapidly  a large 
number  of  physicians  in  a given  time  will  not  meet 
our  need,  and  certainly  not  satisfy  the  demand. 

This  leads  us  into  the  often  stated  hoax:  In- 
crease the  number  of  physicians  and  we  will  solve 
the  problem  of  access  to  medical  care. 

The  simple  increase  in  numbers  will  not  solve 
the  maldistribution  problem. 

This  problem  is  with  us  in  spite  of  our  na- 
tional ratio  of  133  direct-care  physicians  per 

100.000  population — one  of  the  highest  in  the 
world  and  one  that  keeps  improving  each  year. 
June,  1972,  medical  schools  graduated  almost 

10.000  doctors — twice  the  number  at  the  end  of 
World  War  II. 

Those  of  you  who  are  familiar  with  the 
worldwide  picture  know  this  problem  is  not  unique 
to  the  United  States — the  highly  nationalized  and 
regulated  medical  systems  face  this  problem  con- 
tinually. 

The  problem  divides  itself  into  two  parts — the 
kind  of  physician  we  train  and  where  he  chooses 
to  practice. 

Approaching  the  KIND  of  physician  problem, 
should  we  limit  the  specialty  training  residencies 
and  increase  the  primary  physician  residencies? 
Some  would  say  this  is  the  answer.  It  would  re- 
quire unheard-of  cooperation  among  the  special 
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interest  groiij^s.  \\  ho  would  decide  where  to  cut 
back,  and  whom  to  cut  back C'ould  it  be  done 
by  reassessment  of  our  priorities  for  capitation 
grants,  giving  the  larger  award  for  the  jJiimary 
type  training. 

Again,  simply  producing  the  primary  care 
physicians  is  not  going  to  jiroduce  a balanced  geo- 
graphical distribution. 

Practice  in  the  understaffed  rural  areas  and 
inner  city  invohes  cultured  bias,  family  jjrefer- 
ences,  economics,  psychological  forces  and  man)- 
other  intangibles. 

I'he  young  doctor  today  jtrefers  the  urban 
environment.  There  is  no  joy  to  be  seen  in  extra 
long  hours,  the  lack  of  sophisticated  facilities  and 
jjostgraduate  education.  These  factors  certainly  dis- 
courage the  young  physician  and,  I might  add, 
the  young  of  the  other  highly  trained  profession- 
als— lawyers,  bankers,  architects,  and  skilled  crafts- 
men. 

An  Intelligent  Experiment 

I certainly  have  no  sure  prescription  for  this 
jnoblem.  However,  there  are  developing  certain 
incentives.  One,  for  example,  is  the  National 
I lealth  Ser\ice  Corporation — not  that  this  is  a 
howling  success.  However,  it  is  an  intelligent  ex- 
periment— and  I feel  it  could  be  expanded  and 
broadened. 

There  are  other  incentives  being  tried,  such 
as  forgiveness  of  student  loans,  tuition  payments, 
practice  grants,  tax  exemptions,  and  community 
])rovision  of  free  office  and  equipment  facilities. 

Some  have  tried  actually  going  into  these 
areas  to  recruit  the  medical  student  in  the  hope 
that  he  or  she  wall  return  to  the  area. 

I feel  that  the  establishment  of  facilities  for 
group  practices  with  easy  communication  to  a 
larger  medical  facility  would  be  most  encouraging 
in  inducing  the  young  professional  to  locate  in  the 
rural  and  inner  city  areas. 

I feel,  as  Dr.  Malcolm  Todd,  AM  A President- 
Elect,  stated  in  Medical  Opinion  last  spring, 
“Medical  schools  that  glorify  research  and  tech- 
nology at  the  expense  of  training  doctors  to  pro- 
\ ide  patient  care  are  failing,  to  a degree,  the  soci- 
ety that  supports  them  as  well  as  influencing 
decisions  that  should  be  made  with  both  sides  fair- 
ly presented.  If  bias  there  be,  it  should  be  on  the 
side  of  producing  jjhysicians  to  take  care  of  pa- 
tients. It  is  the  patient  who  in  actuality  pays  the 
tuitions  and  the  hospital  bills  one  way  or  the 
other.” 

Lesson  in  Supply/Deniand 

Rising  health  care  cost  is  a demon  with  many 
heads  being  fed  by  many  factors.  Probably  the 
foremost  factor  w'as  the  sudden  demand  for  ser- 


\ices  created  by  go\ernment  programs  without 
proper  planning.  It  is  a sim])le  lesson  in  economics 
that  cost  will  spiral  when  the  demand  exceeds  the 
su])j3ly. 

1 la)-  this  head  of  the  dragon  at  the  feet  of 
those  who  used  medicine  as  a political  issue  and 
damn  the  doctors,  damn  the  hospital  administra- 
tors and  double  damn  over-utilization  by  the  pa- 
tient. In  spite  of  this,  the  politicians  who  used 
medicine  as  an  emotional  issue  to  further  their 
own  ambitions  created  this  demon  and  they  can- 
not duck  it.  Unrealistic  promises  were  made  by 
those  who  did  not  ha\e  to  produce,  and  they  are 
now  shocked  to  reap  the  jjroblems. 

Couple  unprecedented  demand  with  an  econ- 
omy that  was  rising  into  the  present  swirl  of  in- 
flation and  you  have  another  head  of  the  demon. 

Those  of  you  who  are  familiar  with  hospital 
administrative  history  are  aware  of  the  sudden 
revolution  forced  upon  hospitals  in  regard  to  up- 
dating a historically  low  employee  jDay  scale  to 
presently  acceptable  levels.  Labor  cost  still  con- 
sumes the  greatest  part  of  the  hospital  dollar. 

As  if  this  were  not  enough,  add  on  the  terrific 
advances  in  medical  sophistication  with  the  de- 
mand for  unheard-of  expensive  equipment  and 
facilities. 

After  consideration  of  the  above  facts,  one 
should  not  be  mystified  by  the  cost  of  the  hospital 
portion  of  medical  care. 

I don’t  wish  to  paint  the  medical  profession 
as  absolutely  lily  white  in  the  cost  spiral.  However, 
I feel  that  a comparison  of  j^rofessional  medical 
fees  with  the  remainder  of  the  economy,  including 
T.\k  repair,  auto  repair,  jrlumbing  costs  and  labor 
charges,  we  have  a good  record.  In  fact,  since 
professional  fees  have  been  placed  under  a price 
ceiling,  we  physicians  have  not  actually  reached  the 
allowed  ceilings  nationally. 

There  are  those  who,  upon  consideration  of 
the  problems  presented  in  this  paper,  would  im- 
mediately abandon  the  American  systems  of  indi- 
vidual doctor-patient  relationship  and  institute 
health  systems  developed  in  the  more  socialistic 
countries.  There  are  those  w'ho  would  say  w'e  can 
cure  all  of  the  ills  by  establishing  a health  mainte- 
nance organization  which,  upon  close  examination, 
has  as  its  big  feature,  contract  practice. 

They  say,  “If  only  we  could  establish  a pre- 
paid system,  w-e  could  cure  all  the  ills  of  hospital 
cost,  o\  er  utilization,  and  provide  for  the  patient  a 
system  of  care  which  would  prevent  many  of  the 
present  shortcomings  and  abuses  of  the  present  de- 
livery of  care.” 

1 for  one  feel  that  this  experiment  should  be 
made.  I feel  that  we  should  have  the  knowledge 
of  how  medical  care  delivered  to  a full  spectrum 
sample  of  the  people  would  function.  I feel  that 
it  should  cover  the  whole  patient  pattern,  not  just 
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the  selected  working  age  group.  I feel  it  should  be 
subsidized  to  any  degree  exceeding  the  present  sys- 
tem in  order  to  get  a true  picture  for  comparison. 
However,  those  of  you  who  followed  the  HMO 
Legislative  proposals  did  note  that,  in  the  Senate 
version,  huge  sums  were  earmarked  to  provide  free 
subscription  to  the  HMO  plan  for  large  numbers — 
in  addition  to  subsidizing  the  actual  establishment 
of  the  HMO  structure  itself. 

It  reminded  me  of  a New  York  theatrical 
producer  approaching  a financial  backer  with  the 
request  for  $100,000,  stipulating  that  $50,000 
would  go  for  ticket  purchases  for  the  public  in  or- 
der to  assure  a success! 

I,  personally,  have  fears  that,  in  the  rush  and 
haste  to  meet  a politically  inspired  medical  crisis, 
we  may  destroy  one  of  the  most — if  not  the  most — 
worthwhile  systems  of  medical  care  in  the  world. 

In  closing,  I would  like  to  recognize  a state- 
ment made  to  the  AMA  House  of  Delegates  in 


New  York  City  on  June  27,  1973  by  Dr.  Charles 
C.  Edwards,  assistant  secretary  for  Health,  Educa- 
tion and  Welfare,  and  I quote: 

“The  medical  profession  and  other  elements 
of  the  private  health  sector  can  choose  either  of 
two  routes.  They  can  choose  to  minimize  the  role 
of  the  Federal  Government  because  they  regard 
government  involvement  as  a threat  to  professional 
and  institutional  freedom.  Or  they  can  view  gov- 
ernment and  private  interest  as  interdependent 
participants  whose  appropriate  balance  is  critical 
if  we  are  to  meet  the  health  needs  of  the  people 
of  this  country.” 

I would  like  to  answer  Dr.  Edwards  in  regard 
to  the  federal  role: 

“Dr.  Edwards,  we  shall  accept  appropriate 
balance  until  it  threatens  our  professional  and  in- 
stitutional freedom  and,  should  that  occur,  we  of 
organized  medicine  shall  resist  you  to  the  last 
man.” 


Harding  Hospital 

WORTHINGTON,  OHIO 

A fully  accredited  private  psychiatric  hospital  situated  on  45  acres  of  beautiful, 
wooded  grounds  just  ten  miles  north  of  the  state  capitol. 

THE  HARDING  HOSPITAL  PROVIDES: 

* 125  In-patient  beds  — 

* Day  Hospital  program  • — 

* Full  time  attending  staff  of  psychiatrists  — 

* Professionally  trained  Adjunctive  Therapy  staff  with  programs  in  occupa- 
tional, recreational  and  vocational  therapy.  (Crafts,  Fine  Arts,  Greenhouse, 
etc.) 

* Qualified  staff  of  psychologists  — 

* Social  Service  department  — 

* Consultation  and  evaluation  for  out-patients. 

For  particulars  on  rates  and  terms  or  on  specific  patients  write  or  call  — 

Harding  Hospital  - Worthington,  Ohio 
Area  Code  614  - 885-5381 

George  T.  Harding,  M.D.  Donald  L.  Hanson 

Medical  Director  Administrator 
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KEEPING  UP 


Continuing  Education 


Opportunities 


for  Physicians  in  Ohio 


November 

Occupational  Medicine  and  Environmental 
Health — 2-week  full-time  course  with  emphasis  on 
clinical  and  environmental  hygiene  problems, 
coverage  of  OSHA;  November  5 to  November  16; 
tuition  $600;  for  details  contact  Sidney  Lerner, 
M.D.,  Kettering  Laboratory,  Department  of  En- 
vironmental Health,  College  of  Medicine,  Univer- 
sity of  Cincinnati,  Cincinnati,  Ohio  45219. 

Toxemia  of  Pregnancy — Educational  Forum 
sponsored  by  the  Cleveland  Society  of  Obstetri- 
cians and  Gynecologists,  at  the  Marriott  Inn, 
4277  W.  150th  Street,  Cleveland,  November  14, 
beginning  at  3:00  p.m.;  guest  speaker,  Russell 
DeAlvarez,  M.D.,  Temple  University;  dinner  and 
evening  meeting,  7:00  p.m.  with  Dr.  DeAlvarez 
continuing  the  discussion  on  the  same  subject. 
Contact  Lester  A.  Ballard,  Jr.,  M.D.,  Secretary, 
Clinic  Center,  9500  Euclid  Avenue,  Cleveland 
44106. 

Biomechanics  — Sponsored  by  .\merican 
■Vcademy  of  Orthopaedic  Surgeons,  430  N.  Michi- 
gan Ave.,  Chicago  6061 1 ; at  Case  Western  Reserve 
Lhiiversity  School  of  Medicine,  November  5-9. 

I diversity  of  Cincinnati  College  of  Medicine 
(CONMED): 

Ophthalmologist  for  the  Generalist  — No- 
vember 8 at  the  Shrine  Burns  Institute. 

Basic  Principles  of  Rhinoplasty  — November 
11-14,  cosponsored  by  the  American 
.\cademy  of  Facial  Plastic  and  Recon- 
structive Surgery  and  the  UC  Dept,  of 
Otolaryngology  and  Maxillofacial  Sur- 
gery. 


Publication  deadlines  require  that  no- 
tices of  postgraduate  courses,  in  order  to 
be  published  in  these  columns,  must  be 
received  in  The  Journal  office  at  least  60 
days  before  the  course  is  scheduled  to  be 
given. 


.Multiple  Drug  Dependency — Diagnosis  and 
.Management— Symposium  sponsored  by  the  Ohio 
State  Medical  .\s.sociation  and  a number  of  other 
profes.sional  organizations,  at  the  Imperial  House 
North,  Morse  Road  at  1-71,  Columbus,  November 
8.  Contact  OSMA  at  17  South  High  Street,  Co- 
lumbus 43215;  phone  614/228-6971. 

Ohio  State  University  College  of  Medicine,  Con- 
tinuing Medical  Education  Conferences;  for 
details  contact  OSU  Center  for  Continuing 
Medical  Education,  410  W.  Tenth  St.,  Co- 
lumbus 43210: 

Industrial  Audiometry  and  Conservation  of 
Hearing  — November  7-9;  at  Stouffer’s 
University  Inn,  3025  Olentangy  River 
Rd.,  Columbus. 

Vascular  Disease  — at  Stouffer’s  University 
Inn,  3025  Olentangy  River  Rd.,  Colum- 
bus; November  9-10. 

Pathophysiology  of  Trauma  — Sponsored  by 
the  American  Academy  of  Orthopaedic 
Surgeons,  at  OSU,  November  14-16. 

/ Continued  on  Page  806 ) 
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an  effective  combination  of  medication 
and  psychoiogy  for  rheumatoid  arthritis 


unique  10-grain  buffered  aspirin 

CAMA 


INLAY-TABS 


Each  tablet  contains  aspirin,  600  mg.  (10  grains);  magnesium  hydroxide,  N F 150  mo 
aluminum  hydroxide  dried  gel,  150  mg.  ” 


Unique  design.  In  shape,  size  and  color, 

CAMA  looks  like  no  other  aspirin.  It  gives 
patients  an  “individualized”  medication— one 
they  may  find  more  acceptable  and  possibly 
respond  to  more  positively. 

Fits  prescribing  patterns.  CAMA’s  10-grain 
aspirin  strength  is  suited  to  the  higher  dosage 
regimens  generally  used  for  arthritis. 
Adjustable  dosage.  Scored  tablet  lets  you 
increase  or  decrease  dosage  in  5 or  1 0 grain 
increments. 


Economical.  CAMA  costs  no  more  per  dose 
than  many  5-grain  buffered  aspirin  tablets. 
Give  your  arthritic  patients  the  added  benefits 
of  CAMA.  Ask  your  Dorsey  representative  for  a 
generous  supply  or  write  Director  of 
Professional  Relations. 

Dor/ey 

LABORATORIES  ^ 

Division  of  Sandoz-Wander,  Inc. 

Lincoln,  Nebraska  68501 


Educational  Opportunities  in  Ohio  — Continued 


November  (Contd.) 


December 


Cleveland  Clinic  Educational  Foundation,  9500 
Euclid  Ave.,  Cleveland  44106; 

Gastroenterology  — November  14-15. 


Akron  City  Hospital,  Market  & Arch  Sts.,  Akron 

44309': 

\4siting  Professor  Program,  Dept,  of  Surgery, 
November  8-9,  Bruce  G.  MacMillan, 
M.D. 

AVhat  the  Medical  Subspecialist  Thinks  the 
Primary  Practitioner  Should  Know 
About  His  Field,  Nov.  21. 

\4slting  Professor  Program,  Dept,  of  Path- 
ology, Nov.  29-30,  Stephen  E.  Ritzmann, 
M.D. 


Why  Should  We  Control  Blood  Sugar?  — 
Youngstown  Hospital  Association,  South  Unit, 
Guest  Professor,  Manuel  Tzagournis,  M.D.,  assis- 
tant dean,  OSU  College  of  Medicine,  Nov.  15, 
8:00  a.m. 


Courses  Sponsored  by  Medical  College  of  Ohio  at 

Toledo;  for  details  contact  MCO  Office  of 

Continuing  Education,  P.  O.  Box  6190,  To- 
ledo 43614. 

Acute  Gastrointestinal  Disorders  During  Preg- 
nancy — Clinical  Seminar  on  Emergency 
Medicine  — November  8,  at  Holiday 
Inn,  Defiance,  4:00  to  9:00  p.m. 

The  Multiple-Injury  Patient  — Clinical  Semi- 
nar on  Emergency  Medicine  — Novem- 
ber 13,  Providence  Hospital,  Sandusky, 
4:00  to  9:00  p.m. 

^Vater  and  Electrolyte  Disturbances  in  Surgi- 
cal Patients  — Seminar  on  Fundamentals 
of  Surgery  — November  3 and  10,  10:00 
a.m.  to  noon.  Room  G-1  at  MCO. 

Blood  — Normal  and  Abnormal  Coagulation 
— Seminar  on  Fundamentals  of  Surgery' 
— November  17,  10:00  a.m.  to  noon, 
Room  G-1  at  MCO. 

Symposium  on  Ulcerative  Colitis  — Novem- 
ber 29  at  MCO. 


Ohio  State  University  College  of  Medicine,  Con- 
tinuing Medical  Education  Conferences;  for 
details  contact  OSU  Center  for  Continuing 
Medical  Education,  410  W.  Tenth  St.,  Co- 
lumbus 43210: 

Cardiology  — December  3. 

Cleveland  Clinic  Educational  Foundation,  9500 
Euclid  Ave.,  Cleveland  44106. 

Advances  in  Ophthalmology  — December 
5-6. 


Workshop  on  Fluid  and  Electrolyte  Clinical 
Problems  — • December  12  at  Jewish  Hospital,  Cin- 
cinnati; and  Urology  X-ray  Seminar  — De- 
cember 13-15  at  the  Netherland  Hilton  Hotel; 
University  of  Cincinnati  College  of  Medicine 
(CONMED). 


Medical  Economics  — Akron  City  Hospital, 
525  E.  Market  St.,  Akron;  December  19. 


Akron  City  Hospital,  Market  & Arch  Sts.,  Akron 
44309: 

Visiting  Professor  Program,  Dept,  of  Ob-Gyn, 
John  T.  Queenan,  M.D.,  December  5-6. 

Medical  Economics,  December  19. 


Courses  Sponsored  by  Medical  College  of  Ohio  at 
Toledo;  for  details  contact  MCO  Office  of 
Continuing  Education,  P.  O.  Box  6190,  To- 
ledo 43614. 

Acute  Complications  Related  to  The  Pill  — 
Clinical  Seminar  on  Emergency  Medicine 
— • at  Blanchard  Valley  Hospital,  Findlay, 
December  6,  1:00  to  5:00  p.m. 

Blood  Volume:  Maintenance/Replacement  — 
Seminar  on  Fundamentak  of  Surgery  — 
December  1,  Room  G-1  at  MCO,  10:00 
a.m.  to  noon. 

Metabolic  Responses  to  Surgery  — Seminars 
on  Fundamentals  of  Surgery  — Decem- 
ber 8 and  15,  10:00  a.m.  to  noon.  Room 
G-1  at  MCO. 
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acute  arthritic  inf  lamination...  heat  that  freezes 

In  acute  rheumatoid  arthritis  consider  Tandearil.  The  anti-inflammatory 
action  of  Tandearil  quickly  helps  reduce  heat,  pain,  swelling,  and 
stiffness.  Results  are  usually  seen  in  3 or  4 days.  Try  it  for  a week  when 
the  symptoms  defy  aspirin  control. 


Remember  that  Tandearil  is  not  a simple  analgesic.  It  should  not  be  used 
on  patients  responding  to  routine  therapy.  Before  using,  please  read 
the  prescribing  information.  It's  summarized  below. 

Tandearir  helps  take  the  heat  off 

oxyphenbutazone  NF 

Geigy 


Tablets  of  100  mg. 

Important  Note:  This  drug  is  not  a simple 
analgesic.  Do  not  administer  casually.  Care- 
fully evaluate  patients  before  starting  treat- 
ment and  keep  them  under  close  supervision. 
Obtain  a detailed  history,  and  complete  phys- 
ical and  laboratory  examination  (complete 
hemogram,  urinalysis,  etc.)  before  prescribing 
and  at  frequent  intervals  thereafter.  Carefully 
select  patients,  avoiding  those  responsive  to 
routine  measures,  contraindicated  patients 
or  those  who  cannot  be  observed  frequently. 
Warn  patients  not  to  exceed  recommended 
dosage.  Short-term  relief  of  severe  symptoms 
with  the  smallest  possible  dosage  is  the  goal 
of  therapy.  Dosage  should  be  taken  with  meals 
or  a full  glass  of  milk.  Patients  should  discon- 
tinue the  drug  and  report  immediately  any  sign 
of;  fever,  sore  throat,  oral  lesions  (symptoms 
of  blood  dyscrasia):  dyspepsia,  epigastric 
pain,  symptoms  of  anemia,  black  or  tarry 
stools  or  other  evidence  of  intestinal  ulcera- 
tion or  hemorrhage,  skin  reactions,  significant 
weight  gain  or  edema.  A one-weex  trial  period 
is  adequate.  Discontinue  in  the  absence  of  a 
favorable  response.  Restrict  treatment  periods 
to  one  week  in  patients  over  sixty. 

Indications:  Acute  gouty  arthritis,  rheumatoid 
arthritis,  rheumatoid  spondylitis. 
Contraindications:  Children  14  years  or  less; 
senile  patients;  history  or  symptoms  of  G.l. 
inflammation  or  ulceration  including  severe, 
recurrent  or  persistent  dyspepsia;  history  or 
presence  of  drug  allergy;  blood  dyscrasias; 
renal,  hepatic  or  cardiac  dysfunction;  hyper- 
tension; thyroid  disease;  systemic  edema; 
stomatitis  and  salivary  gland  enlargement  due 
to  the  drug;  polymyalgia  rheumatica  and  tem- 
poral arteritis;  patients  receiving  other  potent 
chemotherapeutic  agents,  or  long-term  anti- 
coagulant therapy. 

Warnings:  Age,  weight,  dosage,  duration  of 
therapy,  existence  of  concomitant  diseases, 
and  concurrent  potent  chemotherapy  affect  in- 
cidence of  toxic  reactions.  Carefully  instruct 
and  observe  the  individual  patient,  especially 
the  aging  (forty  years  and  over)  who  have 
increased  susceptibility  to  the  toxicity  of  the 
drug.  Use  lowest  effective  dosage.  Weigh 
initially  unpredictable  benefits  against  po- 


tential risk  of  severe,  even  fatal,  reactions. 

The  disease  condition  itself  is  unaltered  by 
the  drug.  Use  with  caution  in  first  trimester  of 
pregnancy  and  in  nursing  mothers.  Drug  may 
appear  in  cord  blood  and  breast  milk.  Serious, 
even  fatal,  blood  dyscrasias,  including 
aplastic  anemia,  may  occur  suddenly  despite 
regular  hemograms,  and  may  become  manifest 
days  or  weeks  after  cessation  of  drug.  Any 
significant  change  in  total  white  count,  rela- 
tive decrease  in  granulocytes,  appearance 
of  immature  forms,  or  fall  in  hematocrit  should 
signal  immediate  cessation  of  therapy  and 
complete  hematologic  investigation.  Unex- 
plained bleeding  involving  CNS,  adrenals,  and 
G.l.  tract  has  occurred.  The  drug  may  potenti- 
ate action  of  insulin,  sulfonylurea,  and  sul- 
fonamide-type agents.  Carefully  observe 
patients  taking  these  agents.  Nontoxic  and 
toxic  goiters  and  myxedema  have  been  re- 
ported (the  drug  reduces  iodine  uptake  by  the 
thyroid).  Blurred  vision  can  be  a significant 
toxic  symptom  worthy  of  a complete  ophthal- 
mological  examination.  Swelling  of  ankles  or 
face  in  patients  under  sixty  may  be  prevented 
by  reducing  dosage.  If  edema  occurs  in  pa- 
tients over  sixty,  discontinue  drug. 

Precautions:  The  following  should  be  ac- 
complished at  regular  Intervals:  Careful  de- 
tailed history  for  disease  being  treated  and 
detection  of  earliest  signs  of  adverse  reac- 
tions: complete  physical  examination  includ- 
ing check  of  patient's  weight;  complete  weekly 
(especially  for  the  aging)  or  an  every  two 
week  blood  check;  pertinent  laboratory  studies. 
Caution  patients  about  participating  in  activ- 
ity requiring  alertness  and  coordination,  as 
driving  a car.  etc.  Cases  of  leukemia  have 
been  reported  in  patients  with  a history  of 
short-  and  long-term  therapy.  The  majority  of 
these  patients  were  over  forty.  Remember  that 
arthritic-type  pains  can  be  the  presenting 
symptom  of  leukemia. 

Adverse  Reactions:  This  is  a potent  drug;  its 
misuse  can  lead  to  serious  results.  Review 
detailed  information  before  beginning  therapy. 
Ulcerative  esophagitis,  acute  and  reactivated 
gastric  and  duodenal  ulcer  with  perforation 
and  hemorrhage,  ulceration  and  perforation  of 
large  bowel,  occult  G.l.  bleeding  with  anemia. 


gastritis,  epigastric  pain,  hematemesis,  dys- 
pepsia, nausea,  vomiting  and  diarrhea,  ab- 
dominal distention,  agranulocytosis,  aplastic 
anemia,  hemolytic  anemia,  anemia  due  to 
blood  loss  including  occult  G.l.  bleeding, 
thrombocytopenia,  pancytopenia,  leukemia, 
leukopenia,  bone  marrow  depression,  sodium 
and  chloride  retention,  water  retention  and 
edema,  plasma  dilution,  respiratory  alkalosis, 
metabolic  acidosis,  fatal  and  nonfatal  hepa- 
titis (cholestasis  may  or  may  not  be  promi- 
nent), petechiae,  purpura  without  thrombocy- 
topenia, toxic  pruritus,  erythema  nodosum, 
erythema  multiforme,  Stevens-Johnson  syn- 
drome, Lyell’s  syndrome  (toxic  necrotizing 
epidermolysis),  exfoliative  dermatitis,  serum 
sickness,  hypersensitivity  angiitis  (poly- 
arteritis), anaphylactic  shock,  urticaria,  arth- 
ralgia, fever,  rashes  (all  allergic  reactions 
require  prompt  and  permanent  withdrawal  of 
the  drug),  proteinuria,  hematuria,  oliguria, 
anuria,  renal  failure  with  azotemia,  glomeru- 
lonephritis, acute  tubular  necrosis,  nephrotic 
syndrome,  bilateral  renal  cortical  necrosis, 
renal  stones,  ureteral  obstruction  with  uric 
acid  crystals  due  to  uricosuric  action  of  drug, 
impaired  renal  function,  cardiac  decompensa- 
tion. hypertension,  pericarditis,  diffuse  inter- 
stitial myocarditis  with  muscle  necrosis, 
perivascular  granulomata,  aggravation  of 
temporal  arteritis  in  patients  with  polymyalgia 
rheumatica,  optic  neuritis,  blurred  vision, 
retinal  hemorrhage,  toxic  amblyopia,  retinal 
detachment,  hearing  loss,  hyperglycemia, 
thyroid  hyperplasia,  toxic  goiter,  association 
of  hyperthyroidism  and  hypothyroidism  (causal 
relationship  not  established),  agitation,  con- 
fusional  states,  lethargy;  CNS  reactions 
associated  with  overdosage,  including  convul- 
sions, euphoria,  psychosis,  depression,  head- 
aches, hallucinations,  giddiness,  vertigo, 
coma,  hyperventilation,  insomnia;  ulcerative 
stomatitis,  salivary  gland  enlargement. 
(B)98-146-800-F  (10/71) 

For  complete  details,  including  dosage, 
please  see  full  prescribing  Information. 

GEIGY  Pharmaceuticals  ? 

Division  of  CIBA-GEIGY  Corporation  S 

Ardsley,  New  York  10502  5 


your  choice  of  sleep  medication 
is  wisely  based  on  more  than 


sleep-inducing  potential 


sleep  with 


Chronic  tolerance  studies  have  confirmed  the  relative  safety  of  Dain 
I I , f I (flurazepam  HCI];  no  depression  of  cardiac  or  respiratory  tunc 

|^0|Q'[|^0  S3TGlV  was  noted  in  patients  administered  recommended  or  higherd 

J tor  as  long  as  90  consecutive  nights. 

In  most  instances  when  adverse  reactions  were  reported,  they  were  mild,  infrequent  and  seldor 
quired  discontinuance  of  therapy.  Morning  "hang-over"  with  Dalmane  has  been  relatively  infrequent.  C 
ness,  drowsiness,  lightheadedness  and  the  like 


have  been  the  side  effects  noted  most  frequently, 
particularly  in  the  elderly  and  debilitated.  (An 
initial  dose  of  Dalmane  15  mg  should  be  pre- 
scribed for  these  patients.) 


sleep  for  7 to  8 hou 
without  need  to 


repeat  dosage 


No  sleep 


cation  has  been  as  rigorously  evaluated  in  the  sleep  research  laboratory  as  Dalmane.  Insomnia  pat 
given  one30-mg  capsule  of  Dalmane  at  bedtime,  on  average:  fell  asleep  within  17  minutes,  had  fewer  n 
time  awakenings,  spent  less  time  awake  after  sleep  onset,  and  slept  for  7 to  8 hours  with  no  need  to  re 
dosage  during  the  night. 


lep  with 


Dalmane  has  been  shown  to  be  con- 
- . , sistently  effective  even  during  con- 

)inQ|QTOpjQW  secutive  nights  of  administration, 
J with  no  need  to  increase  dosage, 
Dalmane  (flurazepam  HCI]  is  a distinctive  sleep  medication— a 
Ddiazepine  specifically  indicated  for  insomnia.  It  is  not  a bar- 
ite or  methaqualone,  nor  is  it  related  chemically  to  any  other 
ible  hypnotic, 

Vhen  your  evaluation  of  insomnia  indicates  the  need  for  a sleep 
sation,  consider  Dalmane— a single  entity  nonnarcotic,  non- 
turate  agent  proved  effective  and  relatively  safe  for  relief  of 
nnia. 


DALMANE 

(flurazepam  HCI) 

When  restful  sleep 
is  indicated 

One  30-mg  capsule  h.s.  —usual  adult  dosage 
( 15  mg  may  suffice  in  some  patients] 

One  15-mg  capsule  h.s.  —initial  dosage  for  elderly  or 
debilitated  patients. 


Before  prescribing  Dalmane  (flurazepam 
HCI],  please  consult  Complete  Product 
Information,  a summary  of  which  follows; 

Indications;  Effective  in  all  types  of  insomnia 
characterized  by  difficulty  in  falling  asleep, 
frequent  nocturnal  awakenings  and/or  early 
morning  awakening,  in  patients  with  recurring 
insomnia  or  poor  sleeping  habits:  and  in  acute 
or  chronic  medical  situations  requiring  restful 
sleep  Since  insomnia  is  often  transient  and 
intermittent,  prolonged  administration  is 
generally  not  necessary  or  recommended 

Contraindications;  Known  hypersensitivity  to 
flurazepam  HCI 

Warnings;  Caution  patients  about  possible 
combined  effects  with  alcohol  and  other  CNS 
depressants  Caution  against  hazardous  oc- 
cupations requiring  complete  mental  alertness 
(e  g..  operating  machinery,  driving)  Use  in 
women  who  are  or  may  become  pregnant 
only  when  potential  benefits  have  been 
weighed  against  possible  hazards  Not 
recommended  for  use  in  persons  under  15 
years  of  age  Though  physical  and  psycho- 
logical dependence  have  not  been  reported 
on  recommended  doses,  use  caution  in 
administering  to  addiction-prone  individuals 
or  those  who  might  increase  dosage 

Precautions;  In  elderly  and  debilitated,  initial 
dosage  should  be  limited  to  15  mg  to  preclude 
oversedation,  dizziness  and/or  ataxia  If 
combined  with  other  drugs  having  hypnotic 
or  CNS-depressant  effects,  consider  potential 
additive  effects  Employ  usual  precautions 
in  patients  who  are  severely  depressed,  or 
with  latent  depression  or  suicidal  tendencies. 
Periodic  blood  counts  and  liver  and  kidney 
function  tests  are  advised  during  repeated 
therapy  Observe  usual  precautions  in 
presence  of  impaired  renal  or  hepatic  function. 

Adverse  Reactions;  Dizziness,  drowsiness, 
lightheadedness,  staggering,  ataxia  and 
falling  have  occurred,  particularly  in  elderly 
or  debilitated  patients.  Severe  sedation, 
lethargy,  disorientation  and  coma,  probably 
indicative  of  drug  intolerance  or  overdosage, 
have  been  reported.  Also  reported  were 
headache,  heartburn,  upset  stomach,  nausea, 
vomiting,  diarrhea,  constipation,  Gl  pain, 
nervousness,  talkativeness,  apprehension, 
irritability,  weakness,  palpitations,  chest  pains, 
body  and  )oint  pains  and  GU  complaints 
There  have  also  been  rare  occurrences  of 
sweating,  flushes,  difficulty  in  focusing, 
blurred  vision,  burning  eyes,  faintness, 
hypotension,  shortness  of  breath,  pruritus, 
skin  rash,  dry  mouth,  bitter  taste,  excessive 
salivation,  anorexia,  euphoria,  depression, 
slurred  speech,  confusion,  restlessness, 
hallucinations,  and  elevated  SGOT.  SGPT, 
total  and  direct  bilirubins  and  alkaline 
phosphatase  Paradoxical  reactions,  e g., 
excitement,  stimulation  and  hyperactivity, 
have  also  been  reported  in  rare  instances. 

Dosage;  Individualize  for  maximum  beneficial 
effect.  Adults:  30  mg  usual  dosage;  15  mg  may 
suffice  in  some  patients.  Elderly  or  debilitated 
patients:  15  mg  initially  until  response  is 
determined 

Supplied;  Capsules  containing  15  mg  or 
30  mg  flurazepam  HCI 


ROCHE  LABORATORIES 
Div.,  Hoffmann-La  Roche  Inc. 
Nutley,  New  Jersey  07110 


Ifs  time  for  action  to  defend  the  laws 
and  regulations  that  protect  your 
patients  against  drug  substitution. 


These  professional  and  trade  organizations  are  united 
in  supporting  antisubstitution  statutes  and  regulations:! 


The  American  Academy  of  Dermatolo^ 

The  Board  of  Directors  of  the 
American  Academy  of  Family 
Physicians 

The  Executive  Board  of  the 
American  Academy  of  Neurology 

The  Committee  on  Drugs  of  the 
American  Academy  of  Pediatrics 

The  American  College  of  Allergists 
The  Executive  Committee  of  the 
American  College  of  Obstetricians 
and  Gynecologists 

The  Board  of  Regents  of  the 
American  College  of  Physicians 

The  Board  of  T rustees  of  the 
American  Dental  Association 

The  Board  of  T rustees  of  the 
American  Medical  Association 


•j^The  American  Psychiatric  Associati^ 
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A / National  Association  of  Retail 
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The  Board  of  Directors  of  the 

Pharmaceutical  Manufacturers 

Association 

y'  px.  c\. 

The  National  Wholesale  Druggists' 

Association 
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t statement  on  Antisubstitution  Laws  and  Regulations 


t The  purpose  of  this  statement  is 
firm  the  support  of  the  participat- 
^rganizations  for  the  laws,  regula- 
|;and  professional  traditions  which 
libitthe  unauthorized  substitution 
:ug  products. 

: Traditionally,  physicians,  den- 
land  pharmacists  have  worked 
jeratively  to  serve  the  best  inter- 
of  patients.  Productive  coopera- 
has  been  achieved  through 
ijal  respect  as  well  as  a common 
;ern  for  the  ideals  of  public 
ice.  This  mutual  respect  has  been 
Icted,  in  part,  by  joint  support 
•the  years  for  the  adoption  and 
Ircement  of  laws  and  regulations 
tifically  prohibiting  unauthorized 
i.titution  and  encouraging  joint 
ussion  and  selection  of  the 
ce  of  supply  of  drug  products, 
basic  principles  of  medical,  den- 
nd  pharmacy  practice  are  thus 
:ed  and  preserved  in  the  interest 
Jtient  welfare. 

The  antisubstitution  laws  have 
obstructed  enhancement  of  the 
essional  status  of  pharmacy  any 
a than  they  have  in  and  of  them- 
as  guaranteed  absolute  protec- 
from  unsafe  drugs,  or  freed 
;icians,  dentists  and  pharmacists 
1 their  responsibilities  to  patients, 
practical  matter,  however,  such 
and  regulations  encourage  inter- 
essional  communications  regard- 
frug  product  selection  and  assure 
1 profession  the  opportunity  to 
cise  fully  its  expertise  in  drug 
;e,  to  the  advantage  of  patients. 

Physicians  and  dentists  should 
rged  to  increase  the  frequency 
regularity  of  their  contacts  with 
■macists  in  selection  of  quality 
'products,  recognizing  that 


economies  to  patients  can  be  im- 
proved through  such  communica- 
tion, taking  into  account  the  patients’ 
needs.  The  pharmacist’s  knowledge 
of  the  chemical  characteristics  of 
drugs,  their  mode  of  action,  toxic 
properties  and  other  characteristics 
that  assist  in  making  drug  selection 
decisions  should  be  utilized  to  the 
fullest  extent  practicable  by  physi- 
cians and  dentists  in  serving  their 
patients. 


Since  drug  product  selection 
entails  knowledge  derived  from 
clinical  experience,  the  physician’s 
and  dentist’s  roles  in  product  selec- 
tion remain  primary  and  do  not  per- 
mit delegation  of  decisions  requiring 
medical  and  dental  judgments.  A 
broader  role  in  therapy  will  evolve 
for  pharmacists  as  improved  under- 
standing and  cooperation  among  the 
professions  continue  to  grow. 

There  has  been  no  evidence  that 
there  are  convincing  reasons  to 
modify  or  repeal  existing  laws  and 
regulations  prohibiting  the  unauthor- 
ized substitution  of  another  drug 
product  for  the  one  specified  by  a 
prescriber.  It  is  our  belief  that  such 
laws  and  regulations  merit  the  joint 
support  of  the  medical,  dental  and 
pharmaceutical  professions  and  the 
pharmaceutical  industry. 


Add  your  opinion  to  the  weight 
of  other  professionals  and  send  it  to 
your  state  assemblyman  or  legislator 


Pharmaceutical  Manufacturers  Association 
1155  Fifteenth  Street,  N.W. , Washington,  D.  C.  20005 


ROCHE  announces 

new 


Each  tablet  contains  80  mg  trimethoprim  and  400  mg  sulfamethoxazole. 


a new  type  of  antibacterial 
for  a two-pronged  attack 
against  chronic  urinary 
tract  infections  due  to 
susceptible  organisms 


Bactrim  is  highly  effective  in  the  treatment  of  these 
infections- primarily  pyelonephritis,  pyelitis  and  cystitis- 
when  due  to  susceptible  organisms.  This  efficacy  is 
related  to  the  unique  mode  of  action  against  bacteria  (see 
illustration),  an  action  that,  in  effect,  makes  Bactrim  a new 
type  of  antibacterial. 


Bactrim  interrupts  the 

susceptible 

bacteria 


Unique  mode  of  action  interrupts  the  life  cycle 
at  two  Important  points,  thereby  Impeding 
the  production  of  nucleic  acids  and  proteins 
essential  to  these  bacteria.  These  consecutive 
interruptions  occur  because  sulfamethoxazole 
and  trimethoprim  resemble  naturally  existing 
substrates.  By  competitive  replacement 
of  these  substrates,  they  Inhibit  further 
synthesis. 


/ 


“‘BACTRIM 

Each  tablet  contains  80  mg  trimethoprim  and  400  mg  sulfamethoxazole. 

for  chronic  urinary  tract  infections 

Before  prescribing,  please  see  complete  product  information  on  last  page  of  advertisement. 


Excellent  clinical  response 
in  chronic  urinary  tract 
infections  even  with 
obstructive  complications 

A multiclinic,  double-blind  study*  of  response  to  a 
ten-day  course  of  therapy  in  471'  patients  with 
chronic  urinary  tract  infections  demonstrated  the 
superiority  of  Bactrim.  On  the  10th  day  after  initia- 
tion of  therapy,  91.7%  (of  168  patients)  showed 
significant  bacteriological  response  to  Bactrim, 
compared  with  81.2%  (of  144  patients)  to  tri- 
methoprim and  64.5%  (of  155  patients)  to  sulfa- 
methoxazole. More  than  half  of  these  patients  had 
obstructive  complications. 

Excellent  response 
maintained 

Bactrim  proved  equally  impressive  in  maintain- 
ing this  bacteriological  response.  In  the  above  study, 
after  a ten-day  course  of  therapy  with  Bactrim, 
68.4%  of  patients  with  chronic  urinary  tract  infec- 
tions maintained  response  for  up  to  42  consecu- 
tive days,  compared  with  59.7%  with  trimethoprim 
and  44.4%  with  sulfamethoxazole.  These  results 
are  particularly  noteworthy  considering  the  number 
of  patients  with  obstructive  complications-cases 
regarded  as  being  notoriously  difficult  to  treat. 


Prescribing  considerations 

Clinical  Limitations:  Currently,  the  increasing  fre- 
quency of  resistant  organisms  is  a limitation  of  the 
usefulness  of  all  antibacterial  agents,  especially 
in  the  treatment  of  chronic  and  recurrent  urinary 
tract  infections.  Not  recommended  for  children 
under  twelve. 

Contraindications:  Hypersensitivity  to  trimethoprim 
or  sulfonamides.  Pregnancy  and  during  the  nurs- 
ing period. 

Warnings  and  Precautions:  Both  sulfamethoxazole 
and  trimethoprim  have  been  reported  to  interfere 
with  hematopoiesis.  Complete  blood  counts  should 
be  done  frequently.  If  a significant  reduction  in  the 
count  of  any  formed  blood  element  is  noted,  Bactrim 
should  be  discontinued.  Bactrim  should  be  given 
with  caution  to  patients  with  impaired  renal  or 
hepatic  function,  possible  folate  deficiency,  severe 
allergy  or  bronchial  asthma.  Maintain  adequate 
fluid  intake.  Urinalyses  with  careful  microscopic 
examination  and  renal  function  tests  should  be 
performed  during  therapy,  particularly  for  those 
patients  with  impaired  renal  function. 

Adverse  Effects:  Among  the  most  common  side 
effects  are  nausea,  vomiting,  rash,  leukopenia  and 
elevations  in  SCOT  and  creatinine. 

Usual  adult  dosage:  two  tablets  every  twelve  hours 
for  10  to  14  days;  no  loading  dose  required. 

*Data  on  file,  Hoffmann-La  Roche  Inc.,  Nutley,  N.J.  07110 

^4  patients  not  available  for  evaluation  at  day  10. 


“BACTRIM 

Each  tablet  contains  80  mg  trimethoprim  and  400  mg  sulfamethoxazole. 

for  chronic  urinary  tract  infections 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc 

Nutley  N J 07110 


Before  prescribing,  please  consult  complete  product  information  on  facing  page. 


Complete  Product  Information: 

iDescription:  Bactrim  is  a synthetic  antibacterial  combination  prod- 
juct,  available  in  scored  light-green  tablets,  each  containing  80  mg 
itrimethoprim  and  400  mg  sulfamethoxazole. 

Trimethoprim  is  2,4-diamino-5-(3,4,5-trimethoxybenzyl)  pyrimidine. 
It  is  a white  to  light-yellow,  odorless,  bitter  compound  with  a molec- 
ular weight  of  290.3. 

Sulfamethoxazole  is  A/'-(5-methyl-3-isoxazoiyl)sulfanilamide.  It  is 
Ian  almost  white  in  color,  odorless,  tasteless  compound  with  a mo- 
llecular  weight  of  253.28. 

Actions:  Microbiology:  Sulfamethoxazole  inhibits  bacterial  synthesis 
of  dihydrofolic  acid  by  competing  with  para-aminobenzoic  acid. 
Trimethoprim  blocks  the  production  of  tetrahydrofolic  acid  from  di- 
hydrofolic acid  by  binding  to  and  reversibly  inhibiting  the  required 
■enzyme,  dihydrofolate  reductase.  Thus,  Bactrim  blocks  two  con- 
Isecutive  steps  in  the  biosynthesis  of  nucleic  acids  and  proteins 
jessentiai  to  many  bacteria. 

In  vitro  studies  have  shown  that  bacterial  resistance  develops  more 
slowly  with  Bactrim  than  with  trimethoprim  or  sulfamethoxazole 
alone. 

In  vitro  serial  dilution  tests  have  shown  that  the  spectrum  of  anti- 
bacterial activity  of  Bactrim  includes  the  common  urinary  tract 
pathogens  with  the  exception  of  Pseudomonas  aeruginosa.  The  fol- 
lowing organisms  are  usually  susceptible:  Escherichia  coli,  Kleb- 
siella-Enterobacter,  Proteus  mirabilis  and  indole-positive  proteus 
species. 


Representative  Minimum  Inhibitory  Concentration  Values 
for  Bactrim-Susceptible  Organisms 

(MIC— mcg/ml) 

Trimeth- 

oprim 

Sulfameth- 

oxazole 

TMP/SMX  (1:20) 

Bacteria 

alone 

alone 

TMP 

SMX 

Escherichia 

coli 

0.05-1.5 

1.0  -245 

0.05-0.5 

0.95-  9.5 

Proteus  spp. 
indole  positive 

0.5  -5.0 

7.35  -300 

0.05-1.5 

0.95-28.5 

Proteus 

mirabilis 

0.5  -1.5 

7.35  - 30 

0.05-0.15 

0.95-  2.85 

Klebsiella- 

Enterobacter 

0.15-5.0 

0.735-245 

0.05-1.5 

0.95-28.5 

Human  Pharmacology:  Bactrim  is  rapidly  absorbed  following  oral 
administration.  The  blood  levels  of  trimethoprim  and  sulfamethoxa- 
zole are  similar  to  those  achieved  when  each  component  is  given 
alone.  Peak  blood  levels  for  the  individual  components  occur  one 
|to  four  hours  after  oral  administration.  The  half-lives  of  sulfameth- 
oxazole and  trimethoprim,  10  and  16  hours  respectively,  are  rela- 
tively the  same  regardless  of  whether  these  compounds  are  admin- 
istered as  individual  components  or  as  Bactrim.  Detectable 
amounts  of  trimethoprim  and  sulfamethoxazole  are  present  in  the 

! blood  24  hours  after  drug  administration.  Free  sulfamethoxazole 
and  trimethoprim  blood  levels  are  proportionately  dose-dependent. 
)n  repeated  administration,  the  steady-state  ratio  of  trimethoprim 
0 sulfamethoxazole  levels  in  the  blood  is  about  1:20. 
Sulfamethoxazole  exists  in  the  blood  as  free,  conjugated  and  pro- 
tein-bound forms;  trimethoprim  is  present  as  free,  protein-bound 
and  metabolized  forms.  The  free  forms  are  considered  to  be  the 
therapeutically  active  forms.  Approximately  44  percent  of  trimeth- 
oprim and  70  percent  of  sulfamethoxazole  are  protein-bound  in  the 
blood.  The  presence  of  10  mg  percent  sulfamethoxazole  in  plasma 
decreases  the  protein  binding  of  trimethoprim  to  an  insignificant 
degree;  trimethoprim  does  not  influence  the  protein  binding  of 
sulfamethoxazole. 

Excretion  of  Bactrim  is  chiefly  by  the  kidneys  through  both  glomer- 
ular filtration  and  tubular  secretion.  Urine  concentrations  of  both 
sulfamethoxazole  and  trimethoprim  are  considerably  higher  than 
are  the  concentrations  in  the  blood.  When  administered  together 
as  in  Bactrim,  neither  sulfamethoxazole  nor  trimethoprim  affects 
the  urinary  excretion  pattern  of  the  other. 

Indications:  Chronic  urinary  tract  infections  (primarily  pyelonephri- 
tis, pyelitis  and  cystitis)  due  to  susceptible  organisms  (usually 
E.  coli,  Klebsiella-Enterobacter,  Proteus  mirabilis,  and,  less  fre- 
quently, indole-positive  proteus  species). 

Important  note;  Currently,  the  increasing  frequency  of  resistant  organ- 
isms is  a limitation  of  the  usefulness  of  all  antibacterial  agents,  espe- 
cially in  the  treatment  of  chronic  and  recurrent  urinary  tract  infections. 
Contraindications:  Hypersensitivity  to  trimethoprim  or  sulfonamides. 
Pregnancy  and  during  the  nursing  period  (see  Reproduction 
Studies). 

Warnings:  Deaths  associated  with  the  administration  of  sulfonamides 
have  been  reported  from  hypersensitivity  reactions,  agranulocyto- 
sis, aplastic  anemia  and  other  blood  dyscrasias.  Experience  with 
trimethoprim  alone  is  much  more  limited,  but  it  has  been  reported 
to  interfere  with  hematopoiesis  in  occasional  patients.  In  elderly 
patients  concurrently  receiving  certain  diuretics,  primarily  thia- 
zides, an  increased  incidence  of  thrombopenia  with  purpura  has 
been  reported. 


The  presence  of  clinical  signs  such  as  sore  throat,  fever,  pallor, 
purpura  or  jaundice  may  be  early  indications  of  serious  blood  dis- 
orders. Complete  blood  counts  should  be  done  frequently  in  pa- 
tients receiving  Bactrim.  If  a significant  reduction  in  the  count  of 
any  formed  blood  element  is  noted,  Bactrim  should  be  discontinued. 
At  the  present  time,  there  is  insufficient  clinical  information  on  the 
use  of  Bactrim  in  infants  and  children  under  12  years  of  age  to 
recommend  its  use. 

Precautions:  Bactrim  should  be  given  with  caution  to  patients  with 
impaired  renal  or  hepatic  function,  to  those  with  possible  folate 
deficiency  and  to  those  with  severe  allergy  or  bronchial  asthma.  In 
glucose-6-phosphate  dehydrogenase-deficient  individuals,  hemoly- 
sis may  occur.  This  reaction  is  frequently  dose-related.  Adequate 
fluid  intake  must  be  maintained  in  order  to  prevent  crystalluria  and 
stone  formation.  Urinalyses  with  careful  microscopic  examination 
and  renal  function  tests  should  be  performed  during  therapy,  par- 
ticularly for  those  patients  with  impaired  renal  function. 

Adverse  Reactions:  For  completeness,  all  major  reactions  to  sul- 
fonamides and  to  trimethoprim  are  included  below,  even  though 
they  may  not  have  been  reported  with  Bactrim. 

Blood  dyscrasias:  Agranulocytosis,  aplastic  anemia,  megaloblastic 
anemia,  thrombopenia,  leukopenia,  hemolytic  anemia,  purpura, 
hypoprothrombinemia  and  methemoglobinemia. 

Allergic  reactions:  Erythema  multiforme,  Stevens-Johnson  syn- 
drome, generalized  skin  eruptions,  epidermal  necrolysis,  urticaria, 
serum  sickness,  pruritus,  exfoliative  dermatitis,  anaphylactoid  re- 
actions, periorbital  edema,  conjunctival  and  scleral  injection,  pho- 
tosensitization, arthralgia  and  allergic  myocarditis. 

Gastrointestinal  reactions:  Glossitis,  stomatitis,  nausea,  emesis, 
abdominal  pains,  hepatitis,  diarrhea  and  pancreatitis. 

C./V.S.  reactions:  Headache,  peripheral  neuritis,  mental  depression, 
convulsions,  ataxia,  hallucinations,  tinnitus,  vertigo,  insomnia,  ap- 
athy, fatigue,  muscle  weakness  and  nervousness. 

Miscellaneous  reactions:  Drug  fever,  chills,  and  toxic  nephrosis  with 
oliguria  and  anuria.  Periarteritis  nodosa  and  L.  E.  phenomenon 
have  occurred. 

The  sulfonamides  bear  certain  chemical  similarities  to  some  goitro- 
gens,  diuretics  (acetazolamide  and  the  thiazides)  and  oral  hypogly- 
cemic agents.  Goiter  production,  diuresis  and  hypoglycemia  have 
occurred  rarely  in  patients  receiving  sulfonamides.  Cross-sensitivity 
may  exist  with  these  agents.  Rats  appear  to  be  especially  suscepti- 
ble to  the  goitrogenic  effects  of  sulfonamides,  and  long-term  ad- 
ministration has  produced  thyroid  malignancies  in  the  species. 
Dosage  and  Administration:  Not  recommended  for  use  in  children 
under  12  years  of  age. 

The  usual  adult  dosage  is  two  tablets  every  12  hours  for  10  to  14 
days. 


For  patients  with  renal  impairment: 


Creatinine  Clearance 
(ml/  min) 

Recommended  Dosage 
Regimen 

Above  30 

Usual  standard  regimen 

15-30 

2 tablets  every  24  hours 

Below  15 

Use  not  recommended 

How  Supplied:  Tablets,  containing  80  mg  trimethoprim  and  400  mg 
sulfamethoxazole— bottles  of  100  and  500;  Tel-E-Dose®  packages 
of  1000;  Prescription  Paks  of  40,  available  singly  and  in  trays  of  10. 
Imprint  on  tablets:  ROCHE  50. 

Reproduction  Studies;  In  rats,  doses  of  533  mg/ kg  sulfamethoxazole 
or  200  mg/kg  trimethoprim  produced  teratological  effects  mani- 
fested mainly  as  cleft  palates.  The  highest  dose  which  did  not  cause 
cleft  palates  in  rats  was  512  mg/  kg  sulfamethoxazole  or  192  mg/  kg 
trimethoprim  when  administered  separately.  In  two  studies  in  rats, 
no  teratology  was  observed  when  512  mg/ kg  of  sulfamethoxazole 
was  used  in  combination  with  128  mg/ kg  of  trimethoprim.  How- 
ever, in  one  study,  cleft  palates  were  observed  in  one  litter  out  of 
9 when  355  mg/ kg  of  sulfamethoxazole  was  used  in  combination 
with  88  mg/kg  of  trimethoprim. 

In  rabbits,  trimethoprim  administered  by  intubation  from  days  8 to 
16  of  pregnancy  at  dosages  up  to  500  mg/ kg  resulted  in  higher 
incidences  of  dead  and  resorbed  fetuses,  particularly  at  500  mg/ kg. 
However,  there  were  no  significant  drug-related  teratological  effects. 

BACTRIM 

Each  tablet  contains  80  mg  trimethoprim  and  400  mg  sulfamethoxazole. 

Roche  Laboratories 
Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  N J 07110 


Following  are  names  of  new  members  of  the 
Ohio  State  Medical  Association  certified  to  the 
headquarters  office  during  September.  List  shows 
name  of  physician,  county,  and  city  in  which  he  is 
practicing,  or  in  which  he  is  taking  postgraduate 
work. 


BUTLER 

Roberto  S.  Garcia-Rivera 
Hamilton 

E.  Thomas  Leyrer 
Hamilton 

COLUMBIANA 
Argon  Mavi 
Salem 

CUYAHOGA  (Cleveland, 
except  as  noted) 

Julio  C.  Airaldi 
Charles  M.  Bailin 
Florante  A.  Baldado 
Norberto  M.  Bangayan 
Glen  S.  Bartlett 
Renato  M.  Bosita 
Charles  Coakwell  III 
Delia  M.  Di  Gregorio 
North  Olmsted 
Kamal  A.  H. 

El-Hamshari 
Romeo  C.  Enrique 
Norman  T.  Gensolin 
Joon  P.  Hong 
Jorge  r.  Jandi 
Harold  Kaiman 
Soo  Ho  Kim 
Paul  S.  Lavik 
William  P.  Mahoney,  Jr. 
Thomas  C.  McLaughlin 
Josefina  G.  Morona 
Roberto  V.  Morona 
John  R.  Murphy 
Rodion  Palazij 
Madhira  D.  Ram 
Kenneth  G.  Reeb 
Jacques  F.  Roux 
John  B.  Sawyer 
Lawrence  J.  Schreiber 


Juliet  L.  So-Bosita 
d'homas  J.  Stefanik 
Brigitte  N.  Streeter 
Dominador  A.  'Folentino 
Nora  L.  Tolentino 
Lawrence  W.  White 

HAMILTON  (Cincinnati) 
Anton  L.  Ambrose 
Thomas  S.  Berger 
Gerald  A.  Bouchard 
William  J.  Dalton 
William  H.  Egan 
Lawrence  C.  Freeman 
Lawrence  A.  Levine 
Gerald  R.  Reiter 
Arthur  I.  Richards 
Helmut  F.  Schellhas 
Sally  L.  Taylor 

HANCOCK 

••Mberto  G.  Angustia 
Findlay 

LICKING 

Charles  W.  Kelly  Parke 
Newark 

LUCAS  (Toledo,  except 
as  noted) 

Maria  Bailas 
Pooran  C.  Barman 
Su-Pa  Kang 
Fidencio  A.  Trevino 
Willis  J.  Wendler,  Jr. 
Perrysburg 

MONTGOMERY 
Edith  R.  McNutt 
Dayton 


Dr.  Stanley  van  den  Noort  has  been  named 
dean  of  the  College  of  Medicine  at  the  Lhiiversity 
of  California,  Irvine.  Prior  to  joining  UCI  in  1970, 
he  was  on  the  faculty  of  Case  Western  Reserve 
Lhiiversity,  Cleveland. 


Schools  Enlisted  for  Study 
on  Cholcsterol-Triglyccridcs 

h'he  Princeton  City  School  District,  of  Hamil- 
ton County,  has  been  selected  as  jiart  of  a na- 
tionally supjiorted  program  to  measure  blood  lipids 
in  iiublic  and  jiarochial  school  students  and  their 
parents.  The  University  of  Cincinnati  Medical 
Center  is  cooperating  in  the  study. 

.\pjiroximately  5,500  students  in  Grades  1,  3, 
5,  7,9,  11,  and  1 2 this  year  were  eligible  to  volun- 
teer. Participation  is  entirely  voluntary  and  without 
cost  to  students  or  jiarents. 

Dr.  Charles  J.  Glueck,  UC  associate  ]irofessor 
of  medicine,  and  Dr.  Joseph  L.  Rauh,  Princeton 
school  physician,  are  heading  up  the  medical  as- 
pects of  the  program. 

Princeton  School  District  is  one  of  12  com- 
munities in  the  nation  selected  to  take  part  in  the 
program  to  measure  blood  lipids.  It  is  the  only 
community  in  which  school  children  of  all  ages 
are  participating. 

This  program  is  a first  step  in  the  National 
Institutes  of  Health — National  Heart  and  Lung  In- 
stitute project  designed  to  investigate  the  relation- 
shi])  of  lipids  to  atherosclerosis  and  ultimately  to 
develop  methods  of  preventing  coronary  artery 
disease  and  other  complications  of  atherosclerosis. 

The  Princetoir  program  will  provide  a gen- 
eral model  for  feasibility  of  using  public  school 
screening  as  arr  improved  method  of  early  detec- 
tiorr  of  di.seases.  In  collaboration  wJth  other  studies 
it  should  provide  badly  needed  normal  limits  for 
cholesterol  and  triglyceride  levels  in  normal  school 
populations. 


Physicians  for  Vietnam 
Program  Is  Discontinued 

The  \’olunteer  Physicians  for  \’ietnam  pro- 
gratrr,  which  was  initiated  as  “Project  \5etnarn” 
in  1965,  has  been  terminated.  The  last  physician 
volunteer  departed  from  \’ietnam  prior  to  June 
30,  1973  and  the  \’P\'N  office  in  Saigon  w-as 
closed  in  July. 

The  American  Medical  Association  has  been 
responsible  for  the  administration  of  this  jirogram 
under  a contract  with  the  Agency  for  International 
Development  (AID)  since  July  1966. 

Under  this  program  some  1029  American 
physicians  participated,  accepting  one  or  more 
tour  of  service  in  X’ietnam  where  they  brought 
medical  treatment  to  the  civilian  population. 
About  45  of  these  physicians  were  from  Ohio. 
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Our  skin— the  human  integument 
—covers  us,  defines  us,  protects 
us.  But  skin  is  subject  to  cuts, 
burns,  abrasions.  And  infections. 
Neosporin  Ointment  fights 
infection  by  providing  broad 
antibacterial  action  against  sus- 
ceptible skin  invaders.  It  contains 
antibiotics  that  are  rarely  used 
systemically,  reducing  the  risk 
of  sensitization. 


INDICATIONS;  Tfierapeut/ca///,  used  as  an  adjunct  to  appropriate  systemic 
therapy  for  topical  infections,  primary  or  secondary,  due  to  susceptible 
organisms,  as  in:  • infected  burns,  skin  grafts,  surgical  incisions,  otitis  externa 
• primary  pyodermas  (impetigo,  ecthyma,  sycosis  vulgaris,  paronychia) 
• secondarily  infected  dermatoses  (eczema,  herpes,  and  seborrheic  dermatitis) 
• traumatic  lesions,  inflamed  or  suppurating  as  a result  of  bacterial  infection. 


Prophylactically,  the  ointment  may  be  used  to  prevent  bacterial  contamination 
in  burns,  skin  grafts,  incisions,  and  other  clean  lesions.  For  abrasions,  minor  cuts  and 
wounds  accidentally  incurred,  its  use  may  prevent  the  development  of  infection  and 

permit  wound  healing. 


CONTRAINDICATIONS:  Not  for  use  in  the  external  ear  canal  if  the  eardrum  is  perforated. 
This  product  is  contraindicated  in  those  individuals  who  have  shown  hypersensitivity 

to  any  of  the  components. 


PRECAUTION:  As  with  other  antibiotic  preparations,  prolonged  use  may  result  in 
overgrowth  of  nonsusceptible  organisms  and/or  fungi.  Appropriate  measures  should  be  taken 
if  this  occurs.  Articles  in  the  current  medical  literature  indicate  an  increase  in  the  prevalence 
of  persons  allergic  to  neomycin.  The  possibility  of  such  a reaction  should  be  borne  in  mind. 


Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 


NEOSPOREV 

(PlYMYXIN  B-BACIMJN-NEOMYCIN) 


Ointment 

Each  gram  contains:  Aerosporin®  brand  Polymyxin  B Sulfate 
5,000  units;  zinc  bacitracin  400  units;  neomycin  sulfate  5 mg. 
(equivalent  to  3.5  mg.  neomycin  base);  special  w/hite  petrolatum 
q.s.  In  tubes  of  1 oz.  and  Vz  oz.  and  Vs,  oz.  (approx.)  foil  packets. 


/Burroughs  Wellcome  Co. 

Research  Triangle  Park 
North  Carolina  27709 


New  Law  Expands  Policy 
on  Burial  of  \'etcrans 

A new  National  Cemetery  Sptem  operating 
under  tlie  jurisdiction  of  the  Wterans  Administra- 
tion is  now  in  effect. 

Donald  E.  Johnson,  .\dministrator  of  \’eterans 
■\f fairs,  said  that  under  a law  signed  by  the  Presi- 
dent June  18,  1973,  some  1,000  De])artment  of 
.\rmy  emjdoyees  and  82  national  cemeteries  oj)er- 
ated  by  the  Army  were  transferred  to  the  on 
September  1,  1973. 

On  the  .same  date,  21  \'.\  cemeteries  were 
con\erted  into  the  new  system  as  national  ceme- 
teries, thus  making  available  an  additional  53,680 

gra\e  sites  for  the  burial  of  veterans  who 
qualify  as  \eterans  under  the  law.  Prior  to  Sep- 
tember 1,  \’.\  cemeteries  were  generally  limited 
to  the  burial  of  veterans  who  died  in  \ A facilities. 

Excluded  from  the  new  103  \’A  cemetery 
system  are  Arlington  National  Cemetery,  ceme- 
teries at  the  three  military  serxice  academies,  the 
U.S.  Soldiers  and  Airmen’s  Home  Cemetery  at 
^Vashington,  D.C.,  and  the  U.S.  Naval  Home 
Cemetery  in  Philadelphia. 

Also  excluded  are  the  U.S.  military  cemeteries 
in  foreign  countries,  which  are  under  the  jurisdic- 
tion of  the  American  Battle  Monuments  Commis- 
sion. 

Of  the  103  cemeteries  in  the  new  system,  56 
still  have  grave  sites  available.  The  56  open  ceme- 
teries are  located  in  28  states  and  Puerto  Rico. 

In  addition  to  creating  the  new  National 
Ciemetery  System,  the  law  increased  burial  benefits 


for  \eterans.  .\n  additional  $150  ])lot  allowance  is 
authorized  lor  \eterans  buried  in  prixate  ceme- 
teries after  .\ugust  1,  1973,  in  addition  to  the  $250 
burial  alloxvance  already  authorized,  and  the  pay- 
ment of  up  to  $800  in  funeral  alloxvances  is  noxv 
axailable  on  behalf  of  xeterans  xvho  die  of  service- 
connected  causes. 

Artificial  Thumb  Implant 
Performed  at  Cincinnati 
Medical  Center 

The  first  imjjlant  of  an  artificial  thumb  joint 
in  a human  recipient  was  performed  at  the  Uni- 
x ersity  of  Cincinnati  \Iedical  Center  on  September 
18  of  this  year,  a spokesman  for  the  center  re- 
ported. 

The  joint,  fashioned  from  a cobalt  alloy,  was 
developed  by  surgeons  and  biomedical  engineers 
at  the  Biomechanics  and  Biomaterials  Laboratory 
at  U.C. 

The  operation  xvas  performed  by  a team  of 
surgeons  at  Cincinnati  General  Hospital,  major 
teaching  hospital  in  the  UC  Medical  Center. 

The  patient  is  a 54-year-oId  man  xvho  lost  the 
use  of  his  thumb  as  the  result  of  an  old  injury 
xvhich  necessitated  a surgical  stiffening  operation. 
The  stiffening  operation  xvas  the  only  method  of 
treating  the  disorder  prior  to  the  dexelopment  of 
the  artificial  joint.  Preliminary  evaluation  indi- 
cated the  implant  was  successful. 


WINDSOR  HOSPITAL 

A NONPROFIT  CORPORATION 
— ESTABLISHED  7898  — 

Chagrin  Falls,  Ohio 

247  - 5300 

A hospital  for  the  treatment 
of  Psychiatric  Disorders 

High  on  a Hill-Top,  Overlooking  Beautiful 
Chagrin  River  Valley. 


Accredited  by  Joint  Commission  on  Accreditation  of  Hospitals. 

GUY  H.  WILLIAMS,  Jr.,  M.D.  G.  PAULINE  WELLS,  R.N. 


Booklet  available  on  request. 

HERBERT  A.  SIHLER,  Jr. 
President 


Medical  Director  Admin.  Director 

MEMBER:  American  Hosoital  Association  — National  Association  of  Private  Psychiatric  Hospitals 
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Must  vasodilators 
and  therapy  for 
other  diseases 
come  into 
conflict? 


not  if  the  vasodilator  is 

VASODILAN’ 

(ISOXSUPRINE  HCI) 

the  compatible  vasodilator... 
no  treatment  conflicts  reported 

The  cerebral  or  peripheral  vascular  disease  patient  often  has 
coexisting  disease^  which  calls  for  another  drug  along  with  his 
vasodilator.  It  may  be  a hypoglycemic,  miotic,  antihypertensive, 
diuretic,  anticoagulant,  corticosteroid,  or  coronary  vasodilator. 
Vasodilan  is  not  incompatible  with  any  of  these  drugs-no  treatment 
conflict  has  been  reported.  And,  unlike  other  vasodilators,  Vasodilan 
has  not  been  reported  to  affect  carbohydrate  metabolism,  liver 
function,  or  intraocular  pressure-or  to  complicate  treatment  of 
diabetes,  hypertension,  peptic  ulcer,  glaucoma,  or  liver  disease. 

In  fact,  there  are  no  known  contraindications  to  the  use  of  Vasodilan 
in  recommended  oral  doses,  other  than  that  it  should  not  be  given 
in  the  presence  of  frank  arterial  bleeding  or  immediately  postpartum. 

1.  Gertler,  M.  M.,  et  al.:  Geriatrics  .?5.134-148  (May)  1970. 


Indications:  Based  on  a review  of  this  drug  by  the  National  Academy 
of  Sciences-National  Research  Council  and/or  other  information,  the 
FDA  has  classified  the  indications  as  follows; 

Possibly  Effective: 

1.  For  the  relief  of  symptoms  associated  with  cerebral  vascular 
insufficiency. 

2.  In  peripheral  vascular  disease  of  arteriosclerosis  obliterans, 
thromboangiitis  obliterans  (Buerger’s  Disease)  and  Raynaud's  disease. 

3.  Threatened  abortion. 

Final  classification  of  the  less-than-effective  indications  requires 
further  investigation. 


Composition:  Vasodilan  tablets,  isoxsuprine  FICI,  10  mg.  and  20  mg. 
Dosage  and  Administration:  10  to  20  mg.  three  or  four  times  daily. 
Contraindications  and  Cautions:  There  are  no  known  contraindications  to 
oral  use  when  administered  in  recommended  doses.  Should  not  be  given 
immediately  postpartum  or  in  the  presence  of  arterial  bleeding. 

Adverse  Reactions;  On  rare  occasions,  oral  administration  of  the  drug  has 
been  associated  in  time  with  the  occurrence  of  severe  rash.  When  rash 
appears,  the  drug  should  be  discontinued.  Occasional  overdosage  effects 
such  as  transient  palpitation  or  dizziness  are  usually  controlled 
by  reducing  the  dose. 

Supplied:  Tablets,  10  mg. -bottles  of  100,  1000,  5000  and  Unit  Dose; 

20  mg.— bottles  of  100,  500  and  Unit  Dose. 

© 1973  MEAD  JOHNSON  & COMPANY  • EVANSVILLE,  INDIANA  47721  U.S.A.  734017 


REPORT  ON  EXAMINATION  OF  FINANCIAL  STATEMENTS 
FOR  THE  YEAR  ENDED  DECEMBER  31,  1972 

ACCOUNTANTS’  REPORT 


The  Committee  on  Auditing  and  Appropriations 
Ohio  State  Medical  Association 
Columbus,  Ohio 

We  have  examined  the  balance  sheet  of  Ohio  State  Medical  Association  at  December  31,  1972  and 
the  related  statements  of  operations  and  net  worth  and  changes  in  financial  position  for  the  year  then 
ended.  Our  examination  was  made  in  accordance  with  generally  accepted  auditing  standards  and  ac- 
cordingly included  such  tests  of  the  accounting  records  and  such  other  auditing  procedures  as  we  con- 
sidered necessary  in  the  circumstances. 

In  our  opinion,  the  aforementioned  financial  statements  present  fairly  the  financial  poistion  of  Ohio 
State  Medical  Association  at  December  31,  1972  and  the  results  of  its  operations  and  changes  in  fi- 
nancial position  for  the  year  then  ended,  in  conformity  with  generally  accepted  accounting  principles 
applied  on  a basis  consistent  with  that  of  the  preceding  year. 

Columbus,  Ohio  Coopers  & Lybrand 

June  11,  1973 


OHIO  STATE  MEDICAL  ASSOCIATION 
BALANCE  SHEET,  December  31,  1972 

ASSETS 

Current  assets: 

Cash,  including  time  deposits  of  $47,031  

5%%  Certificate  of  deposit  

Accounts  receivable,  less  allowance  for  doubtful  accounts  of  $20 

Accrued  interest  receivable  

Prepaid  expenses  (including  $28,400  of  unamortized  pension  costs)  .... 
Total  current  assets 


Other  assets: 

Investments : 

General  Trust  Fund,  at  cost  which  approximates  market $ 17,845 

Ohio  Medical  Indemnity,  Inc.,  at  cost  (Note  3)  56,000 

Deposits  544 

Unamortized  pension  costs,  net  of  current  portion  (Note  2)  216,600 


Property  and  equipment,  at  cost  (Note  1)  : 

Real  estate  182,200 

Furniture  and  fixtures  61,459 

Less  accumulated  depreciation  f 3 1.823) 


Current  liabilities: 

Accounts  payable  

Deferred  membership  dues 
Other  deferred  income  . . 


LIABILITIES  AND  NET  WORTH 


Total  current  liabilities 


Net  worth  (Note  5) 


(The  accompanying  notes  are  an  integral  part  of  the  financial  statements.) 


$ 49,397 
20,000 
11,619 
343 
32,437 
113,796 


290,989 


211,836 

$616,621 


$ 31,711 
41,220 
7.613 
80,544 

536,077 

$616,621 
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OHIO  STATE  MEDICAL  ASSOCIATION 
STATEMENT  OF  OPERATIONS  AND  NET  WORTH 
for  the  year  ended  December  31,  1972 


Income: 

Membership  dues  

Exhibit  fees  

Annual  meeting  

Fees  for  collection  of  AMA  dues  

Interest  on  savings  accounts  and  certificates  of  deposit 

General  Trust  income  

Other  


Operating  expenses: 

Ohio  State  Medical  Journal,  net  $ 68,092 

Salaries  194,861 

Honorariums  and  expenses  56,188 

Professional  conferences  and  scientific  meetings  92,880 

Committee  expenses  31,090 

Public  relations  5,053 

Employee  benefits,  including  pension  costs  of  $28,400  45,822 

Contributions  16,818 

General  operating  expenses  122,579 


Net  income  from  operations  (Note  5) 

Net  worth,  beginning  of  year 

Net  worth,  end  of  year  


OHIO  STATE  MEDICAL  ASSOCIATION 
STATEMENT  OF  CHANGES  IN  FINANCIAL  POSITION 
for  the  year  ended  December  31,  1972 


$615,750 

26,280 

6,359 

7,818 

11,703 

7,211 

6,749 

681,870 


633,383 

48,487 

487,590 

$536,077 


Source  of  funds: 

From  operations: 

Net  income  

Depreciation  and  amortization  not  requiring  working 
capital  (including  $28,400  relating  to  pension  costs) 

Net  book  value  of  property  and  equipment  sold  


Application  of  funds: 

Acquisition  of  property  and  equipment  $184,808 

Increase  in  General  Trust  Fund 7,211 

Decrease  in  unamortized  pension  cost  29,900 


Increase  in  working  capital  . . 


Changes  in  the  components  of  working  capital: 
Increase  (decrease)  in  current  assets: 

Cash  

Accounts  receiveable  

Prepaid  expenses  and  unamortized  costs 


Increase  (decrease)  in  current  liabilities: 

Accounts  payable  

Deferred  membership  dues  

Other  deferred  income 


$ 48,487 

33,620 

82,107 

160,244 

242,351 


221,919 
$ 20,432 


$ 27,598 
( 1,822) 
(34,439) 
( 8,663} 


1,155 

(30,295) 

45 


(29,095) 

Increase  in  working  capital  $ 20,432 

(The  accompanying  notes  are  an  integral  part  of  the  financial  statements.) 

( Continued  on  next  page ) 
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NOTES  TO  FINANCIAL  STATEMENTS 


1.  In  March  1971,  tlie  Association  purcliased  one-half  of  tlie  undivided  interest  in  property  located 
at  120  South  Fourth  Street,  Columbus,  Ohio,  along  \vith  a 99-year  leasehold  on  such  property.  The  cost 
of  one-half  undivided  interest  on  the  jiroperty,  including  legal,  auditing  and  architectural  fees  connected 
with  the  purchase,  amounted  to  $21,987.  The  cost  of  the  99-year  leasehold  amounted  to  $137,944.  During 
1972,  the  Association  sold  such  properties  for  $166,524,  realizing  a gain  of  $6,593,  included  in  other 
income. 

In  October  1972,  the  Association  purchased  property  located  at  600  South  High  Street,  Colum- 
bus, Ohio.  The  cost  of  the  new  property,  including  legal  and  surveying  fees,  amounted  to  $182,200.  On 
March  18,  1973,  the  Association  contracted  for  the  construction  of  a new  office  building  for  the  Asso- 
ciation amounting  to  $466,050. 

The  Association  provides  for  depreciation  over  the  estimated  useful  life  of  the  furniture  and  fixtures 
on  the  straight-line  and  declining-balance  methods.  Depreciation  charged  to  operations  during  1972 
amounted  to  $5,220. 

2.  The  Association  has  a salaried  employees’  pension  plan  covering  substantially  all  employees. 
Such  plan  has  been  approved  as  a cjualified  plan  by  the  Internal  Revenue  Service  under  Section  401  (a) 
of  the  Internal  Revenue  Code.  At  its  inception,  December  31,  1969,  all  costs  of  the  plan  which  totaled 
$386,900  were  fully  funded,  and  such  prepaid  or  unamortized  costs  are  being  amortized  on  an  actuarial 
basis  each  year.  The  costs  applicable  to  1972  operations  totaled  $28,400,  consisting  of  normal  costs  of 
$5,800  and  prior  service  costs  of  $22,600. 

The  maximum  provision  for  1972  of  $28,400  included  $5,800  normal  costs  and  $34,200  which 
constitutes  10%  of  the  frozen  initial  liability,  reduced  by  interest  of  $11,600  on  the  prepaid  pension 
cost. 

The  actuarially  computed  value  of  vested  benefits  at  December  31,  1972  amounted  to  $331,300. 
The  assets  of  the  pension  plan  include  the  estimated  applicable  assets  as  actuarially  computed  at 
$223,000  plus  the  unamortized  prepaid  pension  costs  on  the  balance  sheet  of  the  Association  of  $245,000, 
totaling  $468,000  as  of  December  31,  1972. 

3.  The  Association  owns  all  of  the  outstanding  stock  of  Ohio  Medical  Indemnity,  Inc.,  8,000 
shares,  having  an  ecjuity  of  $24,510,000  at  December  31,  1972.  The  Board  of  Directors  of  Ohio  Medical 
Indemnity,  Inc.  is  prohibited  from  declaring  or  paying  any  cash  dividends  upon  the  common  shares  of 
the  Corj3oration.  In  the  event  of  any  liquidation,  each  common  shareholder  shall  be  paid  a sum  equal 
to  the  price  for  which  such  shares  are  issued  and  sold  by  the  Corporation.  The  remaining  assets  shall  be 
distributed  and  transferred  to  the  Association,  or  its  successor  organization,  to  be  used  solely  and  ex- 
clusively for  medical  research,  medical  education,  or  the  development  and  establishment  of  medical  care 
plans. 

4.  The  income  and  expenses  applicable  to  the  operations  of  “The  Ohio  State  Medical  Journal” 
are  as  follows: 


Income: 

Advertising  (net  of  $10,507  commissions  and 

$558  cash  discounts)  $ 59,180 

Subscriptions  received  from  nonmembers 1,228 

Membership  subscriptions,  allocated  at  $4.50  per  member’s 
dues  (included  in  membership  dues  in  the  Statement 

of  Operations  and  Net  Worth)  45,900 

106,308 

Expenses : 


Salaries  and  payroll  taxes  $50,298 

Printing,  postage,  stationery,  supplies, 

illustrations  and  engravings  72,082 

Rent,  depreciation  and  other  6,120  128,500 

Excess  of  expenses  over  income, 

Ohio  State  Medical  Journal $ 22,192 

5.  The  Ohio  State  Medical  Association  is  exempt  from  federal  taxes  on  income  under  Section 
501(c)(6)  of  the  Internal  Revenue  Code. 
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Maybe  the  patient’s  self-diagno- 
sis is  right.  He  could  have  hay 
fever.  But  that  bright  red  nasal 
mucosa,  along  with  the  thick  dis- 
charge and  excoriation  around 
the  nares,  strongly  suggests  that 
the  main  problem  is  a cold.  Hay 
fever  or  another  form  of  allergic 
rhinitis  may  or  may  not  he  an 
underlying  factor. 


If  a complete  history  and  ex- 
amination rule  out  allergic  rhini- 
tis, the  long-term  outlook  will  he 
a lot  more  favorable  than  his 
own  “diagnosis”  would  have  in- 
dicated. 

But  right  now,  whether  he’s 
got  allergic  rhinitis  or  a cold,  he’s 
suffering  from  the  same  irritat- 


ing symptoms  of  dri[>,  congestion 
and  stuffi  ness.  Try  DiMETAPP 
Extextabs®.  Tliey’re  formulated 
to  relieve  these  symptoms  with- 
out much  chance  of  causing 
drowsiness  or  overstimulation. 
Your  patients  will  appreciate  the 
24-hour  relief  they  can  get  from 
just  one  tablet  every  12  hours. 
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Whether  it’s  a cold  or  an  allergy,  Dimetapp  Extentabs®  effectively  relieve  stuffiness,  drip  and  congestion. 
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Dimetane®  (brompheniramine  maieate), 
12  mg.;  phenyiephrine  HCi,  15  mg.; 
phenylpropanoiamine  HCI,  15  mg. 
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when  pain  goes  on...  and  on...  and  on 
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For  the  patient  with  a terminal  illness,  PAIN  past, 
present,  and  future  can  dominate  his  thoughts 
until  it  becomes  almost  an  obsession.  The  more  he 
is  aware  of  the  pain  he  is  now  experiencing,  the 
more  difficult  it  is  to  erase  his  memory  of  yester- 
day’s pain,  and  to  allay  his  fearful  anticipation 
of  tomorrow's  pain. 

Surely  the  last  thing  this  patient  needs  is  an 
analgesic  containing  caffeine  to  stimulate  the 
senses  and  heighten  pain  awareness.  A far  more 
logical  choice  is  Phenaphen  with  Codeine.  The 
sensible  formula  provides  Va  grain  of  phenobarbital 
to  take  the  nervous  "edge"  off,  so  the  rest  of  the 
formula  can  help  control  the  pain  more  effectively. 
Don't  you  agree.  Doctor,  that  psychic  distress 
is  an  important  factor  in  most  of  your  terminal 
and  long-term  convalescent  patients? 


the  analgesic  formula  that  calms  instead  of  caffeinates 

Phenaphen 

¥nthO>deine 


Phenaphen  with  Codeine  No  2,  3.  or  4 contains'  Phenobarbital  (Vi  gr  ).  16  2 mg  (warning- 
may  be  habit  forming);  Aspirin  (2V2  gr).  162  0 mg  ; Phenacetin  (3  gr  ),  194  0 mg  : Codeine 
phosphate,  Va  gr  (No.  2).  Vi  gr,  (No  3)  or  1 gr  (No  4)  (warning  may  be  habit  forming) 
Indications:  Provides  relief  in  severer  grades  of  pain,  on  low  codeine  dosage, 
with  minimal  possibility  of  side  effects.  Its  use  frequently  makes  unnecessary 
the  use  of  addicting  narcotics.  Contraindications:  Hypersensitivity  to  any  of 
the  components  Precautions:  As  with  all  phenacetin-containing  products, 
excessive  or  prolonged  use  should  be  avoided.  Side  effects:  Side  effects  are 
uncommon,  although  nausea,  constipation  and  drowsiness  may  occur  Dosage: 
Phenaphen  No  2 and  No,  3 — 1 or  2 capsules  every  3 to  4 hours  as  needed: 
Phenaphen  No.  4 — 1 capsule  every  3 to  4 hours  as  needed.  For  further  details 
see  product  literature 

Phenaphen  with  Codeine  is  now  classified  in  Schedule  III,  Controlled  Sub- 
vl  stances  Act  of  1970.  Available  on  written  or  oral  prescription  and  may  be 
refilled  5 times  within  6 months,  unless  restricted  by  state  law. 
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Statistical  Division  of  Health  Department 
Gives  Some  Interesting  Data  on  Ohio 


OME  INTERESTING  INFORMATION  on 
the  ])opulation  of  Ohio,  regarding  birth,  life, 
death,  marriage,  divorce,  and  especially  numerical 
trends  in  these  categories  is  revealed  in  the  1972 
Annual  Report  on  “\utal  Statistics,”  published  by 
the  Division  of  Vital  Statistics,  Ohio  Department 
of  Health. 

The  total  population  of  Ohio  as  of  April  1, 
1970  was  10,652,017. 

The  “trend  tables”  are  especially  interesting. 
Live  births  hit  a peak  of  26.4  per  1,000  population 
in  1954.  After  1957  there  was  a gradual  decrease 
to  15.9  per  1,000  population  in  1972.  In  1930, 
only  24.8  percent  of  births  were  in  hospitals.  In 
1972,  the  percentage  was  99.5.  The  inhospital 
births  had  held  at  99.6  for  the  previous  three  years. 

The  death  rate  per  thousand  population  de- 
creased from  11.4  in  1930  to  9.6  in  1972.  The  white 
pojjulation  death  rate  was  11.1  in  1930  compared 
with  9.5  in  1972.  There  was  a marked  drop  in  the 
nonwhite  rate,  from  18.3  per  thousand  in  1930  to 
9.9  in  1972. 

There  were  great  differences  in  infant  death 
rates  over  the  42-year  period.  In  1930,  the  infant 
death  rate  was  61.3  per  thousand  live  births  com- 
pared with  18.0  in  1972.  The  rate  for  white  infant 
deaths  was  58.9  in  1930  and  16.2  in  1972;  while 
among  nonwhite  infant  deaths,  the  rate  was  104.3 
in  1930  and  29.0  in  1972. 

An  even  more  remarkable  difference  in  ma- 
ternal deaths  is  shown.  In  1930  there  were  57.6 


maternal  deaths  per  10,000  ften  thousand;  live 
births,  while  by  1972  the  rate  had  dropped  to  1.7. 
The  rate  for  white  maternal  deaths  was  55.4  in 
1930  compared  with  1.4  in  1972;  while  the  non- 
white rates  was  96.9  in  1930  compared  with  3.9 
in  1972. 

A 23-year  trend  in  marriages  shows  that  they 
hit  a low  in  1957  of  6.4  per  thousand  population, 
but  are  up  to  9.0  in  1972.  Over  the  same  period, 
divorces  hit  a low  in  the  1958-1963  period,  but 
have  been  on  the  rise  since,  reaching  4.2  per 
thousand  in  1972. 

Pleart,  cancer  and  stroke  continued  to  be  way 
out  front  in  causes  of  deaths,  accounting  for  71.2 
percent  of  female  deaths  and  67.2  jrercent  of  male 
deaths.  Following  are  the  ten  most  common  causes 
of  deaths: 


'ause  of  Death 

Percent 

Diseases  of  Heart 

40.2 

Malignant  Neoplasms 

18.0 

Cerebrov-ascular  Disease 

10.8 

Accidents 

5.2 

Influenza  and  Pneumonia 

2.9 

Diabetes  Mellitus 

2.3 

Arteriosclerosis 

2.0 

Bronchitis,  Emphysema,  and  Asthma 
Certain  Causes  of  Mortality  in 

1.9 

in  Early  Infancy 

1.7 

Cirrhosis  of  Liver 

1.4 

Other  Deaths 

13.6 

THE  O.S.M.A.  SPONSORED  GROUP  TERM  LIEE  INSURANCE 


PAYS  ITS  14th  CONSECUTIVE  DIVIDEND 

and  offers  maximum  benefits  at  low  group  rates,  conversion  to 
[lermanent  insurance,  and  provides  a Corporate  Employer  Plan. 

Talk  with  the  professional's  professional  insurance  men  which 
have  group  ordinary  life  insurance,  disability,  business  overhead 
expense,  and  excess  major  medical  plans. 


Phone  614/228-6115.  It  pays  to  work  with  professionals. 


TURNER  a SHEPARD,  INC. 

TWELFTH  FLOOR  1 7 SOUTH  HIGH  STREET 

COLUMBUS,  OHIO  43215  PHONE  (614)  228-61 1 5 
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^ Additional  information  available  I 

to  the  profession  on  request.  <S^ 

Eli  Lilly  and  Cottipany  • Indianapolis,  Indiana  46206 
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Total  Knee  Replacement  — 
Its  Current  Significance 


Thomas  H.  Mallory^  M.D. 


TN  VIEW  OF  THE  EXCELLENT  results  being 
obtained  with  total  hip  replacement,  the  current 
status  of  total  knee  replacement  should  be  eval- 
uated. The  knee  is  a more  complicated  joint  than 
the  hip  because  of  its  multicenters  of  motion, 
which  allow  flexion,  rotation,  and  slide.  The  ideal 
total  knee  replacement  design  should  have  the 
capacity  to  duplicate  these  multiaxes  of  motion. 
In  addition,  it  should  offer  relief  of  pain  and 
rapid  restoration  of  function  as  well  as  durability 
and  the  capacity  to  correct  long-standing  contrac- 
ture or  deformity. 

There  are  several  sophisticated  total  knee 
prostheses  with  which  the  practitioner  should  be 
familiar.  They  consist  of  matched  components 
made  of  metal  alloy  and  high  density  polyethylene 
plastics.  The  metal  and  plastic  joints  are  secured 
to  the  bone  with  polymethylmethacrylate  (bone 
cement).  The  two  basic  designs  that  have  been 
developed  are  the  Geomedic  and  the  Polycentric 
Total  Knee  Replacement. 

The  Geomedic  total  knee  replacement  is  a 
two-part  design  involving  a metal  femoral  com- 
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ponent  which  articulates  with  a plastic  tibial 
plateau  (Fig.  1 ).  The  units  are  rigidly  fixed  to  the 
bone  with  methylmethacr)late,  which  offers  im- 
mediate and  firm  fixation.  The  Geomedic  knee  has 
inherent  stability  and  is  technically  easy  to  insert. 

The  Polycentric  knee,  on  the  other  hand, 
tends  to  duplicate  knee  function  without  regard  to 
anatomic  design  (Fig.  2).  The  Polycentric  knee 
is  more  flexible  in  its  application  than  the  Geo- 
medic knee.  For  example,  if  only  one  compartment 
of  the  knee  is  involved,  the  Polycentric  knee  can 
be  used  as  a single  unit.  If  varus  or  valgus  de- 
formity is  present,  then  correction  can  easily  be 
obtained  by  mismatching  the  femoral  components. 

The  selection  of  patients  for  total  knee  re- 
placement in  its  current  form  is  critical.  As  in 
total  hip  replacement,  the  patient  should  have 
far-advanced,  intra-articular  arthritis  of  the  knee. 
However,  a certain  amount  of  inherent  stability  is 
necessary’  in  the  knee  in  order  to  keep  the  total 
knee  replacement  components  in  their  proper  ar- 
ticulating relationships.  Flexion,  valgus,  or  varus 
deformities  of  the  knee  should  not  exceed  30 
degrees.  The  patient  should  be  fully  ambulatory 
and  have  functional  quadriceps  and  hamstring 
musculature.  The  total  knee  replacement,  in  its 
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current  form,  will  not  suffice  for  the  patient  who 
is  nonanibulator\-  or  who  has  severe  contractures 
of  his  knees.  It  is  important  for  the  practitioner  to 
understand  these  critical  points  for  proper  patient 
selection. 

Procedure 

Total  knee  replacement  is  not  an  operation 
of  major  surgical  stress.  The  essence  of  this  surgery 
consists  of  removing  honey  articulating  surfaces 
and  interposing  metal  implants  on  the  femoral 
condyles  and  plastic  platform  or  tracks  on  the 
tibial  plateau.  These  implants  are  fixed  with 
methylmethacrylate  (bone  cement).  After  surgery, 
the  patient  is  kept  immobilized  for  approximately 
five  to  seven  days.  \Vith  proper  exercise  and 
physical  therapy,  the  patient  generally  gains  90 
degrees  of  motion  within  ten  days  after  his  surgery. 
The  patient  is  discharged  from  the  hospital  two 
to  three  weeks  after  surgery. 

Material 

Twenty  prostheses  of  the  Polycentric  type 
have  been  inserted  by  the  author  in  16  patients. 
Ten  of  the  patients  were  women  and  six  were  men. 
The  average  age  was  58  years,  with  the  youngest 
patient  being  23  and  the  oldest  70  years  old. 
Hospitalization  averaged  22  days. 

Subjective  Evaluation 

Preoperatively,  all  the  patients  had  severe 
pain,  which  they  considered  to  be  their  primar)' 
disability.  Pain  and  loss  of  motion  were  disabling 
in  13  patients,  and  pain  and  instability  were  major 
problems  for  three  patients.  At  the  time  of  last 
follow-up,  18  of  the  20  patients  (90  percent) 
were  reported  as  entirely  painless  or  they  had  no 
more  than  mild-to-intermittent  discomfort.  The 
slight  discomfort  did  not  limit  the  patient’s  activity 


nor  was  medication  required.  In  one  patient,  pain 
was  not  relieved.  In  the  other  patient,  mild-to- 
moderate  pain  occurred  intermittently  and  oc- 
casionally required  analgesic  medication. 

Objective  Evaluation 

Preoperatively,  passive  range  of  motion  was 
from  15  to  100  degrees  of  fle.xion.  .Average  active 
range  of  motion  was  from  20  to  90  degrees  of 
flexion.  Quadriceps  and  hamstring  power  were 
rated  as  60  percent  of  normal.  Contracture  or  pain 
oftentimes  made  it  impossible  to  rate  muscle 
power  adequately. 

Postoperatively,  the  average  passive  range  of 
motion  was  5 degrees  of  fixed  flexion  to  110  de- 
grees of  further  flexion  with  active  average  range 
of  motion  ranging  from  5 to  100  degrees  of  flexion. 
.At  the  end  of  si.x  months  postoperatively,  the 
average  quadriceps  power  was  approximately  80 
percent  of  normal.  Correction  of  varus  or  valgus 
deformity  of  approximately  30  degrees  preopera- 
tively was  corrected  to  5 degrees  postoperatively. 

Complications 

There  was  one  wound  dehiscence,  which  was 
managed  by  secondary  closure.  There  were  no 
wound  infections,  superficial  or  deep.  There  was 


Fig.  1.  GEOMEDIC  TOTAL  KNEE 
REPLACEMENT 

Preoperative  (left)  and  postoperative  (right) 
x-ray  films  showing  single  metal  femoral  compo- 
nent and  plastic  tibial  plateau.  Fixation  is  with 
methylmethacrylate  (bone  cement). 


Fig.  2.  POLYCENTRIC  TOTAL  KNEE 
REPLACEMENT 

Preoperative  (left)  and  postoperative  (right) 
x-ray  films  showing  runner-like  femoral  metal 
components  articulating  in  plastic  tibial  tracks. 
FLxation  is  with  methylmethacrylate. 
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one  stress  fracture  beneath  the  medial  tibial 
plateau  and  there  was  one  dislocation.  One  de- 
veloped persistent,  30-degree  flexion  contracture, 
which  later  required  manipulation. 

Discussion 

The  purpose  of  this  paper  is  to  present 
to  the  practitioner  the  current  concepts  of  total 
knee  replacement,  emphasizing  a particular  expe- 
rience with  the  Polycentric  total  knee.  Of  16  pa- 
tients in  which  20  Polycentric  total  knee  re- 
placements were  performed,  over  90  percent  had 
complete  relief  of  pain  or  only  mild  residual  dis- 
comfort, which  did  not  require  analgesic  medica- 
tion. In  all  patients,  improved  range  of  motion  was 
accomplished,  and  all  patients  were  fully  ambula- 
tory either  with  a cane  or  with  no  aids  at  all. 
There  were  no  wound  infections.  The  materials 
have  been  well  tolerated  to  date,  and  there  has 
been  only  an  occasional  complication  related  to 
the  surgery  itself. 

One  can  conclude  that  the  early  results  of 
total  knee  replacement  in  this  particular  series  are 


encouraging.  There  are,  however,  unanswered 
questions  concerning  total  knee  replacement  as 
there  are  in  other  types  of  joint  replacement.  Expe- 
rience to  date  is  short-ranged.  Therefore,  it  is 
recommended  that  the  selection  of  patients  for 
total  knee  replacement  should  be  limited  to  the 
elderly  with  end-stage  knee  disease. 

Summary 

Designs  and  concepts  of  total  knee  replace- 
ment have  been  discussed.  Twenty  Polycentric 
total  knees  in  16  patients  were  presented.  Early 
results  were  encouraging  both  for  relief  of  pain 
and  improved  function.  Total  knee  replacement  in 
its  current  status  is  indicated  in  elderly  individuals 
with  far-advanced,  end-stage  knee  disease. 
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E.N.T.  Case  of  the  Month 

Andrew  W.  Miglets,  Jr.,  M.D.* 


This  32-year-old  man  enters  your  office  with 
lesions  in  both  nostrils.  (See  figure.)  They  have 
been  present  for  six  months  and  have  gradually 
enlarged.  What  is  your  clinical  impression  and 
how  may  these  lesions  be  managed? 

( See  p.  840  of  this  issue  for  further  infor- 
mation and  discussion.) 


*Dr.  Miglets,  Columbus,  is  Assistant  Professor  of 
Otolaryngology,  The  Ohio  State  University  Col- 
lege of  Medicine. 

Submitted  July  12,  1973. 


These  lesions  have  been  present  in  both  nostrils 
for  six  months. 
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II.  Diseases  Associated 


with  Vitamin 
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TN  PART  I of  this  review,  discussion  was  focused 
on  a pathogenic  state  in  the  human  which  is 
clearly  related  to  vitamin  E deficiency,  vitamin 
E-dependent  hemolytic  anemia  in  the  premature 
infant.*  This  section  considers  the  significance  of 
vitamin  E (tocopherol)  deficiency  in  a variety  of 
disease  states  in  which  the  effects  of  the  vitamin 
lack  are  unclear. 

Causes  of  Vitamin  E Deficiency 

1.  Dietary  Lack.  Since  tocopherols  are  present 
in  such  a large  variety  of  foodstuffs,  vitamin  E 
deficiency  resulting  from  dietary'  lack  is  extremely 
rare.  Children  suffering  from  severe  generalized 
malnutritional  disorders  have  been  reported  to 
demonstrate  tocopherol  lack  in  addition  to  pro- 
tein and  other  vitamin  deficiencies.^  We  have  also 
observed  several  infants  in  the  age  range  of  5 to 
12  months  who  demonstrated  vitamin  E deficiency 
in  association  with  marked  iron  and  protein  lack. 
Although  no  specific  clinical  benefit  from  vitamin 
E administration  was  seen  in  our  patients,  chil- 
dren studied  by  Majaj^  responded  to  vitamin  E 
therapy  with  improvement  in  hemoglobin  concen- 
tration. Although  such  observ'ations  indicate  that 
vitamin  E deficiency  can  occur  solely  on  the  basis 
of  nutritional  deprivation,  the  difficulty  in  design- 
ing low  tocopherol  diets  for  the  production  of  ex- 
perimental vitamin  E deficiency  in  normal,  human 
adult  subjects^  indicates  the  infrequency  with 
which  diet-induced  tocopherol  lack  is  found. 

2.  Intestinal  Malabsorption.  Because  toco- 
pherols available  from  dietary  sources  consist  of 


This  investigation  was  supported  in  part  by  the 
Health  Fund  of  Greater  Cleveland;  National  In- 
stitute of  Health  grant  FR  87 ; Ross  Laboratories, 
Columbus,  Ohio;  and  the  Elizabeth  Sherman 
Fund. 

Reprint  requests  to  Rainbow  Babies  and  Childrens 
Hospital,  2103  Adelbert  Road,  Cleveland,  Ohio 
44106  (Dr.  Melhorn). 

Submitted  July  23,  1973. 


a number  of  fat-soluble  forms  of  the  vitamin,  it 
is  predictable  that  the  majority  of  diseases  asso- 
ciated with  vitamin  E deficiency  are  those  in  which 
intestinal  malabsorption  of  fats  is  a cardinal  fea- 
ture. Although  the  association  between  vitamin  E 
lack  and  defects  in  fat  absorption  has  been  identi- 
fied in  a variety  of  illnesses,  the  model  herein  con- 
sidered is  cystic  fibrosis. 

Cystic  fibrosis  (CF)  is  characterized  by  a rela- 
tive inability  to  absorb  fats  and  fat-soluble  vita- 
mins because  of  inadequate  pancreatic  secretion  of 
enzymes  necessary  for  assimilation  of  fats.'*  The 
following  case  history  of  a patient  with  CF  illus- 
trates both  the  association  between  vitamin  E and 
the  primary  disorder,  and  the  dilemma  posed  by 
attempts  to  correlate  laboratory  abnormalities. 

Case  History 

S.P.  is  a 12-year-old  white  girl.  Following  a normal 
newborn  period,  her  infancy  was  characterized  by  fre- 
quent respiratory  infections  and  poor  weight  gain.  She 
was  first  hospitalized  at  the  age  of  4 years  for  pneumonia, 
at  which  time  a sweat  chloride  determination  confirmed 
the  diagnosis  of  CF. 

The  patient  was  subsequently  placed  on  an  intensive 
care  program,  which  included  pulmonary  drainage,  mist 
tent  therapy,  intermittent  antibiotics  as  indicated  by  re- 
sults of  sputum  cultures,  and  medications  which  consisted 
of  pancreatic  enzymes,  a multivitamin  preparation,  and 
vitamin  E in  a daily  dose  of  100  international  units 
(I.U.)  of  alpha- tocopherol  acetate.  During  the  subse- 
quent eight  years,  therapy  was  maintained  but  did  not 
prevent  a gradual  deterioration  of  lung  function.  When 
hospitalized  again  at  the  age  of  12  years,  the  patient 
also  manifested  growth  failure  accompanied  by  increased 
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appetite  and  steatorrhea.  Additional  complaints  included 
lethargy,  vague  weakness  in  the  lower  extremities,  and 
intermittent  thigh  and  calf  pain.  Relevant  laboratory 
findings  at  the  time  of  this  admission  are  shown  in 
Table  I. 

Special  studies  were  undertaken  to  evaluate 
the  patient’s  vitamin  E status.  As  in  Part  I of  this 
review,  serum-free  tocopherol  was  determined  by 
a slight  modification  of  the  method  of  Quaife, 
et  al,^  using  0.6  ml  of  serum  with  proportional 
readjustment  of  the  reagents.  Vitamin  E tolerance 
curves  were  performed  according  to  a modification 
of  the  method  of  Filer  and  others'^  previously  de- 
scribed.^ In  addition  to  alpha-tocopherol  acetate, 
another  form  of  tocopherol  was  used  in  tolerance 
studies  in  this  patient  and  other  subjects  mentioned 
herein.  This  second  form,  alpha-tocopherol  poly- 
ethylene glycol  1000  succinate  (supplied  by  Ross 
Laboratories,  Columbus,  Ohio)  is  considered  a 
water-soluble  compound.®  Erythrocyte  hydrogen 
peroxide  (H2O2)  hemolyses  were  determined  by 
the  technicjue  of  Gordon,  et  al.^ 

Table  2 shows  serum  vitamin  E levels  and 
red  cell  PI2O2  hemolyses  during  courses  of 
vitamin  E therapy  with  both  alpha-tocopherol 
acetate  (TA)  and  alpha-tocopherol  polyethy- 
lene glycol  1000  succinate  (TPEGS).  It  should 
be  first  noted  in  examining  this  table  that  the  pa- 
tient’s serum  vitamin  E level  was  abnormally  low 
(by  the  definition  established  in  previously  re- 
ported work,®-^  a serum  tocopherol  level  below 
0.50  mg  per  100  ml  represents  vitamin  E defi- 
ciency. Normal  values  in  this  laboratory  range 
between  0.70  mg  per  100  ml  and  1.40  mg  per 


Table  1.  Hematologic  Parameters  in  Patient  S.P.* 


Hemoglobin 

10.9  gm% 

Hematocrit 

33% 

Reticulocyte  count 

2.0% 

White  blood  cell  count 

8560/mm3 

Total  serum  protein 

5.7  gm% 

Serum  folic  acid 

8 nanograms/ml 

Serum  vitamin  Bj, 

413  picograms/ml 

Bound  serum  iron 

55  ug% 

Total  iron  binding 
capacity/%saturation 

260  ug%/21% 

*While  receiving  alpha  tocopherol  acetate,  100  I.U./day. 


Table  2.  Vitamin  E Levels  and  H2O2  Hemolysis 
in  Patient  S.P. 


TA* 

TPEGSt 

Normal  Controls 
(Mean  and  Range) 

Serum  vitamin 

0.92 

E (mg%) 

0.15 

0.65 

(0.70-1.40) 

Red  cell  H2O2 

6 

hemolysis  (%) 

68 

24 

(0-13) 

*Alpha-tocopherol  acetate,  100  I.U./day,  taken  for 
eight  years. 

t Alpha- tocopherol  polyethylene  glycol  1000  succinate, 
100  I.U./day,  taken  for  two  weeks. 


Fig.  1.  Mean  vitamin  E absorption  curves  in  chil- 
dren and  adults  with  cystic  fibrosis  compared  with 
control  subjects.  *TA  = alpha-tocopherol  acetate, 
**TPEGS  = alpha-tocopherol  polyethylene  glycol 
1000  succinate.  fCotazyme  = pancreatic  enzyme 
preparation. 


100  ml).  .She  had  been  receiving  a large  supple- 
mental dose  of  alpha-tocopherol  acetate  for  years 
before  initial  vitamin  E levels  were  determined. 
.At  the  same  time,  red  cell  H2O2  hemolysis  was 
abnormally  elevated,  as  was  the  erythrocyte  level 
of  malonyldialdehyde  (MDA),  a measure  of  the 
degradation  products  of  red  cell  lipids.  The  MDA 
level,  as  determined  by  the  method  of  Stocks  and 
Dormandy,®  was  365  n moles  per  gm  hemoglobin 
(normal  range  in  this  laboratory  is  130  to  180 
n moles  per  gm  hemoglobin).  Thus,  oral  admin- 
istration of  even  large  amounts  of  a fat-soluble 
form  of  tocopherol  in  this  and  other  patients  with 
intestinal  malabsorption  of  fats  may  be  quite 
erratic,  even  when  fat-soluble  tocopherol  supple- 
ments are  given. 

Figure  1 shows  mean  vitamin  E tolerance 
curves  in  other  CF  patients  with  and  without  co- 
incident administration  of  pancreatic  enzymes, 
compared  with  normal  subjects  of  similar  age. 
Also  shown  are  mean  values  in  patients  with  CF 
who  received  their  tolerance  test  doses  of  tocoph- 
erol as  TPEGS.  It  is  obvious  that  the  best  intestinal 
absorption  of  tocopherol  in  patients  with  CF  is 
accomplished  by  the  combined  use  of  TPEGS  and 
a pancreatic  enzyme  preparation. 

Table  3 records  serum  vitamin  E levels,  red 
cell  H2O2  hemolysis,  and  MDA  levels  in  patients 
with  other  diseases  in  which  absorption  of  fats  is 
impaired.  The  close  relationship  between  vitamin 
E deficiency,  abnormal  red  cell  H2O2  hemolysis 
and  MDA  is  again  noted,  although  the  pathogene- 
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sis  of  the  diseases  is  cjuite  varied.  Patients  with  a 
beta-lij5oproteineniia  are  also  kno^vn  to  have  de- 
pressed serum  tocopherol  le\els.^  In  this  disease, 
however,  absorption,  transport,  and  perhaps  me- 
tabolism of  lipids  and  fat-soluble  \ itamins  may  all 
be  abnormal. 

In  all  of  the  disease  states  previously  men- 
tioned, the  dilemma  of  evaluation  of  clinical  re- 
sponse to  administration  of  vitamin  E is  evident. 
The  res])onse  of  the  patient  in  our  case  history 
exemplifies  the  nature  of  the  problems.  First,  as 
noted,  it  cannot  be  presumed  that  patients  with 
malabsorpti\e  disorders  who  receive  supplemental 
vitamin  E,  even  in  large  amounts,  can  maintain 
vitamin  E sufficiency.  Second,  although  there  ap- 
pears to  be  a direct  relationship  between  plasma 
serum  tocopherol  le\  els  and  tissue  stores  in  normal 
individuals,  this  may  not  be  the  case  in  certain 
disease  states. Third,  as  w'as  the  case  in  patient 
S.P.,  absorption  of  tocopherol  may  depend  upon 
the  form  in  which  it  is  supplied.  The  normal  indi- 
vidual appears  to  absorb  equivalent  amounts  of 
the  various  analogues  of  vitamin  E equally  well, 
but  in  patients  whose  absorption  of  fats  is  im- 
paired, a water-soluble  form  of  the  vitamin  such 
as  TPEGS  may  be  much  more  effective  in  main- 
taining vitamin  E sufficiency.  For  example,  S.P. 
achieved  a normal  vitamin  E level  with  coincident 
decreases  in  red  cell  H2O2  fragility  and  MDA 
values  within  two  weeks  after  therapy  with  TPEGS 
was  begun. 

Finally,  it  is  often  extremely  difficult  to  relate 
improvement  in  in  vitro  laborator)"  findings  to 
changes  in  clinical  status  once  vitamin  E sufficiency 
is  attained.  S.P.  showed  an  appreciable  clinical 
improvement  during  the  six  weeks  following  insti- 
tution of  TPEGS  therapy.  However,  this  improve- 
ment ajipeared  related  primarily  10  intensive 
pulmonary  care  and  antibiotics.  There  was  no  sig- 
nificant change  in  the  hemoglobin  and  hematocrit 
values,  or  the  reticulocyte  count.  The  fact  that 
such  in  vitro  determinations  as  red  cell  H2O2 


Table  3.  \'itamin  E Levels  and  Related  Studies  in 
Patients  with  Malabsorptive  Disorders 

Mean  Mean  Mean 

Vitamin  E MDA 

(ing%)  Hemolysis  (nm/gm  hgb) 


Celiac  disease 

0.24 

85 

285 

(3  patients) 
Chronic  diarrliea 

0.45 

68 

225 

(12  patients) 

“Short  bowel”  syndrome* 

0.40 

65 

310 

(5  patients) 
Biliary  atresia 

0.18 

92 

380 

Normal  controls 

0.92 

6 

148 

^Intestinal  obstruction  requiring  surgical  resection 


hemolysis  and  MD.A.  returned  to  normal  is  of  in- 
terest, but  is  difficult  to  relate  to  the  clinical  course 
in  these  patients. 

Effects  of  vitamin  E deficiency  such  as  short- 
ened red-cell  survival  time,**  deposition  of  ceroid 
pigment  in  the  smooth  muscle  layer  of  the  intestine 
(sometimes  called  the  “brown  bowel  syndrome”*^ 
because  of  the  gross  appearance  of  the  intestine  as 
seen  at  autopsy),  and  evidence  of  degeneration  of 
striated  muscle  fibers*^  have  been  described.  How- 
ever, no  definite  evidence  for  improvement  in  these 
conditions  upon  achievement  of  vitamin  E suffi- 
ciency has  been  shown. 

3.  Other  Mechanisms  of  Vitamin  E Defi- 
ciency. Until  this  point,  we  have  been  discussing 
the  confirmed  and  possible  effects  of  vitamin  E 
lack  occasioned  by  dietary  deficiency  or  intestinal 
malabsorption,  and  have  assumed  that  the  deleteri- 
ous effects  of  tocopherol  deficiency  are  the  result 
of  decreased  ability  of  cellular  systems  to  deal  with 
peroxide  stress  on  the  lipid  components  of  cellular 
membranes.  Plowev'er,  there  are  other  circum- 
stances under  which  a dietarily  “adequate”  intake 
and  normally  efficient  absorption  of  the  vitamin 
might  not  be  sufficient  to  maintain  appropriate 
serum  or  tissue  lev'els  of  tocopherol. 

This  situation  could  occur  in  several  ways; 
two  possibilities  will  be  considered  here.  First,  it 


Table  4.  Human  V^itamin  Deficiency  States 


Disease  Examples 


Group  1 

Generalized  malnutrition 


Group  2 
Prematurity 

Cystic  fibrosis 
Steatorrheas 
Chronic  diarrhea 

Group  3 

A-beta-lipoproteinemia 


Group  4 

Congenital  dyserythropoiesis 


Cause  of  Vitamin 
E Deficiency 


Response  to 

Reported  Manifestations  Vitamin  E 


Dietarv'  lack 


Intestinal  malabsorption 

Intestinal  malabsorption 
Intestinal  malabsorption 
Intestinal  malabsorption 

Unclear 


? Increased  utilization 


Megaloblastic  anemia 


Hemolytic  anemia 

Shortened  RBC  survival; 
ceroid  deposition;  muscle 
degeneration. 

Possible  shortened  RBC 
survival 


.\nemia,  shortened  RBC 
survival  time, 
hyperbilirubinemia. 


Improvement  of  anemia 


Improvement  of  anemia 
Uncertain 


Uncertain 


Improvement  of  anemia, 
RBC  survival  and 
disappearance  of 
hyperbilirubinemia. 
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has  been  suggested,  as  noted  in  Part  I of  this  re- 
view, that  the  requirements  for  tocopherol  in  bio- 
logic systems  are  not  so  much  related  to  the 
absolute  amount  absorbed  as  to  the  types  and 
quantities  of  dietary  fats  ingested.*'^  This  relation- 
ship is  often  expressed  in  terms  of  the  ratio  of 
vitamin  E intake  to  intake  of  polyunsaturated  fatty 
acids  (E/PUFA).  It  is  conceivable,  therefore,  that 
the  amount  of  tocopherol  ingested  in  an  “average 
diet,”  coupled  with  a high  intake  of  PUFA  could 
result  in  increased  utilization  of  vitamin  E,  via  its 
consumption  in  protection  of  unsaturated  lipid 
bonds  against  peroxidation,  and  consequent  vita- 
min E depletion.  As  previously  discussed,^  the  high 
content  of  PUFA  in  formulas  fed  to  premature 
infants  may  contribute  to  the  tocopherol  deficiency 
frequently  encountered  in  prematurity.  However, 
the  E/PUFA  ratio  has  not  yet  been  shown  to  be 
clinically  important  in  older  children  and  adults 
in  whom  vitamin  E deficiency  is  found. 

It  is  also  possible,  at  least  theoretically,  that 
disease  states  exist  in  which  the  dietary  intake  and 
absorption  of  tocopherol  is  normal,  but  vitamin  E 
lack  results  because  the  basic  disease  process  mani- 
fests defects  which  force  the  cellular  mechanisms 
responsible  for  maintaining  structural  integrity  to 
“work  overtime.”  Following  an  oral  suggestion  by 
B.  H.  Lubin,  M.D.,  in  September  1972,  attention 
in  our  laboratory  has  recently  been  focused  on 
relationships  between  various  forms  of  hemolytic 
anemia  and  vitamin  E function.  In  at  least  one  of 
the  patients  so  studied, an  8-year-old  girl  with 
congenital  dyserythropoietic  anemia,  vitamin  E 
deficiency  was  related  to  increased  utilization  of 
the  vitamin  rather  than  to  dietary  lack  or  malab- 
sorption. Heightened  utilization  of  vitamin  E 
appeared  to  reflect  an  attempt  to  stabilize  the  lipid 
components  of  abnormally  constructed  er)'throcyte 
membranes.  Achievement  of  vitamin  E sufficiency 
in  this  patient  was  accompanied  by  partial  correc- 
tion of  her  anemia,  and  disappearance  of  the  hy- 
perbilirubinemia which  had  been  present  since 
infancy. 

Table  4 summarizes  disease  states  in  which 
vitamin  E deficiency  has  been  documented.  In  all 
pathophysiologic  situations  noted,  tocopherol  defi- 
ciency is  a secondary  feature  of  the  disease  process, 
with  the  rare  exception  of  nutritional  deprivation. 
Vitamin  E may,  but  only  may  have  additional 


contributory  effects,  and  the  resjionse  to  vitamin 
E therapy  in  these  illnesses  is  variable. 

In  part  HI  of  this  review,  the  myriad  of  con- 
ditions in  which  vitamin  E therapy  has  been  em- 
ployed in  the  absence  of  demonstrable  tocopherol 
deficiency  will  be  explored.  This  area  of  informa- 
tion about  vitamin  E is  most  complex,  most  con- 
fusing, and  in  part,  most  amusing. 
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HE  PROBLEMS  OF  OBESITY  are  well 
recognized  by  all  physicians.  The  markedly 
overweight  patient  has  decreased  longevity  and 
increased  problems  of  cardiovascular  and  pulmo- 
nary disease;  metabolic  disorders,  such  as  diabetes 
and  gout;  gastrointestinal  disease;  degenerative 
joint  disease;  and  gynecologic  disorders  (abnormal 
menstrual  patterns,  infertility),  and  other  prob- 
lems. Also,  the  insulating  fat  pad  of  the  abdominal 
wall  makes  auscultation  of  the  fetal  heart,  palpa- 
tion of  the  fetal  parts,  and  the  assessment  of  con- 
tractions much  more  difficult.  The  obese  woman, 
jtregnant  or  not,  presents  a multitude  of  problems 
to  the  obstetrician-gynecologist. 

The  treatments  of  obesity  are  variant  and  often 
fail.  This  failure  of  treatment  may  be:  (1)  lack  of 
sufficient  ]iatient  cooperation  in  maintaining  a 
proper  balanced  diet,  or  (2)  that  a helpful  medi- 
cation program  must  be  on  a temporary  basis, 
because  of  the  dangers  in  the  prolonged  use  of  the 
amphetamine  family  of  drugs,  or  (3)  a “con- 
ditioned” physician  can  no  longer  be  enthusiastic 
about  the  “help  me,  doctor”  pleas  of  another 
104.4-kg  (230  lb)  lady. 

L^nfortunately,  many  patients  fail  to  maintain 
their  weight  loss  after  a successful  program  has 
been  ended.  Physicians  feel  that  in  some  obese 
patients,  refractory  to  standard  management,  there 
is  a chronic  ingestion  of  increased  calories,  denied 
or  not,  that  is  the  prime  basis  for  their  problem. 

A surgical  treatment  of  obesity  was  reported 
in  1963  by  Payne,  De  Wind,  and  Commons  re- 
lating their  experience  with  weight  loss  following 
a temporary  jejunocolic  shunt.*  Their  patients,  on 
reaching  a predesired  weight,  had  bowel  continu- 
ity reestablished  and  in  most  instances,  regained 
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their  initial  obese  state.  Other  physicians  have  used 
both  temporary'  and  permanent  intestinal  by-pass 
procedures  to  create  weight  loss  in  obese  patients.^ 

Starting  in  1962,  a slowly  evolving  surgical 
and  medical  treatment  for  permanent  control  of 
obesity  was  developed  at  Henry  Ford  Hospital  in 
Detroit.  Under  direction  of  Dr.  Boy  Frame,  an 
internist,  and  Dr.  James  Barron,  a surgeon,  a group 
of  patients,  including  27  women,  were  thoroughly 
studied,  including  psychiatric  assessment,  and  un- 
derwent a surgical  by-passing  of  a portion  of  the 
small  bowel.  These  27  women,  age  18  to  50  years 
had  long-standing  obesity  with  weights  up  to  155.6 
kg  (345  lb).  After  intensive  evaluation,  the  per- 
manent by-pass  procedures  of  jejuno-ileostomy, 
jejunocolostomy',  or  jejunocecostomy  were  com- 
pleted.^ 

General  Effects 

All  the  patients  lost  weight  by  a rapid,  steady 
drop  to  a stabilizing  level  in  6 to  12  months. 

Medically  managed  postoperative  complica- 
tions were  orthostatic  hy'potension,  anal  fissure, 
dehydration,  rheumatoid  arthritis-like  symptoms, 
renal  calculi,  tetany,  gastric  ulcer,  easy  bruising, 
hepatic  failure,  and  refractory'  anemia. 

Surgically-managed  postoperative  complica- 
tions included  correc  don  of  internal  hernia,  revision 
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of  shunt  and  takedown  of  shunt,  partial  bowel 
obstruction  with  intussusception,  ventral  hernia, 
and  lipectomy  for  massiv'e  skin  folds. 

Diarrhea  was  a common  complaint  among 
patients  with  the  sequelae  of  anal  discomforts. 
More  than  half  had  more  than  four  bowel  move- 
ments per  day.  Increased  flatus,  bloating,  weakness, 
rectal  pain,  and  hemorrhoids  were  frecjuently  men- 
tioned. Other  lesser-mentioned  complaints  included 
dry  skin  with  sagging,  myalgia,  arthritic  problems, 
the  ordeal  of  the  postoperative  period,  and  the 
taking  of  medicine.  The  majority  of  these  patients 
take  daily  vitamin  B-complex  with  vitamin  C, 
vitamin  D,  iron,  folic  acid,  calcium  carbonate, 
potassium,  and  antispasmodics.  Monthly  vitamin 
Bi2  injections  are  given. 

Two  patients  have  died  since  surgery.  The 
first  was  a 44-year  old  woman  with  a 20-year  his- 
tory of  obesity  who  died  from  pulmonary  infarction 
five  months  after  surgery.  Her  weight  loss  had  been 
from  155.6  kg  (345  lb)  to  113.5  kg  (250  lb).  The 
second  patient  was  a 42-year-old  woman  who  died 
nine  months  after  surgery'  from  hepatic  and  renal 
failure.  Her  weight  loss  had  been  from  145.3  kg 
(320  lb)  to  90  kg  (198  lb). 

The  patient  response  was  enthusiastic.  All 
were  satisfied  with  the  results  of  the  operation  re- 
garding weight  reduction,  the  changes  in  relation- 
ships to  friends  and  family,  plus  a much-improved 
body  image.  .Ml  would  have  the  operation  again 
under  similar  circumstances.  Only  one  would  not 
advise  others  to  hav’e  the  operation.  Although  most 
people  ate  more  after  surgery,  six  stated  they  ate 
less. 

When  asked  by  survey  what  were  the  major 
advantages,  they  responded  in  this  order  of  fre- 
cjuency:  (1)  improved  self  image,  (2)  loss  of 

weight  and  improved  health,  (3)  increased  phys- 
ical activity,  (4)  decreased  emphasis  on  food  and 
eating  without  guilt,  and  (5)  decreased  sweating. 

Obstetric  Effects 

Only  four  of  these  27  women  have  become 
pregnant  after  a shunt  procedure.  One  miscarried 
at  seven  weeks,  and  three  have  carried  a pregnancy 
to  term  after  a shunt  procedure.  The  first,  M.K., 
delivered  her  third  pregnancy  at  Henry  Ford  Hos- 
pital in  1961  prior  to  her  surgery.  The  pregnancy 
was  complicated  by  hypertension  with  systolic  pres- 
sures up  to  160  mm  Hg  and  diastolic  pressures 
up  to  98  mm  Hg.  She  was  hospitalized  at  25 
weeks  for  excessive  weight  and  toxemia  of  preg- 
nancy. Barbiturates,  diuretics,  and  anorectic  agents 
were  used.  Weighing  108  kg  (238  lb),  she  de- 
livered a normal  3.3-kg  (7  lb  4 oz)  boy  at  term. 
In  the  delivery  room,  her  blood  pressure  rose  as 
high  as  210/150  mm  Hg.  Magnesium  sulfate, 
barbiturates,  and  other  measures  were  used  suc- 
cessfully. 

In  her  fourth  pregnancy  in  1965  after  surgery, 
her  weight  dropped  from  94  kg  (207  lb)  in  the 


second  month  of  pregnancy  to  84.4  kg  (186  lb)  at 
term.  No  barbiturates  were  needed  to  control  her 
blood  pressure  which  averaged  about  130/80  mm 
Hg.  No  albuminuria  was  noted.  On  one  occasion 
pedal  edema  was  noted,  but  no  diuretics  were 
used  because  of  previously  recognized  low  potas- 
sium levels  in  this  patient.  She  delivered  at  term, 
without  problem,  a normal  2.8-kg  (6  lb  13  oz) 
girl  whose  growth  and  development  have  been 
normal. 

The  second  patient,  L.G.,  had  the  shunt  pro- 
cedure in  March  1964.  She  was  seen  late  in  1965 
with  subjective  symptoms  of  pregnancy.  Her  last 
menstrual  period  was  October  31,  1965;  her  weight 
was  57.7  kg  (127  lb).  Gravida  3,  para  I,  her  prior 
obstetrical  history  included  a first-trimester  abor- 
tion in  1958,  and  a term  delivery’  of  a 2.8-kg  (6  lb 
4 oz)  girl  in  1960.  During  that  pregnancy,  her 
weight  had  risen  from  81.2  kg  (179  lb)  to  104.4 
kg  (230  lb  ) with  recorded  blood  pressures  up  to 
220/100  mm  Hg.  She  was  hospitalized  for  two 
weeks  post  partum  because  of  persistent  increased 
blood  pressure  and  albuminuria.  In  the  pregnancy 
following  the  shunt,  the  weight  range  was  57.6  to 
58.6  kg  (127  to  129  lb),  the  blood  pressure  aver- 
aged 130/80  mm  Hg,  and  no  albuminuria  was 
noted.  Serum  potassium  levels  of  4.0  mEcj/ liter  in 
January  1965,  and  3.3  niEcj/liter  in  March  1965 
were  corrected  by  oral  supplements.  She  was  de- 
livered of  a 2.3-kg  (5-lb)  boy,  without  problem,  at 
term.  We  were  concerned  at  delivery  with  the 
weight  of  the  child,  however,  both  growth  and  de- 
velopment have  been  normal. 

Both  of  these  women  have  been  studied  by 
Dr.  Arthur  B.  French  in  Ann  .Arbor  at  the  Clinical 
Research  Unit  of  the  University  of  Michigan  Hos- 
pital for  many  metabolic  parameters  (written  com- 
munication, July  1966). 

The  first  patient  was  studied  with  three  dif- 
ferent sodium  intakes:  64,  132,  and  410  mEq/liter, 
each  fed  for  a period  of  six  days.  ( On  the  intake 
of  64  mEq/liter,  the  negative  sodium  balance  was 
69  mEq/liter  for  six  days;  on  the  132  mEq/liter 
diet,  it  was  a negative  43  inEcj/liter  for  six  days; 
and  on  the  410  mEq/liter  diet,  there  was  a positive 
balance  of  310  niEcj/ liter  for  six  days.)  Thus,  Mrs. 
M.  K.  could  easily  become  sodium  depleted  on 
mild  sodium  restriction,  but  such  depletion  could 
be  adecjuately  avoided  by  liberal  use  of  salt  on 
her  food.  Chloride  losses  almost  exactly  paralleled 
.sodium  losses  with  a total  negative  chloride  balance 
of  201  mEq/liter  for  the  18  days. 

Dr.  French  summarized  by  stating:  “She  has 
reduced  weight  and  shows  excellent  general  nu- 
tritional status  after  small  intestinal  by-pass  with 
jejunocolostomy.  There  are  no  clinical  signs  of 
specific  nutritional  deficiencies.  There  are  sub- 
stantial increased  fecal  losses  of  fat  and  nitrogen, 
mildly  increased  losses  of  calcium  and  slightly  in- 
creased sodium  loss.  It  should  be  possible  to  com- 
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pcnsate  these  inrreased  losses  by  mild  dietary  modi- 
fications without  medicinal  supj)lementation.” 

The  second  patient.  L.  (f.,  was  summarized  by 
French  as:  . . has  shown  good  stabilization  of 

weight  at  a highly  satisfactory  level  following 
jejunocolostomy.  There  is  chemical  evidence  of  low’ 
iron  stores,  howe\er,  she  shows  no  exidence  of  de- 
})leted  stores  of  other  minerals.” 

The  third  patient  was  a 27-year-old  woman 
whose  prior  pregnancies  had  been  complicated  by 
toxemia  and  preeclampsia  requiring  multiple  hos- 
pitalizations. She  conceived  her  third  pregnancy 
three  months  after  surgeiy  at  118  kg  (260  Ibj,  and 
lost  to  103  kg  (227  lb)  at  deliver)’.  Neither 
albuminuria  nor  edema  was  noted  and  the  highest 
blood  pressure  recorded  was  160/100  mm  Hg  dur- 
ing the  prenatal  course.  She  delixered  at  term  a 
3.2-kg  (7-lb),  healthy  girl  xvhose  growth  and  de- 
x’elopment  hax-e  been  normal. 

Fetal  Effects 

Certainly  all  obstetricians  recognize  the  rela- 
tionships of  maternal  obesity  to  toxemia  of  preg- 
nancy. With  the  marked  reduction  in  xveight,  the 
prenatal  course  in  the  xvomen  xve  studied  was 
much  more  normal  after  the  surgical  procedure 
than  before.  Hoxvever,  certain  thoughts  and  obser- 
x'ations  suggest  that  subtle  fetal  effects  may  be 
present. 

The  second  baby  xvas  delixered  at  term 
xveighing  only  2.3  kg  (5  lb).  My  first  thought  on 
seeing  the  baby  xvas  “runt  syndrome.”  Then  a few 
hours  later,  the  pediatrician  thought  the  baby  had 
a peculiar  facies,  loxv-set  ears,  and  other  peculari- 
ties,  suggesting  the  syndrome  of  idiopathic  hyper- 
calcemia xvith  associated  aortic  stenosis,  mental 
retardation,  and  delayed  dex’elopment.  Although 
not  prox’en  in  the  child,  it  does  bring  to  mind  the 
possibility  that  oxernutrition  of  the  mother  can 
affect  the  offspring.  Both  of  these  xvomen  received 
many  supplements  including  vitamin  D and  cal- 
cium as  prex’iously  noted.  Cochrane  xvarns  that 
physicians  hax-e  only  limited  knoxvledge  concerning 
effects  on  the  fetus  of  maternal  nutritional  ex- 
cesses.'^ 

Fortunately,  by  the  end  of  the  child’s  first 
year  of  life,  his  groxvth  and  dex-elopment  xvere 
perfectly  normal.  Hoxvex  er,  xve  continue  to  xvonder 
if  the  by-pass  procedure  could  cause  fetal  depriva- 
tion of  x’arying  types.  For  example,  reduction  of 
essential  fatty  acids  may  cause  inadequate  fetal 
CNS  development  in  animals.^  From  other  in- 
direct studies  not  yet  published,  J.  A.  Churchill, 
M.D.,  using  sibling  comparison  data,  has  found 
that  inadequate  rates  of  xveight  gain  of  mothers  in 
the  last  half  of  pregnancy  may  be  related  to  de- 
creased I.Q.  (oral  and  written  communications, 
November  1968).  The  findings  suggest  that  inade- 
quate maternal  xveight  gain  may  be  paralleled  by 
insufficiencies  of  nutrients  required  for  optimum 


brain  formation  in  utero.  In  a report  from  the  Col- 
laboratixe  Study  of  Cerebral  Palsy,  Singer,  et  al, 
state:  “Higher  maternal  xx’eight  gain  is  also  asso- 
ciated xvith  better  groxvth  and  })erformance  in  the 
infant’s  first  year  of  life.”*^  Some  of  these  patients 
represent  xveight  loss  during  pregnancy.  ^Ve  do  not 
have  enough  e.xperience  to  be  confident  in  answer- 
ing the  question : “May  I hax-e  a normal  preg- 
nancy after  my  operation?” 

Payne,  et  aP  relate  the  case  of  a 25-year-old 
xvhite  xvoman  xvhose  menstrual  cycles  returned  to 
normal  five  months  after  a jejunocolic  shunt  and  a 
loss  from  109.8  kg  (242  lb)  to  53.5  kg  (118  lb). 
Txvo  years  later,  a jejuno-ileal  by-pass  xvas  made. 
Within  txvo  months  she  became  pregnant,  gained 
to  77.2  kg  (170  lb),  and  delix-ered.  Since  her 
second  procedure,  she  has  delivered  three  children 
successfully. 

Charles  B.  Porter,  M.D.,  in  a prix'ate-practice 
series  of  85  patients  from  the  Western  Michigan 
area,  related  that  fix’e  of  his  patients  hax-e  success- 
fully delixered  folloxving  a by-pass  procedure  (oral 
and  written  communications,  October  1967).  One 
patient  who  delix-ered  txvins,  had  a preoperatix-e 
xveight  of  177.6  kg  (391  lb)  and  lost  over  90.8  kg 
(200  lb). 

Successful  pregnancies  are  possible  even  dur- 
ing the  acute  xveight  loss  phase,  but  we  advise 
that  txvo  years  of  dietary  stabilization  pass  before 
conception  be  attempted. 

The  gynecologic  effects  of  the  surgery  also  are 
difficult  to  evaluate  as  these  women  are  often 
abnormal  before  surgery  and  many  xvere  near 
menopause.  Hoxvex-er,  during  the  period  of  rapid 
xveight  loss,  many  of  the  women  become  amenorr- 
heic,  or  have  erratic  periods.  In  the  older  pre- 
menopausal ladies,  definite  estrogen  deprivation 
signs  and  symptoms  occur.  Anox’ulatory  tempera- 
ture patterns  are  noted  in  the  younger  women, 
which  change,  hoxvex-er.  One  patient  ceased  to 
menstruate  in  her  mid-20’s  as  her  weight  rose  to 
1 13.5  kg  (250  lb) . The  mother  of  four,  she  became 
amenorrheic  for  six  years,  had  the  operation,  and 
as  her  xveight  dropped,  her  periods  started  in  a 
normal  ovulatory  pattern. 

With  improvement  of  weight,  the  patient’s 
“body  image”  improved  to  the  satisfaction  of  both 
husband  and  self.  Marital  relations  hax-e  improved 
in  nearly  all  cases.  One  notable  exception  xvas  a 
lady  xvho  had  marital  relations  approximately 
three  times  daily  when  obese,  but  noxv  thin,  she 
reports  relations  only  three  times  xveekly. 

A very  common  complaint  is  recurrent  va- 
ginitis. \^arious  operative  procedures,  including  a 
myomectomy  xvere  performed  with  no  clotting  de- 
ficiencies, wound  healing,  or  other  problems. 

Summary 

An  intestinal  by-pass  procedure  may  benefit 
the  obese  patient  in  many  ways.  Three  patients 
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have  been  delivered  of  apparently  normal  infants 
after  a by-pass  procedure.  However,  it  is  felt  that 
jjostponement  of  pregnancy  is  advisable  until  a 
weight  stabilization  has  occurred.  No  significant 
gynecologic  problems  have  been  noted. 
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Central  Venous  Pressure 


Simple  Method  for  Setting 


Manometer 


James  A.  Goldey,  M.D.* 


' I 'HE  FOLLOWING  is  a rapid,  simple,  and  ac- 
curate  method  for  setting  the  zero  level  of  a 
central  venous  pressure  manometer; 

1.  Measure  the  anteroposterior  diameter  of 
the  patient’s  chest.  ^Vith  a ballpoint  pen,  make  an 
“X”  on  the  skin  of  the  lateral  chest  at  a point 
representing  the  level  of  the  entrance  of  the  vena 
cava  into  the  right  atrium.  (For  adults,  10  cm 
above  the  bed,  or  one-half  the  anteroposterior 
diameter  measured  at  the  left  fourth  Interspace  at 
the  sternal  border  is  commonly  used. ) 

2.  Fill  a piece  of  clear  plastic  tubing  with 
water  and  clamp  both  ends.  Length  is  not  im- 
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ford,  Ohio. 

Submitted  March  23,  1973. 


portant.  Howev'er,  the  bore  of  the  tubing  must  be 
great  enough  to  avoid  capillary  effect  and  air 
lock.  Intravenous  tubing  is  too  small.  The  kind 
used  in  disposable  enema  sets  is  ideal. 

3.  Hold  one  end  of  the  tubing  vertically  next 
to  the  mark  on  the  patient’s  chest.  Flold  the  other 
end  vertically  next  to  the  manometer  and  remove 
the  clamps.  The  tubing  will  be  roughly  in  a U 
shape. 

4.  Raise  or  lower  both  ends  of  the  tubing  to 
adjust  the  water  level  to  the  mark  on  the  patient’s 
chest. 

5.  The  water  levels  will  be  equal.  Simply  slide 
the  manometer  up  or  down  so  that  the  zero  point 
is  at  the  level  of  the  water  in  the  tube. 

6.  Reclamp  the  ends  of  the  tubing  until  it  is 
needed  again. 

The  entire  procedure  takes  less  than  ten 
seconds,  and  can  be  easily  repeated  when  the 
patient  is  moved  up  or  down  in  bed. 
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Multifocal  Osteosarcoma 

A Case  Report 


Sebastian  A.  Cook,  M.D.;  Anthony  F.  Lalli,  M.D.;  and  Alan  H.  Wtlde,  M.D. 


C*^STEOSARCOMA  usually  presents  as  a single 

bone  lesion  which  subsecjuently  metastasizes 
to  the  lungs.  Multifocal  osteosarcoma  is  a rare 
disease  which  was  first  described  in  the  literature 
in  the  late  19th  century.  .-\n  excellent  review  of 
this  entity  was  published  by  Amstutz'  in  1969. 
Since  then  there  have  been  no  case  reports. 
Whether  this  entity  represents  metastatic  lesions 
or  is  indeed  a multicentric  phenomenon  has  been 
a controversial  point.  Ours  is  a typical  case. 

Case  Report 

A 10-year-old  girl  was  referred  to  the 
Cleveland  Clinic  because  of  swelling  of  the  right 
knee  of  approximately  two  months’  duration.  At 
the  time  of  the  examination,  the  patient  had  dif- 
ficulty going  up  stairs  and  was  unable  to  squat. 

Positive  physical  findings  were  confined  to 
the  supracondylar  area  of  the  right  knee  which 
was  1 1/2  inches  larger  than  the  left.  The  area 
was  also  firm,  tender,  and  showed  some  increase 
in  temperature. 

Roentgenograms  were  obtained,  which  show- 
ed a lytic  and  sclerotic  lesion  in  the  distal  third 
of  the  right  femur,  and  a diagnosis  of  osteosar- 
coma was  made  radiographically  (Fig.  1).  Lab- 
oratory values  were  within  normal  limits  e.xcept 
for  serum  alkaline  phosphatase  which  was  30.2 
units. 

The  patient  was  admitted  to  the  hospital  and 
a biopsy  of  the  lytic  area  in  the  distal  third  of  the 
right  femur  was  performed,  confirming  the  diag- 
nosis of  osteosarcoma. 
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Approximately  three  months  after  onset  of 
symptoms,  the  patient  received  cobalt  therapy  to 
the  entire  right  femur.  A total  of  6800-rads  tumor 
dose  was  given  over  a 39-day  period.  The  treat- 
ment was  well  tolerated  and  she  was  discharged. 

Approximately  4^2  months  after  onset  of 
symptoms,  the  patient  was  seen  again.  This  time 


Fig.  1.  Initial  lesion  shown  in  metaphysis  of  right 
distal  femur.  There  is  irregular  osteoblastic  ac- 
tivity with  bone  production  noted  in  soft  tissue; 
there  is  also  evidence  of  a Codman’s  triangle  proxi- 
mally  on  lateral  side. 
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there  were  sclerotic  lesions  in  the  proximal  left 
humerus,  the  right  distal  femur,  and  a pulmonar\- 
mass  was  also  suspected.  Roentgenograms  obtained 
a month  later  confirmed  these  and  also  showed 
other  sites  of  involvement,  including  the  left 
acetabulum;  the  left  greater  trochanter;  the  left 
distal  femoral,  proximal  tibial  and  fibular  meta- 
phy.ses;  the  right  proximal  tibial  epiphysis;  and 
the  right  proximal  and  distal  tibial  and  fibular 
metaphyses  (Figs.  2-5). 

The  patient  was  remarkably  asymptomatic 
from  the  multiple  lesions  and  was  treated  con- 
ser\-atively.  She  died  at  home  approximately  six 
months  after  onset  of  symptoms. 

Discussion 

Multiple  osteosarcomas  have  been  known  to 
arise  in  bones  which  have  already  undergone 
disease,  such  as  in  Paget’s  disease  of  bone  or  in 
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Fig.  2.  Other  sites  of  blastic  activity  shown  in 
skeletal  drawing  include  metaphysis  of  left  hu- 
merus, left  acetabulum,  right  femoral  neck,  left 
greater  trochanter,  left  distal  femoral,  proximal 
tibial  and  fibular  metaphysis;  right  proximal  tibial 
epiphysis  and  right  proximal  and  distal  tibial  and 
fibular  metaphyses.  Eventually  there  was  also  mark- 
ed involvement  of  the  right  distal  femoral  epiphysis 
from  local  extension. 


individuals  who  have  been  e.xposed  to  radium.  It 
has  also  been  well  documented  that  osteosarcomas 
metastasize  to  bone.  However,  the  widespread  na- 
ture which  is  manifested  in  this  and  other  cases 
certainly  makes  the  possibility  of  a multicentric 
origin  plausible.*'^ 

Usually  the  patients  with  this  disea.se  are  be- 
tween 5 and  17  years  of  age.  The  radiographic 
findings  are  usually  those  of  sclerotic  lesions  which, 
on  histologic  examination,  show  an  increased  num- 
ber of  osteoblasts  along  with  multiple  bizarre 
nuclei  and  tumor  osteoid  and  bone  formation.'* 
Epiphyseal  as  well  as  metaphyseal  areas  of  bone 
have  been  involved,  and  the  expected  life  span  in 
most  of  these  patients  is  approximately  six  months. 
It  is  important  at  least  to  be  aware  of  the  possi- 


Fig.  3.  Osteoblastic  metastases  involving  distal 
right  tibia  and  fibula. 
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Fig.  4.  Osteoblastic  metastases  involving  left  distal 
femur  and  proximal  tibia. 


bility  of  multiple  bone  inv'olvement  by  osteosar- 
coma. At  the  time  of  biopsy,  a long-bone  skeletal 
roentgenologic  survey  should  be  performed  in 
order  to  rule  out  other  possible  lesions,  thereby 
preventing  unnecessary  radiation  if  multifocal  areas 
are  demonstrated. 

Sununary 

A 10-year-old  girl  with  pathologically  proven 
osteosarcoma  of  the  right  distal  femur  subsequently 
was  shown  to  have  multijtle  sclerotic  osseous 
lesions.  A long-bone  roentgenologic  survey  should 
be  performed  in  cases  of  osteosarcoma  in  order  to 


exclude  multifocal  involvement  in  which  radiation 
therapy  would  not  be  of  value. 
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Discussion  of  E.N.T.  Case  of  the  Month 

(continued  from  p.  829) 


These  lesions  have  a characteristic  appear- 
ance of  squamous  papillomas,  a benign  exophytic 
lesion  commonly  seen  in  the  upper  respiratory 
tract.  Histologic  examination  of  these  growths  will 
reveal  a thick,  well-differentiated  epithelium  with 
an  underlying  fibrous  stoma. 


Squamous  papillomas  may  be  effectively 
treated  by  simple  excision,  with  cauterization  of 
the  base  of  the  lesion  using  silver  nitrate,  phenol, 
or  an  electric  spark. 

Although  these  lesions  have  a typical  clinical 
appearance,  the  excised  tissue  should  always  be 
sent  for  histologic  evaluation. 
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Anaplastic  Lung  Cancer  with  Metastases 

Case  Report  of  a 15-Year  Survival 


Leonard  B.  Greentree^  M.D. 
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COMPUTERIZED  data  evaluation  of 
spontaneous  regression  of  cancer  in  224 
patients  reported  upon  in  the  medical  literature 
concludes  that  an  infection  superimposed  on  a neo- 
plasm may  be  related  to  the  spontaneous  regres- 
sion of  cancer;  that  infection  can  possibly  enhance 
the  host’s  natural  resistance  against  cancer!^  The 
following  case  report  of  a 74-year-old  patient, 
living  and  well  15  years  after  a preoperative  in- 
fection and  postoperative  empyema  following  lung 
resection  for  metastatic,  anaplastic,  bronchogenic 
carcinoma,  supports  this  conclusion. 

Case  Report 

A 59-year-old  white  farmer  was  admitted  to  The 
Ohio  State  University  Hospitals  on  November  11,  1957. 
His  chief  complaints  were  a persistent  cough  of  several 
months  duration,  progressive  weakness,  and  a weight 
loss  of  5.4  kg  (12  lb).  The  cough  had  increased  in  sever- 
ity with  moderate  sputum  production.  Hemoptysis  had 
occurred  only  once.  Three  weeks  prior  to  this  admis- 
sion, he  developed  a chill,  fever,  and  “flu”  symptoms. 
These  subsided  except  for  the  persisting  cough.  Chest 
films  of  this  well-developed,  well-nourished,  anxious 
patient  showed  a large,  well-delineated  mass  in  the 
posterior  segment  of  the  upper  lobe  of  the  right  lung 
extending  into  the  hilum.  Preoperative  bronchoscopy  on 
November  14,  1957  showed  no  gross  evidence  of  a 
tumor,  but  bronchial  aspirations  were  reported  to  con- 
tain nests  of  malignant  cells.  Right  pneumonectomy  and 
mediastinal  lymphadenectomy  was  performed  on  No- 
vember 18,  1957.  Examination  of  the  chest  at  surgery 
showed  a large  cystic  tumor  occupying  a large  portion 
of  the  right  upper  lobe  of  the  lung  with  metastatic  lymph 
nodes  in  the  hilar  structures.  It  was  not  possible  to  do 
a right  upper  lobectomy  because  the  neoplasm  had 
extended  into  the  lower  lobe.  The  pathologist  reported 
a poorly  differentiated,  squamous-cell  carcinoma  of  the 
bronchus  with  extensive  spread  of  the  neoplasm  through 
the  bronchial  wall  into  the  lung  parenchyma.  (See 
figure.)  Extensive  necrosis  of  the  tumor  mass  was  noted 
along  with  metastatic  involvement  of  a parabronchial 
lymph  node.  This  patient  was  included  in  the  U.S. 
Public  Health  Service  Study  of  adjuvant  chemotherapy 
and  received  6 mg  nitrogen  mustard  intrapleurally  at 
the  time  of  the  operation,  6 mg  intravenously  on  the 
day  of  the  operation,  and  also  on  the  first  two  post- 
operative days  for  a total  of  24  mg  of  nitrogen  mustard. 
He  was  discharged  from  the  hospital  on  November  27, 
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1957.  Discharge  diagnosis  was  poorly  differentiated 
bronchogenic  carcinoma  of  the  right  lung  with  lymph 
node  metastasis.  Discharge  prognosis  was  guarded  be- 
cause of  the  metastasis  to  the  lymph  nodes. 

This  patient  was  readmitted  to  University  Hospital 
one  month  later  for  an  oleothorax  which  was  being  done 
at  that  time  to  fill  up  the  post-pneumonectomy  space; 
1200  cc  of  sterile  olive  oil  was  injected  into  the  right 
pleural  cavity.  He  was  discharged  two  days  later  with 
no  problems  being  encountered.  He  was  readmitted 
three  days  later  as  an  emergency.  He  was  found  to  have 
an  infected  oleothorax  with  a spiking  temperature  of 
38. 9C  to  39. 4C.  The  pleural  space  was  drained  of  the 
infected  olive  oil.  Culture  of  this  fluid  yielded 
gram-positive  cocci  and  staphylococcus  aureus  sensitive  to 
penicillin,  erythromycin,  and  chloramphenicol.  Treat- 
ment consisted  of  intrapleural  injections  of  penicillin, 
intrapleural  irrigations  with  Chlorpactin  solutions,  and 
parenteral  penicillin  and  streptomycin.  The  patient  was 
discharged  from  the  hospital  2 1 days  later  greatly  im- 
proved. He  went  home  to  his  rocking  chair  on  the  farm 
expecting  to  die.  He  did  not.  About  a year  later,  he 
was  treated  with  electroshock  therapy  for  a psychotic 
depression  reaction.  He  recovered  from  this  too.  After 
sitting  at  home  for  about  five  years,  he  finally  decided 
he  was  cured  and  went  back  to  work.  .\  letter  received 
from  him  in  February  1972  states  that  his  general  health 
is  good  and  that  he  is  working  everyday  and  has  been 
doing  so  for  the  past  nine  years.  One  year  later,  a 
neighbor  reports  that  this  patient,  now  74  years  of  age, 
is  living  and  well  15  years  after  being  treated  for  a 
metastatic,  anaplastic,  bronchogenic  carcinoma  com- 
plicated by  a postoperative  empyema. 

Discussion 

This  case  report  of  a prolonged  survival  from 
lung  cancer  after  pneumonectomy,  which  was 
complicated  both  by  a preoperative  infection  and 
postoperative  empyema  brings  to  mind  the  first 
successful  pneumonectomy  for  cancer  of  the  lung.^ 
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rhis  was  performed  by  Dr.  Evarts  A.  Graham 
nearly  40  years  ago.  The  patient,  a physician,  suf- 
fered repeated  attacks  of  cougli  and  fever  for  a 
period  of  seven  months  prior  to  surgery.  The  pa- 
tient recovered  and  sur\  i\  ed  over  30  years  after  a 
stormy  postoperative  course  complicated  by 
empyema.  In  review  of  this  case  report  of  a 74- 
year-old  patient,  living  and  well  15  years  after  a 
preoperative  cough  and  fever  and  postoperative 
empyema  followiirg  a pneumonectomy  for  a 
metastatic,  poorly  differentiated,  lung  cancer, 
several  salient  features  cart  be  discussed. 

Patients  with  neoplasms  such  as  this  one, 
despite  surgery,  chemotherapy,  or  radiation,  usual- 
ly live  no  longer  tharr  one  year,  seldom  over  several 
years.  ^Vhile  there  are  statistical  reports  which  for 
the  most  part  indicate  that  postoperative  empyema 
enhances  the  host’s  natural  resistance  to  broncho- 
genic carcinoma,  this  case  report  offers  a reason- 
able clue  as  to  why  the  prolonged  survival  did 
occur.  Postoperative  empyema  complicating  192 
lung  resections  for  bronchogenic  carcinoma  at  the 
Roswell  Park  Memorial  Institute  resulted  in  a 54 
percent  five-year  survival  rate  as  against  only  a 27 
percent  rate  in  the  noninfected  cases,  a 100  percent 
increase!^  Impressive  too  are  the  results  reported 
by  Ruckdeschel  and  his  co-workers."*  In  their  study, 
postoperative  empyema  complicating  489  surgically 
resected  lung  cancers  resulted  in  a 50  percent 
five-year  survival  rate  as  against  only  18  percent 
in  the  noninfected  cases.  Sensenig^  reports  an  even 
higher  five-year  survival  rate  of  57  percent  in 
patients  having  surgically  resected  lung  cancers 
and  who  suffered  a postoperative  empyema. 
LeRoux’s  results  were  still  higher,  66  percent.  Con- 
trariwise, the  Thoracic  Surgical  Service  at  the 
Memorial  HospitaP  failed  to  reveal  any  increase 
in  their  five-year  survival  rate  when  postoperative 
empyema  complicated  surgery  for  bronchogenic 
cancer,  it  being  only  13  percent.  They  did,  how- 
ever, attach  statistical  significance  to  the  increased 
incidence  of  staphylococcal  and  hemolytic  strepto- 
coccal infections  in  their  long-term  survivors.  They 
believe  these  organisms  may  possibly  be  related  to 
enhanced  host  resistance  factors. 

Interesting  too,  though  not  on  lung  cancer,  is 
the  impact  of  postoperative  infection  on  colon 
and  rectal  carcinoma.  Postoperative  peritonitis 
complicating  bowel  surgery  on  2009  patients  with 
colon  and  rectal  surger)'  at  the  University  of  Iowa 
Hospital  resulted  in  a 55  percent  five-year  surv'ival 
rate  as  against  only  a 39  percent  survival  rate  in 
the  noninfected  cases.  This  comparison  rate  be- 
comes even  more  impressive  when  it  is  noted  that 
almost  one  half  of  the  patients  with  peritonitis 
died  in  the  hospital  after  surgery.® 

The  host’s  anamnestic  immune  response  to  an 
infectious  agent  may  well  be  the  clue  to  cancer 
remission  in  this  case.  It  is  reasonable  to  conjecture 
that  this  patient’s  attack  of  chills,  fever,  and  “flu” 


Poorly  differentiated  squamous  cell  carcinoma, 
bronchus,  with  extensive  spread  through  bronchial 
wall. 


symptoms,  which  appeared  about  three  weeks  prior 
to  his  first  hospital  admission  for  lung  surgery  and 
chemotherapy  followed  by  postoperative  empyema, 
may  be  the  prime  reason  contributing  to  this 
15-year  cancer  remission.  If  we  do  not  as  yet  fully 
understand  the  nature  of  cancer,  we  can  formulate 
a working  hypothesis  that  the  presence  of  an  in- 
fection immediately  prior  to  and  during  conven- 
tional cancer  therapy  improves  the  chances  for 
prolonged  cancer  remission. 

Despite  abundant  experimental  evidence  ac- 
cumulated over  the  past  few  years,  our  under- 
standing of  the  true  nature  of  immunity  and 
cancer  is  still  highly  speculative.  The  direction  of 
research  in  immunology  and  cancer  is  now 
toward  molecular  biology  with  DNA  and  RNA 
being  the  charismatic  symbols  of  our  times.  All 
suspected  causes  of  cancer:  viral,  mutational,  or 
regulatory  failure,  now  center  on  cell  genetics  and 
on  nucleic  structure  and  function  with  the  small 
lymphocyte  of  the  reticuloendothelial  system  ap- 
pearing to  play  an  important  role  both  in  cellular 
immunity  and  in  the  body’s  natural  defenses 
against  cancer. 

Although  the  control  of  disease  is  a very  com- 
plex matter  with  many  factors  at  play,  one  cannot 
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ignore  the  impact  of  host  resistance  and  cellular 
immunity  on  cancer.  Immunology  and  cancer 
need  not  await  the  final  answer  of  molecular 
biology.  The  future  emphasis  on  enhancing  the 
host’s  natural  resistance  to  cancer  by  nonspecific 
stimulation  of  the  reticuloendothelial  system  may 
prove  to  be  a far  more  promising  approach  to 
preventing  and  curing  cancer  than  the  present 
methods  of  treating  this  disease.  Surgery  alone  is 
successful  only  for  localized  tumors.  Radiation  is 
lethal  to  both  normal  and  neoplastic  cells.  Cancer 
chemotherapy  as  used  today  is  not  specific  enough 
to  kill  only  malignant  cells,  and  even  this  is 
powerless  against  the  survival  of  a drug-resistant 
mutant.  Unfortunately,  too,  these  chemothera- 
peutic agents  are  immunosuppressive.  They  para- 
lyze the  host’s  resistance.  When  they  reduce  the 
cancer  to  what  ought  to  be  manageable  size,  the 
patient’s  defenses  are  no  longer  able  to  cope  with 
it.  For  these  obvious  reasons,  the  need  for  methods 
to  stimulate  and  reinforce  the  host’s  immune  de- 
fenses against  cancer  becomes  urgent.  Obviously, 
owing  to  the  danger,  one  cannot  consider  doing  a 
clinical  trial  of  induced  empyema  with  resectable 
lung  cancer.  Since  statistical  significance  has  been 
attached  to  the  increased  incidence  of  staphylo- 
coccal and  streptococcal  infections  in  the  long- 
term survivors  of  lung  cancer,  the  use  of 
attenuated  live  vaccines  made  from  these  bacteria 
may  prove  to  be  an  important  nonto.xic  method 
of  boosting  the  host’s  natural  defenses  against 
cancer.  Interestingly  enough,  staphylococcal  and 
hemolytic  streptococcal  bacteria  were  isolated  from 
nasal  and  throat  swabs  taken  from  this  patient  on 
March  1,  1973. 

If  this  hypothesis  is  correct,  attenuated  live 
staphylococcal  and  hemolytic  streptococcal  bac- 
terial vaccines  can  be  a valuable,  safe  adjunct  to 
cancer  surgery,  radiation,  and  chemotherapy.  In 
these  vaccines,  the  bacteria  are  still  living  orga- 
nisms, but  with  their  infectivity  and  toxicity  re- 
duced to  completely  safe  levels  by  passaging  them 
from  one  animal  to  another  or  from  one  culture 
to  another  for  many  generations.  Vaccine  is  given 
to  the  patient  prior  to  and  during  cancer  therapy 
and  then  at  prescribed  intervals  to  maintain  an 
increased,  sustained  resistance  against  cancer. 

It  was  Duran-Reynals^  who  stated:  “Cancer 
control  will  be  achieved  by  immunological  meth- 
ods. Cynics  may  delay  the  day — but  sooner  or 
later,  we  shall  prevent  cancer  with  vaccines,  and 


cure  them  with  vaccines,  antisera,  and  other  mea- 
sures which  strengthen  natural  resistance.” 

Summary 

A patient  with  a poorly  differentiated 
bronchogenic  carcinoma  wdth  hilar  lymph  node 
metastases  is  presented  as  a case  report.  It  is  con- 
jectured that  a preoperative  infection  followed  by 
a postoperative  empyema  with  its  anamnestic 
immune  reaction  played  a role  in  the  prolonged 
sur\dval  in  this  patient;  that  it  may  be  a prime 
reason  why  this  patient  is  living  and  well  15  years 
after  a lung  resection  and  chemotherapy  for  lung 
cancer.  Since  one  cannot  consider  doing  a clinical 
trial  of  induced  preoperative  infection  and  post- 
operative empyema,  and  since  statistical  signifi- 
cance is  attached  to  the  presence  of  staphylococcal 
and  hemolytic  streptococcal  bacteria  in  this  patient 
and  other  long-term  survivors  of  bronchogenic 
carcinoma,  the  preoperative  and  postoperative  use 
of  attenuated  live  staphylococcal  and  streptococcal 
bacterial  vaccines  may  prove  to  be  a safe,  valuable 
adjunct  to  cancer  surgery,  radiation,  and  chemo- 
therapy in  prolonging  cancer  survival. 

Acknowledgment:  The  author  appreciates  the  assistance 
of  the  personnel  in  the  Department  of  Pathology, 
The  Ohio  State  University  Hospitals. 
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Azotemia 

Leonard  B.  Berman,  M.D.* 


HE  FAMILIAR  WORD  “AZOTEMIA”  re- 
fers to  an  accumulation  of  nonprotein  in  the 
blood,  the  major  forms  of  which  are  urea  and 
creatinine.  The  ph}‘siologic  differences  between 
these  two  are  significant  and  we  can  take  advan- 
tage of  this  by  measuring  the  concentration  of 
both.  The  key  fact  is  that  creatinine  is  formed  in 
constant  amounts  from  skeletal  muscle  metabolism 
and  is  excreted  almost  entirely  by  glomerular  fil- 
tration. Urea,  on  the  other  hand,  is  made  in  the 
liver  in  proportion  to  the  amount  of  protein  being 
catabolized.  Its  excretion  by  the  kidney  is  a com- 
])osite  of  glomerular  filtration  rate,  tubular  re- 
absorjition,  and  urine  flow. 

.‘\merican  usage  dictates  that  blood  urea  be 
expre.ssed  as  blood  urea  nitrogen  fBUN).  The 
concentration  of  the  latter  in  normal  blood  is  about 
10  mg  per  100  ml.  The  normal  creatinine  concen- 


tration 

is  1 mg  per 

100  ml.  Therefore 

xve  begin 

xvith  a 

normal  ratio  of  ten  to  one.  It  is 

from  this 

ratio  that  xve  may  appreciate  certain  clinical  prob- 

lems.  Imagine  three 

patients  xvith  the 

folloxving 

xalues 

indicated : 

BUN 

Creatinine 

BUN 

Patient 

mg/ 100  ml 

mg! 100  ml 

Creatinine 

100 

10 

10 

B 

100 

2 

50 

C 

50 

10 

5 

Interpretation:  Patient  A has  a creatinine 
oi  10  mg  per  100  ml  and,  therefore,  has  renal 
failure  which  may  be  acute  or  chronic.  The 
BUN  is  proportionally  elevated  to  100  mg  per 
100  ml,  suggesting  no  added  abnormalities  of 
urea  production.  Patient  B,  on  the  other  hand, 
has  a veiy  different  set  of  findings.  The 


*Dr.  Berman  is  Chief  of  the  Department  of 
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creatinine  of  2 mg  per  100  ml  indicates  a 
mild  impairment  of  renal  function.  The  BUN 
of  100  with  a ratio  of  50  suggests  a large  increase 
in  protein  catabolism.  The  most  common,  but  not 
the  only,  cause  for  this  is  gastrointestinal  bleed- 
ing. One  litre  of  whole  blood  contains  nearly  200 
grams  of  protein.  This  kind  of  load  suddenly  ex- 
posed to  digestixe  enzymes  produces  a large 
amount  of  urea.  The  slight  impairment  of  filtra- 
tion rate  (which  is  a consequence  of  gastrointesti- 
nal bleeding  1 impairs  the  ability  of  the  kidneys  to 
excrete  the  urea  load  with  the  resulting  chemistries 
as  shown.  The  situation  of  patient  C is  different. 
The  creatinine  of  10  again  indicates  renal  failure. 
The  failure  of  BUN  to  rise  proportionately,  indi- 
cates one  of  two  possibilities.  First,  there  has  been 
remox  al  of  urea  by  dialysis  treatment.  The  alterna- 
tive explanation  is  that  the  protein  catabolism  has 
been  decreased,  eg,  by  a special  diet  used  in  renal 
failure.  These  diets  are  often  xery  loxv  in  protein 
content.  The  failure  of  the  lixer  to  make  urea  is 
an  extremely  rare  exent  and  may  be  ignored. 

Other  examples  of  an  abnormal  ratio  are 
found  in  clinical  practice.  The  use  of  tetracycline 
is  an  illustration  of  a drug  xvhich  increases  protein 
catabolism.  In  the  presence  of  normal  renal  func- 
tion, the  increased  urea  may  be  excreted  by  the 
kidneys  xvithout  noticeable  elex-ation  of  the  BUN. 
Tetracycline  in  the  presence  of  impaired  renal 
function  may  produce  a set  of  numbers  resembling 
those  of  patient  B.  Urea  production  by  the  lixer 
goes  on  unimpaired  exen  in  the  presence  of  lix'er 
disease  such  as  cirrhosis  or  hepatitis.  Therefore,  a 
patient  xvith  both  liver  and  kidney  failure  generally 
has  the  chemistries  depicted  in  patient  A. 

It  is  clear  from  the  foregoing  examples  that 
the  clinician  may  better  interpret  clinical  ex'ents 
by  the  simultaneous  use  of  BUN  and  creatinine. 
In  these  days  of  automated  blood  chemistries,  it  is 
xvorth  doing  routinely. 
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Roundup  of  Medical-Health  Legislation 
in  the  Ohio  General  Assembly 

By  David  Rader 
Legislative  News  Editor 


HE  FIRST  SESSION  of  the  110th  General 
Assembly  (1973)  was  marked  by  a lessening  of 
activity  in  the  area  of  medical  and  health  legisla- 
tion. This  is  not  necessarily  negative,  since  poor 
legislation  can  be  far  more  harmful  than  none 
at  all. 

The  House  and  Senate  are  being  led  by  dif- 
ferent parties  and  there  are  many  freshman  legis- 
lators who  are  attemjjting  to  learn  the  legislative 
process,  resulting  in  a decrease  in  total  volume  this 
year.  Altogether,  there  were  1,414  bills  introduced 
— 412  Senate  and  1,002  House.  Of  these,  only  207 
passed. 

Legislators  who  played  an  important  part  in 
health  legislation  this  year  included  Senator  Clara 
E.  Weisenborn  (R-Dayton)  who  served  as  Chair- 
man of  the  Senate  Education  and  Health  Commit- 
tee. Senator  W'eisenborn  sponsored  S.B.  206,  to 
update  state  assistances  to  TB  patients,  and  was 
instrumental  in  seeing  that  other  health  issues 
maintained  steady  progress  in  the  Senate.  She  is  to 
be  congratulated  for  hard  work  and  her  perse- 
verance. 

Members  of  the  House  who  were  invoked 
with  health  legislation  include  Representatives 
Phale  D.  Hale  (D-Columbus) , Leonard  Camera 
(D-Lorain),  and  Richard  Celeste  (D-Cleveland  i . 
Representative  Flale  sened  as  Chairman  of  the 
House  Health  and  Welfare  Committee.  Repre- 
sentative Camera  sponsored  H.B.  168,  to  require 
that  proper  emergency  medical  authorization  forms 
be  used  by  all  Ohio  public  schools. 


Representative  Celeste  sponsored  H.B.  467 
which  requires  the  Ohio  Department  of  Public 
Welfare  to  make  interim  pa\Tnents  to  Medicaid 
pro\'iders.  .\ny  Medicaid  pro\  ider  who  received 
over  $4,000  during  either  1971  or  1972  may  be 
eligible  for  a one-time  interim  payment  if  the  Wel- 
fare Department  is  currently  behind  on  that  pro- 
viders payments.  A mailing  on  this  subject  has  been 
sent  to  all  OSM.\  members  from  the  Headquarters 
Office. 

One  act  of  major  interest  to  OSM.A.  members 
is  H.B.  417,  Camera  (D-Lorain).  This  new  law 
will  require  that  all  employers  place  all  employees 
under  the  state  workmen’s  compensation  policy. 
Previously,  employers  with  two  or  less  employees 
were  exempt.  This  new  law  covers  not  only  office 
employees  but  domestic  help  as  well  (if  that  help 
is  paid  more  than  $30  per  calendar  quarter) . 
OSMA  members  should  be  careful  to  comply  with 
this  new,  broader  workmen’s  compensation  law. 

Of  primary  significance  to  physicians  is  Am. 
Sub.  S.B.  1,  Aronoff  ( R-Cincinnati) , which  re- 
duces legal  age  of  majority  from  21  to  18  years  of 
age.  Its  effective  date  is  November  21,  1973.  James 
Pohlman,  OSMA  legal  counsel,  is  analyzing  this 
new  statute  with  regard  to  its  effect  on  the 
physician-patient  relationship.  Plis  comments  will 
be  published  in  a forthcoming  issue  of  the  Ohio 
State  Medical  Journal. 

Another  bill  that  will  have  a major  effect  on 
Ohio  physicians  is  S.B.  209,  Jackson  (D-Cleve- 
land).  This  bill,  which  will  become  effective 
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December  19,  1973,  will  require  a prenatal  test 
for  gonorrhea  to  be  included  at  the  same  time  as 
the  current  prenatal  test  for  syphilis.  These  tests, 
to  be  approv'ed  by  the  Ohio  Department  of 
Health,  are  to  be  made  without  charge  by  the 
Department  if  requested  by  the  physician.  The 
tests  may  be  waived  by  the  local  health  commis- 
sioner if  it  is  contrary  to  the  patient’s  religious 
beliefs. 

Here  is  a list  of  additional  bills  that  passed 
the  General  Assembly  this  year,  together  with  the 
effective  date  of  each,  if  available  (some  of  these 
bills  had  not  yet  been  signed  into  law  by  the  Gov- 
ernor at  press  time) . 

Am.  Sub.  S.B.  52,  Cook  (R-Toledo),  increases 
unemployment  compensation  benefits. 

Am.  S.B.  72,  Stockdale  (R-Kent),  provides 
for  creation  of  Northeastern  Ohio  Universities 
College  of  Medicine.  Effective  November  23,  1973. 

Am.  S.B.  160,  Applegate  (D-Steubenville), 
establishes  hemophilia  program  in  the  Department 
of  Health. 

Am.  S.B.  176,  Jackson  (D-Cleveland),  per- 
mits sick  leave  to  be  used  for  pregnancy.  Effective 
November  22,  1973. 

Am.  S.B.  206,  Weisenbom  (R-Dayton),  re- 
quires state  financial  assistance  for  treatment  of 
tuberculosis  patients.  Effective  November  16,  1973. 

Am.  S.B.  209,  Jackson  (D-Cleveland),  pro- 
vides standard  prenatal  testing  for  gonorrhea. 
Effective  December  19,  1973. 

Am.  S.B.  218,  Secrest  ( D-Camb ridge ) , changes 
the  official  designation  of  Civil  Defense  Section  of 
the  Adjutant  General’s  Department  of  Disaster 
Services  Agency. 

Sub.  S.B.  282,  Valiquette  (D-Toledo),  creates 
the  Ohio  State  Cancer  Agency.  Effective  Novem- 
ber 21,  1973. 

Am.  S.B.  322,  Calabrese  (D-Cleveland),  re- 
vises law  licensing  nursing  home  administration. 

Am.  S.B.  363,  Aronoff  (R-Cincinnati),  per- 
mits reimbursement  under  insurance  policies  for 
dental  work. 

H.B.  3,  Baumann  (D-Golumbus),  exempts 
ostomy  appliances  and  accessories  from  sales  tax. 
Effective  November  21,  1973. 

Am.  Sub.  H.B.  86,  Shoemaker  (D-Bourne- 
ville),  makes  appropriation  for  the  biennium.  Ef- 
fective June  29,  1973.  (Three  items  vetoed). 

Am.  Sub.  H.B.  168,  Camera  (D-Lorain),  re- 
quires school  districts  to  distribute  and  file  emer- 
gency medical  authorization  forms.  Effective  Au- 
gust 22,  1973. 

Am.  Sub.  H.B.  243,  Lehman  (D-Cleveland), 
invalidates  use  of  cognovit  note.  Effective  Novem- 
ber 20,  1973. 


Am.  Sub.  H.B.  341,  Gelebrezze  (D-Cleve- 
land), certifies  school  nurses  and  permits  them  to 
perform  additional  duties  and  services.  Effective 
November  21,  1973. 

Am.  Sub.  H.B.  384,  Mallory  (D-Cincinnati), 
creates  a Department  of  Affairs  of  the  Elderly. 
Effective  November  23,  1973. 

Am.  Sub.  H.B.  417,  Camera  (D-Lorain),  in- 
creases workmen’s  compensation  benefits.  Effective 
November  16,  1973.  (Certain  provisions  effective 
January  1,  1974;  other  provisions  effective  July 
1,  1974). 

Am.  Sub.  H.B.  467,  Celeste  (D-Cleveland), 
authorizes  emergency  interim  payments  to  pro- 
viders of  health  care  to  the  indigent.  Effective 
August  22,  1973. 

Am.  Sub.  H.B.  586,  Lehman  (D-Cleveland), 
requires  medical  insurance  coverage  for  psycho- 
logical treatment.  Effective  November  22,  1973. 

Bills  that  did  not  pass  this  session  but  that 
will  be  held  over  until  the  1974  session  include  the 
following: 

S.B.  212,  Ocasek  (D-Akron),  establishes  a 
separate  chiropractic  licensing  board.  This  has 
been  strongly  opposed  by  the  OSMA. 

S.B.  149,  Jackson  (D-Cleveland),  requires  the 
state  to  contract  with  a fiscal  intermediary  to  ad- 
minister the  Medicaid  program. 

S.B.  378,  Weisenbom  (R-Dayton),  requires 
an  ophthalmologist  to  certify  an  eye  examination 
prior  for  contact  lenses. 

H.B.  34,  Fiocca  (D-Akron),  requires  a pre- 
marital rubella  test. 

H.B.  202,  Bowers  (D-Steubenville),  requires 
use  of  auto  safety  belts. 

H.B.  397,  Kopp  (D-Columbus),  licenses  im- 
munohematologists. 

H.B.  410,  J.  Sweeney  (D-Cleveland),  places 
a lay  person  on  each  state  licensing  board. 

H.B.  420,  Mastics  (R-Cleveland),  omnibus 
dmg  abuse  law. 

H.B.  474,  Hale  (D-Columbus),  requires  De- 
partments of  Family  Practice  and  Family  Practice 
residency  programs  in  state  supported  medical 
schools. 

H.B.  790,  Netzley  (R-Laura),  registers  physi- 
cians assistants. 

H.B.  825,  Speck  (R-New  Concord),  estab- 
lishes a medical  school  loan  commission. 

H.B.  827,  Bowers  (D-Steubenville),  redefines 
limited  branches  of  medicine. 

H.B.  846,  Batchelder  (R-Medina),  protect 
medical  diagnosis  from  being  held  as  fraud. 

H.B.  943,  Wittenberg  (D-Toledo),  to  require 
nursing  home  improvements. 

H.B.  989,  Wilkowski  (D-Toledo),  establishes 
new  abortion  procedures. 
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B--RB 


National  and  Local 

Broadcast  Series 

Will  Feature  ‘Prevention’ 

November  19  marks  the  premiere  of  an  im- 
portant series  of  fi\e  one-a-month  television  pro- 
grams to  be  presented  on  Public  Broadcasting 
stations  across  the  country  e\ery  fourth  Monday 
evening.  Subjects  of  the  .series  are:  Heart  Disease 
(Nov.  19)  ; Inborn  Genetic  Defects  (Dec.  17)  ; 
Pulmonary  Disease  (Jan.  14);  Trauma  (Feb.  11)  ; 
and  Cancer  ( March  11). 

Designed  to  inform  the  public  about  methods 
of  j)re\ention,  early  detection  and  treatment  of 
the  five  medical  conditions  that  account  for  three 
out  of  four  deaths  in  the  United  States,  it  is  also 
jDlanned  as  a springboard  for  community  action. 
Many  of  the  PBS  stations  will  schedule  additional 
local  programming  (to  coordinate  with  the  na- 
tional presentation)  by  featuring  local  medical 
leaders  and  community  follow-up  activities. 

Cosponsoring  the  series  are  numerous  medical, 


health  education,  labor,  public  service,  fraternal 
and  other  t)pes  of  organizations  including  the 
American  Medical  Association. 

Among  Public  Broadcasting  Service  stations 
in  Ohio  participating  in  the  series  are  the  follow- 
ing: ^VOUB,  Channel  20,  Athens;  WOET,  Ch. 
45,  Dayton;  WBGU,  Ch.  70,  Bowling  Green; 
WCET,  Ch.  48,  Cincinnati;  WA'IZ,  Ch.  25,  Cleve- 
land; \VOSU,  Ch.  34,  Columbus;  WGSF,  Ch.  31, 
Newark;  \VMUB,  Ch.  14,  O.xford;  and  WGTE, 
Ch.  30,  Toledo. 


Dr.  F.  J.  L.  Blasingame,  has  joined  the 
Chicago-based  firm  of  Systema,  Incorporated,  as 
director  of  medical  affairs.  The  company  spe- 
cializes in  performance  learning  systems  for  a wide 
range  of  clients  in  general  industry,  as  well  as  in 
the  health  field.  Dr.  Blasingame’s  responsibilities 
will  include  consulting  services  to  the  health  care 
industry.  For  1 1 years  he  was  executive  vice- 
jjresident  of  the  American  Medical  Association, 
and  in  recent  years  j^ublished  a newsletter  entitled 
“Medical  News  Report.” 
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daily  adjusted  to  the  individual  patient. 

WARNING:  Overdosage  may  cause  muscle  tremor  and  con- 
vulsions. 

CONTRAINDICATIONS:  Epilepsy  or  low  convulsive  threshold. 
CAUTION:  Federal  law  prohibits  dispensing  without  prescrip- 
tion. Keep  out  of  reach  of  children. 

Write  for  literature  and  samples  . . . 

(BRolVJJfcTuc  brown  pharmaceutical  CO. 

2500  W.  6th  St.,  Los  Angeles,  Calif.  90057 

'AVaiUSLE  ON  REBUEST:  Ronald  I.  Goldberg,  M.D.  & Franklin  I.  Shuman,  M.D 
Double*blind  study  on  the  treatment  of  mentally  confused  patients.  Reprinted 
from  the  Journal  of  the  American  Geriatrics  Society.  Vol.  XII.  No.  6.  June  1964 
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Without, 

equal 


Without  the  CIBA  COLLECTION  OF  MEDICAL 
ILLUSTRATIONS  your  reference  library  is  incomplete 

Because  the  CIBA  COLLECTION  contains 
1,584  definitive  illustrations  by 
Frank  H.  Netter,  M.D. 

Because  the  CIBA  COLLECTION 
systematically  portrays  human  anatomy, 
pathophysiology,  and  clinical  medicine 

Because  the  CIBA  COLLECTION 
utilizes  a highly  visual  approach  to 
make  complex  subjects  easily 
understood  and  readily  committed 
to  memory 

Isn’t  it  time  you  completed 
your  reference  library? 


Order  your  set  of  the  CIBA  COLLECTION  now  and 
show  you  another  side  of  Dr.  Netter's  art. 

To  commemorate  the  25th 
anniversary  of  the  COLLECTION'S 
publication,  well  send  you.  free, 
four  full-color.  18x24-inch. 
suitable  for-framing  reproductions 
of  nonmedical  Netter  paintings. 


/ CIBA  PHARMACEUTICAL  COMPANY 
• POST  OFnCE  BOX  1340 
NEWARK.  NEW  JERSEY  0710r 


Send  me 


- sets  of 


THE  CIBA  COLLECTION  OF  MEDICAL 
ILLUSTRATIONS  at  $160.50  each. 

Enclosed  find  my  check 
(money  order)  in  the  amount  of 

$ (Make  checks  or 

money  orders  payable  to  CIBA 
\ Summit,  N.J.  Do  Not  Send  Cash!) 
\ 

P/5139-SJG 


/Name 


/Address 


;oty 


I State 


Zip 


Tor  U.S.  residents  only. 

In  other  countries,  please  direct  inquiries 
to  the  nearest  CIBA  office. 


irritations  of 
ay  are  often 

d in  his  gut. 


The  causes 

symptoms  that  often  accompany  it  can  be  as  di-, 
verse  as  the  systemic  and  emotional  irritations 
man  is  faced  with  daily. 

Although  the  mucoid  nature  of  stools  and  the 
occurrence  of  diarrheal  episodes  coincident  with 
times  of  emotional  stress  may  be  valuable  clues 
to  the  functional  nature  of  the  disorder,  irritable 
must  often  be  diagnosed  by  exclusion, 
diagnostic  exploration  takes  time.  Discov- 
of  the  nature  of  any  emotional  problems  may 
more.  During  that  time,  Lomotil®  is  an  ideal 
for  controlling  diarrheal  symptoms. 
Lomotil  tablets  are  small,  e^sy  to  ca/ry  and 
to  take.  They  act  promptly  apd  effectively. 
Secondary  effects  are  relatively  ipfrequent  and, 
once  the  first  force  of  the  diarrhea  is  controlled, 
maintenance  is  frequently  effective  on  as  little 
as  one  fourth  of  the  initial  dosage. 

These  same  characteristics  make  Lomotil 
useful  in  controlling  the  diarrhea  associated  with 
gastroenteritis,  antibiotic  therapy  and  acute 
infections. 


A 


lyomotir 


TABLETS/LIQUID 


Each  tablet  and  each  5 ml.  of  liquid  contain: 
diphenoxylate  hydrochloride  ...  2.5  mg. 

(Warning:  May  be  habit  forming) 
atropine  sulfate 0.025  mg. 


IMPORTANT  INFORMATION:  This  is  a Sched- 
ule V substance  by  Federal  law:  diphenoxylate 
HCI  is  chemically  related  to  meperidine.  In 
case  ol  overdosage  or  individual  hypersensitiv- 
ity, reactions  similar  to  those  alter  meperidine 
or  morphine  overdosage  may  occur:  treatment 
is  similar  to  that  tor  meperidine  or  morphine 
intoxication  (prolonged  and  carelul  monitor- 
ing). Respiratory  depression  may  recur  in  spite 
of  an  initial  response  to  Nalline®  (nalorphine 
HCI)  or  may  be  evidenced  as  late  as  30  hours 
alter  ingestion.  LOMOTIL  IS  NOT  AN  INNOC- 
UOUS DRUG  AND  DOSAGE  RECOMMENDA- 
TIONS SHOULD  BE  STRICTLY  ADHERED  TO, 
ESPECIALLY  IN  CHILDREN.  THIS  MEDICA- 
TION SHOULD  BE  KEPT  OUT  OF  REACH  OF 
CHILDREN. 


Indications:  Lomotil  is  effective  as  adjunctive  ther- 
apy in  the  management  of  diarrhea. 

Contraindications:  In  children  less  than  2 years,  due 
to  the  decreased  safety  margin  in  younger  age 
groups,  and  in  patients  who  are  jaundiced  or  hyper- 
sensitive to  diphenoxylate  HCI  or  atropine. 

Warnings:  Use  with  caution  in  young  children,  be- 
cause of  variable  response,  and  with  extreme  cau- 
tion in  patients  with  cirrhosis  and  other  advanced 
hepatic  disease  or  abnormal  liver  function  tests, 
because  of  possible  hepatic  coma.  Diphenoxylate 
HCI  may  potentiate  the  action  of  barbiturates,  tran- 
quilizers and  alcohol.  In  theory,  the  concurrent  use 
with  monoamine  oxidase  inhibitors  could  precipitate 
hypertensive  crisis. 

Usage  in  pregnancy:  Weigh  the  potential  benefits 
against  possible  risks  before  using  during  preg- 
nancy, lactation  or  in  women  of  childbearing  age. 
Diphenoxylate  HCI  and  atropine  are  secreted  in  the 
breast  milk  of  nursing  mothers. 

Precautions:  Addiction  (dependency)  to  diphenoxy- 
late HCI  is  theoretically  possible  at  high  dosage.  Do 
not  exceed  recommended  dosages.  Administer  with 
caution  to  patients  receiving  addicting  drugs  or 
known  to  be  addiction  prone  or  having  a history  of 
drug  abuse.  The  subtherapeutic  amount  of  atropine  is 
added  to  discourage  deliberate  overdosage;  strictly 
observe  contraindications,  warnings  and  precautions 
for  atropine:  use  with  caution  in  children  since  signs 
of  atropinism  may  occur  even  with  the  recommended 
dosage. 

Adverse  reactions:  Atropine  effects  include  dryness 
of  skin  and  mucous  membranes,  flushing  and  urinary 
retention.  Other  side  effects  with  Lomotil  include 
nausea,  sedation,  vomiting,  swelling  of  the  gums, 
abdominal  discomfort,  respiratory  depression,  numb- 
ness of  the  extremities,  headache,  dizziness,  depres- 
sion. malaise,  drowsiness,  coma,  lethargy,  anorexia, 
restlessness,  euphoria,  pruritus,  angioneurotic 
edema,  giant  urticaria  and  paralytic  ileus. 

Dosage  and  administration:  Lomotil  Is  contraindi- 
cated in  children  less  than  2 years  old.  Use  only 
Lomotil  liquid  for  children  2 to  12  years  old.  For 
ages  2 to  5 years,  4 ml.  (2  mg.)  t.i.d.;  5 to  8 years,  4 
ml.  (2  mg.)  q.i.d.;  8 to  12  years,  4 ml.  (2  mg.)  5 
times  daily:  adults,  two  tablets  (5  mg.)  t.i.d.  to  two 
tablets  (5  mg.)  q.i.d.  or  two  regular  teaspoonfuls 
(10  ml.,  5 mg.)  q.i.d.  Maintenance  dosage  may  be  as 
low  as  one  fourth  of  the  initial  dosage.  Make  down- 
ward dosage  adjustment  as  soon  as  initial  symptoms 
are  controlled. 

Overdosage:  Keep  the  medication  out  of  the  reach 
of  children  since  accidental  overdosage  may  cause 
severe,  even  fatal,  respiratory  depression.  Signs  of 
overdosage  include  flushing,  lethargy  or  coma,  hy- 
potonic reflexes,  nystagmus,  pinpoint  pupils,  tachy- 
cardia and  respiratory  depression  which  may  occur 
12  to  30  hours  after  overdose.  Evacuate  stomach  by 
lavage,  establish  a patent  airway  and,  when  neces- 
sary, assist  respiration  mechanically.  Use  a narcotic 
antagonist  in  severe  respiratory  depression.  Obser- 
vation should  extend  over  at  least  48  hours. 

Dosage  forms:  Tablets,  2.5  mg.  of  diphenoxylate 
HCI  with  0.025  mg.  of  atropine  sulfate.  Liquid,  2.5 
mg.  of  diphenoxylate  HCI  and  0.025  mg.  of  atropine 
sulfate  per  5 ml.  A plastic  dropper  calibrated  in  in- 
crements of  Vz  ml.  (total  capacity,  2 ml.)  accom- 
panies each  2-oz.  bottle  of  Lomotil  liquid. 


takes  care  of  the  gut  issue 
in  irritable  colon 


Searle  & Co. 

San  Juan,  Puerto  Rico  00936 

Address  medical  inquiries  to: 

G.  D.  Searle  & Co.,  Medical  Department 
Box  5110,  Chicago,  Illinois  60680 
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Placidyr 

(ETHCHLORVYNOL) 

Brief  Summary 

Indications— Placldyl  (ethchlorvynol)  is  Indicated 
as  short-term  hypnotic  therapy  in  the  management 
of  insomnia. 

Contraindications— Drug  hypersensitivity  and  por- 
phyria. 

Warnings— Not  recommended  during  the  first  and 
second  trimester  of  pregnancy.  Caution  patients 
of  possible  combined  exaggerated  effects  with 
alcohol,  barbiturates,  tranquilizers  or  other  CNS 
depressants.  Exaggerated  effects  might  result  in 
blurring  of  vision,  paralysis  of  accommodation  and 
profound  hypnosis.  Caution  patients  concerning 
driving  a motor  vehicle,  operating  machinery,  or 
other  hazardous  operations  requiring  alertness  af- 
ter taking  the  drug.  ADMINISTER  WITH  CAUTION 
TO  PATIENTS  WITH  SUICIDAL  TENDENCIES  AND 
DO  NOT  PRESCRIBE  LARGE  QUANTITIES  OF  THE 
DRUG.  Adjustment  of  the  dosage  of  oral  anticoag- 
ulants might  be  necessary  when  beginning  ethchlor- 
vynol therapy,  during  therapy,  or  after  stopping 
therapy.  This  drug  is  not  recommended  for  use  in 
children.  PLACIDYL  HAS  THE  POTENTIAL  FOR 
THE  DEVELOPMENT  OF  PSYOHOLOGICAL  AND 
PHYSICAL  DEPENDENCE.  INSTANCES  OF  SE- 
VERE WITHDRAWAL  SYMPTOMS,  INCLUDING 
CONVULSIONS  AND  DELIRIUM  CLINICALLY  SIM- 
ILAR TO  THOSE  SEEN  WITH  BARBITURATES, 
HAVE  BEEN  REPORTED  IN  PATIENTS  TAKING 
REGULAR  DOSES  AS  LOW  AS  1000  MG.  PER  DAY 
OVER  A PERIOD  OF  TIME  WHEN  THE  DRUG  WAS 
SUDDENLY  DISCONTINUED.  PROLONGED  AD- 
MINISTRATION OF  THE  DRUG  IS  NOT  RECOM- 
MENDED. Addiction-prone  patients  or  those  who 
are  likely  to  increase  dosages  of  the  drug  on  their 
own  initiative  should  be  observed  for  evidence  of 
signs  or  symptoms  which  may  indicate  possible 
early  withdrawal  or  abstinence  symptoms.  Signs 
and  symptoms  associated  with  withdrawal  and  ab- 
stinence include  unusual  anxiety,  tremor,  ataxia, 
slurring  of  speech,  memory  loss,  perceptual  dis- 
tortions, irritability,  agitation  and  delirium.  Other 
less  well  defined  signs  and  symptoms,  not  neces- 
sarily due  to  withdrawal  and  abstinence,  may  in- 
clude anorexia,  nausea  or  vomiting,  weakness, 
dizziness,  sweating,  muscle  twitching  and  weight 
loss.  Abrupt  discontinuance  of  Placidyl  following 
prolonged  overdosage  may  result  in  convulsions 
and  delirium. 

Precautions— Toxic  amblyopia  has  been  reported 
with  long-term  continuous  use  of  ethchlorvynol. 
Permanent  visual  defects  have  been  observed,  al- 
though amblyopia  has  improved  after  discontinua- 
tion of  the  drug.  Drug  dosage  should  be  limited 
for  elderly  and  debilitated  patients  to  the  smallest 
effective  amount.  If  pain  is  present,  this  drug 
should  only  be  given  if  insomnia  persists  after 
pain  is  controlled  with  analgesics.  Caution  is  ad- 
vised in  prescribing  the  drug  for  patients  who  are 
being  treated  with  either  MAO  inhibitors  or  anti- 
depressants. Transient  delirium  has  been  reported 
with  the  combination  of  Placidyl  and  amitryptyline. 
Drug  dosage  should  be  reduced  if  prescribed  for 
patients  receiving  MAO  inhibitors  or  antidepres- 
sants. Caution  should  be  exercised  in  patients 
with  impaired  hepatic  or  renal  function.  Patients 
who  respond  unpredictably  to  barbiturates  or  alco- 
hol, or  who  exhibit  excitement  and  release  of  inhi- 
bition in  association  with  such  agents,  may  also 
react  in  this  way  to  Placidyl.  Rarely,  patients  may 
exhibit  symptoms  suggestive  of  an  unusual  sus- 
ceptibility to  the  drug;  such  as  prolonged  hypnosis, 
profound  muscular  weakness,  excitement,  hysteria, 
or  syncope  without  marked  hypotension.  Transient 
giddiness  or  ataxia  may  occur. 

Adverse  Reactions— Hypotension,  nausea  or  vom- 
iting, gastric  upset,  aftertaste,  blurring  of  vision, 
dizziness,  facial  numbness,  and  allergic  reaction 
typified  by  urticaria  have  been  reported  following 
Placidyl  administration.  Mild  "hangover"  and  symp- 
toms of  mild  excitation  have  occurred  in  some 
patients.  There  have  been  rare  reports  of  cholestatic 
jaundice  occurring  in  patients  taking  ethchlorvynol. 
A few  cases  of  thrombocytopenia  have  been  re- 
ported in  patients  receiving  ethchlorvynol.  305432 


Give  us  her  nights. 

Prescribe  Placidyl.  Chances  are,  we’ll  give  her  a 
good  night’s  sleep. 

Insomnia  is  often  suffered  by  the  elderly.  Anxiety 
and  agitation  might  be  the  cause.  Or  the  effect. 

In  time  that  can  be  determined.  But  tonight  one  fact 
is  painfully  clear:  she  needs  sleep. 

When  sleep  is  synonymous  with  therapy, 
remember . . . Placidyl  is  synonymous  with  sleep. 

It  has  been  for  over  17  years. 

If  time  is  the  criterion  to  inspire  your  confidence  . . . 
you  can  rest  assured  with  Placidyl. 

Prescribed  by  physicians  for  over  1 7 years. 

Placidyl®  © 

(ETHCHLORVYNOL  CAPSULES,  500  or  750  mg.) 


Outstanding  Exhibits  Recognized  at 
1973  OSMA  Annual  Meeting 


tIE  OHIO  STATE  Medical  Association  An- 
nual Meeting  held  in  Columbus,  May  6-9, 
1973  included  among  its  features  Scientific,  Health 
Education,  and  Technical  Exhibits. 

A judging  committee  selected  several  exhibits 
as  outstanding  and  the  sponsors  were  jjresented 
certificates  of  recognition  as  well  as  permanent 
type  plaques  to  be  displayed  in  their  respective 
booths  and  kept  as  permanent  mementos. 

.X  summary  of  exhibits  selected  as  outstand- 
ing appeared  in  the  July  issue  of  The  Journal. 
More  details  on  some  of  these  exhibits  was  jmb- 
lished  in  the  September  and  October  numbers. 
Here  is  additional  information  on  some  of  the  out- 
standing presentations. 

Exhibit  on  Therapy  in 
Appendicitis  Is  Honored 

Honorable  Mention  in  the  Field  of  Original 
Investigation  was  given  to  the  exhibit  entitled 
“Selection  of  Initial  Antibiotic  Therapy  in  Ap- 
jjendicitis  with  Rupture  or  Abscess,”  sponsored  by 
the  following  physicians,  all  associated  with  the 
staff  of  Miami  Valley  Hospital  Dayton : Sidney 
Miller,  M.D.,  Rudolf  Hofmann,  M.D.,  Frederick 
A.  Hillis,  M.D.,  and  Robert  K.  Finley,  M.l). 

The  material  presented  in  the  exhibit  was 
described  as  follows; 

In  appendicitis  with  rupture  or  abscess,  the 
selection  of  an  antibiotic  regimen  for  initial  thera- 
py must  usually  be  made  without  benefit  of  culture 
and  antibiotic  susceptibility  data.  It  commonly 
consists  of  multiple  antibiotics  (often  two  or  more) 
whose  combined  spectra  seem  likely  to  be  effective 
against  the  potential  pathogen  (s).  However,  in 
many  cases  the  choice  includes  at  least  one  anti- 
biotic of  possible  serious  toxicity. 

This  report  presented  data  from  a retrospec- 
tive study  of  100  patients  which  suggest  a more 
rational  basis  for  selection  of  initial  antibiotic 
therapy. 

From  these  observations  a regimen  consisting 
of  a class  of  broad-spectrum  antibiotics  of  relative- 
ly low  toxicity  was  devised  and  evaluated  in  a 
prospective  study  of  30  patients.  In  the  prospective 
study,  80  percent  had  a satisfactory  response  to  a 


regimen  of  cephalothin  and  cephaloridine.  The 
average  hospital  stay  was  1 1 .9  days. 

The  data  of  both  studies  indicate  that  the 
use  of  multiple  unrelated  antibiotics  offers  no  ad- 
\antage  o\er  the  single  antibiotic  regimen. 

Trigeminal  Neuralgia 
Exhibit  Honored 

d’he  exhibit  entitled  “Trigeminal  Neuralgia — 
A New  Apjjroach  to  Surgical  Treatment,”  was 
designated  by  the  judging  committee  to  receive 
Honorable  Mention  in  the  Field  of  Original  In- 
vestigation. Sponsors  were  John  M.  Tew,  Jr., 
M.D.,  and  Frank  FI.  Mayfield,  M.D.,  of  the  De- 
partments of  Neurosurgery,  Good  Samaritan  and 
The  Christ  Hospitals,  Cincinnati. 

The  sponsors  have  described  the  procedure, 
called  “Percutaneous  Electrocoagulation  of  the 
Trigeminal  Ner\e,”  as  follows: 

During  the  past  five  years  a new  technique 
has  come  to  the  attention  of  medical  jjractitioners 
interested  in  the  treatment  of  trigeminal  neuralgia 
(tic  douloureaux) . This  procedure  offers  a safe 
effective  means  for  achieving  longstanding  relief 
of  this  dreaded  condition.  Although  Tegretol  and 
other  related  drugs  have  provided  a gratifying 
addition  to  our  medical  treatment,  it  has  been 
learned  that  many  patients  do  not  tolerate  these 
drugs  or  fail  to  obtain  satisfactory  relief.  It  is  the 
purpose  of  this  exhibit  to  review  the  technique, 
ph)-siological  basis,  and  results  obtained  with  this 
procedure  in  130  patients. 

The  physiological  basis  of  this  technique  lies 
in  the  premise  that  the  pain  of  trigeminal  neu- 
ralgia is  conducted  through  the  thinly  myelinated 
fibers  of  the  trigeminal  nerve.  It  is  known  that 
these  fibers  are  more  sensitive  to  heat  than  those 
larger  and  more  heavily  myelinated  fibers  of  the 
motor  root  and  sensory  nerve  conducting  touch 
reception.  Therefore,  an  insulated  needle  is  in- 
serted into  the  trigeminal  cistern  among  the  root- 
lets of  the  trigeminal  nerve;  electrical  stimulation 
]:>ermits  precise  localization  in  the  desired  area  of 
the  rootlets  responsible  for  the  painful  phenome- 
non. ^Vith  the  correct  frequency  of  stimulation  and 
intensity  we  are  frequently  able  to  precisely  repro- 
duce the  pain  experienced  during  a paroxysm  of 
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Medicine.” 


tic  douloureaux.  Armed  with  this  information  and 
anatomical  localization,  the  patient  is  briefly  anes- 
thetized with  a short-acting  barbiturate  which  is 
administered  intravenously.  Precise  control  of  such 
a current  by  temperature  monitoring  produces  a 
uniform  thermal  lesion.  The  end  result  is  anal- 
ge.sia;  that  is,  complete  loss  of  discrimination  of 
pin  jjrick  in  the  area  of  the  radiated  pain,  but 
preservation  of  touch  and  the  muscle  power  neces- 
sary for  mastication. 

In  our  experience  with  more  than  130  cases 
it  has  been  possible  to  achieve  relief  of  pain  in  100 
jjercent  of  the  individuals.  The  recurrence  rate  of 
8 to  10  percent  has  been  acceptable  since  it  is  very 
simple  to  repeat  the  coagulation  procedure.  VVe 
have  been  able  to  achieve  relief  of  pain  in  all  pa- 
tients despite  the  occasional  necessity  of  repeating 
the  coagulation  prior  to  discharge  from  the  hos- 
pital. 

The  acceptance  of  this  procedure  by  the  pa- 
tients has  been  unifoimly  good  and  the  undesirable 
side  effects  are  few  in  number.  They  consist  of  dis- 
agreeable sensory  changes  in  the  face  5 percent; 
difficulty  in  chewing  7 jTercent;  diminution  of 


sensation  of  cornea  20  percent;  and  corneal  ulcera- 
tion 2 percent;  and  temporal  diplopia  2 percent. 

In  conclusion,  we  feel  that  this  procedure 
provides  a safe  and  effective  method  for  the  relief 
of  trigeminal  neuralgia. 

Honorable  Mention  Goes 
to  Exhibit  on  Cytology 

Honorable  Mention  in  the  Teaching  Field 
was  accorded  the  exhibit  entitled  “Extragenital 
Cytology,”  sponsored  and  presented  by  the  follow- 
ing team  from  the  Department  of  Pathology,  Ohio 
State  University  College  of  Medicine,  Columbus: 
Emmerich  von  Haam,  M.D.,  KathryTi  Skitarelic, 
M.D.,  Norman  Malik,  M.D.  Mary  Snyder,  C.T. 
(ASCP,  lAC),  Susan  Chappel,  C.T.  (ASCP), 
Susan  Wilson,  C.T.  (ASCP),  and  Evelyn  Walker, 
secretary. 

The  material  presented  by  the  exhibit  has 
been  described  as  follows: 

While  cytologic  evaluation  of  vaginal  smears 
is  an  accepted  technique,  similar  evaluation  of 
material  from  extragenital  sites  is  not  generally  as 
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well  known.  The  study  of  effusions^  urine,  sputum, 
material  obtained  at  bronchoscopy,  needle  aspira- 
tions, and  GI  tract  material  are  important  in  the 
diagnostic  evaluation  of  a patient.  These  specimens 
can  be  readily  examined  by  cytologic  methods. 
Definitive  diagnoses  can  be  made  as  criteria  for 
malignancy  are  w'ell  established. 

The  exhibit  presented  grajdhcally  to  the  clini- 
cian the  diagnostic  potential  of  cytologic  study  of 
material  from  sites  other  than  the  female  genital 
tract.  'I'his  was  done  by  means  of  .3  x 7 color 
transparencies  mounted  in  back-lighted  cases.  The 
following  categories  were  included  in  the  display: 
Breast  aspirations,  urine,  oral  cavity,  gastrointesti- 
nal tract,  respiratory  tract,  and  effusions. 

In  addition  to  the  color  pictures  of  the  diag- 
nostic cytologic  material,  a brief  description  of  the 
method  for  obtaining  and  prejraring  each  type  of 
specimen  and  statistics  on  the  diagnostic  accuracy 
also  was  included. 

For  those  interested  in  a more  detailed  de- 
scription of  the  specimen  collection  procedure  a 
handout  was  available  at  the  exhibit  booth.  Any- 
one interested  in  this  handout  at  this  time  may 
obtain  one  by  writing  to  the  following  address: 
Department  of  Clinical  Cytology,  Room  734,  Ohio 
State  University  Hospital,  410  \Vest  10th  Avenue, 
Columbus,  Ohio  43210. 


Ohio  Exhibit  Wins 
AMA  High  Award 

.‘\n  Ohio  exhibit  that  won  top  honors  at  the 
1972  OSMA  Annual  Meeting  in  Cincinnati  went 
on  to  the  American  Medical  Association  in  New 
3 ork  City  this  year  and  won  top  honors  there  also. 

The  exhibit,  “Know  Your  Eyes — Anterior 
Segment  Eye  Diseases,”  was  presented  at  the  1972 
OSMA  Annual  Meeting  in  Cincinnati  and  won 
the  Cold  Award  in  the  Teaching  Field.  It  was 
sjjonsored  by  Ira  A.  Abrahamson,  Sr.,  M.D.,  Ira 
A.  Abrahamson,  Jr.,  M.D.,  and  Leonard  Jacobson, 
M.D.,  of  Cincinnati. 

At  the  AMA  Convention  in  New  York  City 
in  June,  the  exhibit  received  the  first  award  for 
the  Outstanding  Scientific  Exhibit  of  the  AMA 
meeting  by  the  American  Academy  of  Family 
Physicians,  as  well  as  receiving  the  Certificate  of 
Merit  award  for  the  best  ophthalmological  exhibit. 

4'he  Cincinnati  team  has  won  numerous 
honors  for  their  eye  exhibits  compiled  from  a whole 
library  of  case  reports  accumulated  over  a period 
ol  \ears. 


Tablets 


Androicr-25 

Android-10  Tablets  Android-5  Buccal 

Methyltestosterone  N.F.  —25, 


tlj4  treatment  of  impotence  due  to  androgenic  deficiencylrTftfe  male? 


DESCRIPTION:  MethyltOSfosteroneXis  1 7/3-Hydroxy-1 7- 
*-  MeUiylandrost-^O-3-one.  ACTIONS:  Methyltestosterone 
Is  an  oil  soluble  ar^drogenic  hormone.  INDICATIONS:  In 
the  male:  1.  Eunuchoidism  and  eunichism.  2.  Male  cll> 
macteric  symptoms  when  these  are  secondary  to  andro* 
gen  deficiency.  3.  Impotence  due  to  androgenic  deficient 
cy.  4.  Postpuberal  cryptorchtdism  with  evidence  of  hypo- 
gonadism. Cholestatic  hepatitis  with  jaundice  and  altered 
-l&ste , such  as  increased  BSP  retention  and 
rises  In  SCOT  levels,  have  been  reported  after  Methyltes* 
tosterone.  These  changes  appear  to  be  related  to  dosage 
of  the  drug.  Therefore,  in  the  presence  of  any  changes  in 
liver  function  tests,  drug  should  be  discontinued.  PRE* 
CAUTIONS:  Prolonged  dosage  of  androgen  may  result  in 
sodium  and  fluid  retention.  This  may  present  a problem, 
especially  in  patients  with  compromised  cardiac  reserve 
or  renal  disease.  In  treating  males  for  symptoms  of  cli- 


macteric, avoid  stimulation  to  the  point  of  increasing  the 
nervous,  mental,  and  physical  activittes  beyond  the  pa- 
tient’s cardiovascular  capacity.  CONTRAINDICATIONS: 
Contraindicated  in  persons  with  known  or  suspected  car- 
cinoma of  the  prostate  and  in  carcinoma  of  the  mate 
breast.  Contraindicated  in  the  presence  of  severe  liver 
damage.  WARNINGS:  if  priapism  or  other  signs  of  exces- 
sive sexual  stimulation  develop,  discontinue  therapy.  In 
the  male,  prolonged  administration  or  excessive  dosage 
may  cause  Inhibition  of  testicular  function,  with  resultant 
oligospermia  and  decrease  in  ejaculatory  volume.  Use 
cautiously  in  young  boys  to  avoid  premature  epiphyseal 
closure  or  precocious  sexual  development.  Hypersensi- 
tivity and  gynecomastia  may  occur  rarely.  PB!  may  be 
decreased  in  patients  taking  androgens.  Hypercalcemia 
may  occur,  particularly  during  therapy  for  metastatic 
breast  carcinoma.  If  this  occurs,  the  drug  should  be  dis- 


continued, ADVERSE  REACTIONS:  Cholestatic  jaundice  • 
Oligospermia  and  decreased  ejaculatory  volume  * Hyper- 
calcemia particularly  In  patients  with  metastatic  breast 
carcinoma.  This  usually  Indicates  progression  of  bone 
metastases  • Sodium  and  water  retention  • Priapism  • 
Virilization  In  female  patients  • Hypersensitivity  and  gyne- 
comastia. DOSAGE  AND  ADMINISTRATION:  Dosage  must 
be  strictly  Individualized,  as  patients  vary  widely  in  re- 
quirements. Daily  requirements  are  best  administered  in 
divided  doses.  The  following  is  suggested  as  an  average 
daily  dosage  guide.  In  the  male:  Eunuchoidism  and 
eunuchism.  tO  to  40  mg.;  Male  climacteric  symptoms  and 
Impotence  due  to  androgen  deficiency,  10  to  40  mg.; 
Postpuberal  cryptorchism,  30  mg.  HOW  SUPPLIED:  6, 
10,  25  mg.  in  bottles  of  SO,  250. 


Write  for  Literature  and  Samples  teRigMjfc  THE  BROWN  PHARMACEUTICAL  CO., INC.  2500  West  6th  St.,  Los  Angeles,  CA  90057 
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Leading  Scores  Announced  at 
Ohio  Physician-Golfers  Tournament 


TOP  HONORS  WERE  garnered  by  Robert  E. 

Barkett,  M.D.,  Mansfield,  in  the  Ohio  State 
Medical  Golfers  Association’s  1973  Tournament 
June  7 at  Ganton’s  beautiful  Brookside  Country 
Club.  Dr.  Barkett  carded  a low  gross  77  as  nearly 
130  physician-golfers  battled  the  long  and  exacting 
Brookside  course,  made  even  more  demanding  by 
tough  pin  emplacements,  treacherous  rough  and 
■‘no-roll”  fairways  resulting  from  heavy  rains 
June  6. 

Thomas  R.  Leech,  M.D.,  Lima,  carded  an 
80-11-69  for  overall  low  net  honors. 

Dr.  Barkett  was  playing  in  the  age  39-and- 
under  flight.  Dr.  Leech  in  the  49-and-under  flight. 

Receiving  a standing  ovation  for  his  low  gross 
in  the  79-and-over  age  group,  at  the  awards  ban- 


Robert  E.  Barkett,  M.D.,  Mansfield,  is  shown  with 
the  first  place  trophy  he  won  by  taking  top  honors 
among  nearly  150  physicians  competing  in  the  Ohio 
State  Medical  Golfers  Association’s  1973  tourna- 
ment at  Canton’s  Brookside  Country  Club  June  7. 
He  shot  a 77  on  a rain-soaked  course. 


quet  that  evening,  was  Richard  P.  Bell,  M.D., 
Lakewood,  who  will  be  86  years  old  in  September. 
Dr.  Bell  won  the  OSMGA  tournament  in  1933 
and  saw  his  son,  David  M.  Bell,  M.D.,  win  the 
tournament  twice  in  the  1960’s. 

Flight  honors  were  as  follows: 

39-and-under ; 

Jerry  A.  Wensinger,  M.D.,  Marion,  low  gross 
(81) 

Ralph  R.  Ballanger,  M.D.,  Columbus,  low  net 
(82-2-80) 

49-and-under: 

Aris  W.  Franklin,  M.D.,  Akron,  low  gross 
(82) 

Robert  C.  Hastedt,  M.D.,  Dover,  low  net 
(94-19-75) 

39-and-under: 

John  C.  Stabler,  M.D.,  Dayton,  low  gross 
(82) 

Henry  W.  Brown,  M.D.,  Cleveland  Heights, 
low  net  (84-1 1-73) 

69-and-under : 

Maurice  F.  Lieber,  M.D.,  Canton,  low  gross 
(87) 

Harold  C.  Marsico,  M.D.,  Lorain,  low  net 
(95-18-77) 

79-and-under : 

James  R.  Moorehead,  M.D.,  Columbiana,  low 
gross  ( 98 ) 

F.  T.  Gallagher,  M.D.,  Rocky  River,  low  net 
(98-12-86). 

The  Ohio  State  Medical  Golfers  .Association 
was  organized  in  1920.  Current  President  is  C.  J. 
Shamess,  M.D.,  Mansfield.  Serving  on  the  Board 
of  Directors  with  Dr.  Shamess  are  Dr.  David  Bell, 
Dr.  Stabler,  Donald  \V.  English,  M.D.,  Lima; 
James  S.  Greetham,  M.D.,  Marion;  John  A. 
Kramer,  M.D.,  Ada;  Edward  A.  Sawan,  M.D., 
Akron,  and  Edwin  R.  Zartman,  M.D.,  Columbus. 

The  tournament  consisted  of  18  holes  of 
stroke  play,  with  a buffet  luncheon  “on  the  turn.” 
-An  early  e\ening  hospitality  hour  was  followed  by 
the  awards  banquet.  Special  trophies  and  prizes 
were  awarded  the  overall  low  gross  and  low  net 
champions.  Engraved  silver  bowls  were  awarded 
the  flight  winners. 
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Richard  P.  Bell,  M.D.,  Lakewood,  86  years  old  this 
September,  displays  the  silver  bowl  he  won  for  low 
gross  honors  in  his  age  flight  at  the  OSMA  outing. 
Dr.  Bell  won  the  tournament  in  1933. 


Ohio  State  Medical  Golfers  President  C.  J.  Sha- 
mess,  M.D.,  Mansfield,  prepares  to  present  trophies 
and  other  prizes  at  the  banquet  following  the 
OSMA  Tournament  June  7. 


This  foursome  has  played  together  annually  in  the  OSMG.A  tournament  for  20 
years.  Shown  just  before  they  teed  off  at  the  June  7 outing  are  (left  to  right) 
Drs.  Edward  B.  Young  and  W.  E.  ^’ingling,  both  of  Lima,  and  Drs.  John  E. 
Hendricks  and  William  M.  Wells,  both  of  Newark.  Dr.  Wells  is  Secretary-Treasurer 
of  the  Ohio  State  Medical  .Assn. 
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“BUT  MY  FEW  DOLLARS 
WON’T  MAKE  ANY 
DIFFERENCEf” 


Thankfully  not  everybody  says  that.  We  of  OMPAC  know  dif- 
ferent. Your  dues,  added  to  mine,  and  to  everybody  else's 
dues,  can  make  a difference.  Politics  is  everybody's  business, 
and  nationalized  medicine  would  be  tragic.  But,  maybe  you 
would  rather  work  for  the  government?  If  not,  join  OMPAC  in 
1974  . . . and  invite  a friend  to  join. 


OMPAC 

OHIO  MEDICAL  POLITICAL  ACTION  COMMIHEE 

Box  5617,  Columbus,  Ohio  43221 


Your  dues  of  $25.00  make  you  a member  of  the  American  Medical  Political  Action 
Committee  (AMPAC)  as  well  as  of  OMPAC. 


Send  your  dues  to  your  County  Medical  Society  secretary-treasurer  who  will  forward 
them  to  Columbus.  The  OMPAC  office  will  forward  AMPAC  dues  to  Chicago. 


A copy  of  our  report,  filed  with  the  appropriate  supervisory  officer  is  (or  will  be)  available  for  purchase  from 
the  Superintendent  of  DoCumen's,  United  States  Government  Printing  Office.  Washington,  D.  C.  20402. 
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Obituaries 


Alfred  Harold  Berr,  M.D.,  Cleveland;  West- 
ern Reserve  University  School  of  Medicine,  1903; 
aged  92;  died  September  18;  general  practitioner 
for  many  years  in  Cleveland;  veteran  of  World 
War  I. 

Jackson  Blair,  M.D.,  Cleveland;  Western  Re- 
serve University  School  of  Medicine,  1919;  aged 
79;  died  September  1 ; member  of  OSMA  and 
AM  A;  practitioner  of  long  standing  in  Cleveland, 
engaging  in  general  practice  and  occupational 
medicine. 

Francis  John  Denning,  M.D.,  Steubenville; 
Loyola  University  Stritch  School  of  Medicine, 
1936;  aged  65;  died  September  17;  member  of 
OSMA  and  AMA;  general  practitioner  in  the 
Steubenville  area  since  1938;  veteran  of  World 
War  II. 

John  Holmes  Dingle,  M.D.,  Cleveland;  Har- 
vard Medical  School,  1939;  aged  64;  died  Septem- 
ber 15;  diploma te  of  the  American  Board  of 
Preventive  Medicine  and  associated  with  numer- 
ous professional  societies,  especially  in  the  field  of 
clinical  investigation;  chairman  for  many  years 
of  the  Department  of  Preventive  Medicine  at 
Case  Western  Reserve  University;  internationally 
known  for  his  work  in  the  field  of  infectious 
diseases  and  recipient  of  numerous  awards;  vet- 
eran of  World  War  II. 

Carl  Albert  Dreyer,  M.D.,  Toledo;  Temple 
University  School  of  Medicine,  1932;  aged  70; 
died  September  1;  member  of  OSMA  and  AMA; 
practitioner  of  long  standing  in  Toledo,  engaging 
in  general  practice,  general  .surgery  and  obstetrics. 

Wilder  Prince  Ellis,  M.D.,  Wooster;  Western 
Reserve  University  School  of  Medicine,  1914;  aged 
86;  died  September  27;  member  of  OSMA  and 
,\M.A;  associated  with  the  Presbyterian  Mission 
Board  from  about  1918  to  1938,  with  service 
principally  in  Persia;  private  practitioner  in  Mt. 
Eaton  and  in  Shreve;  from  1952,  medical  director 
for  the  College  of  Wooster. 

Hazen  Leonard  Hauman,  M.D.,  Toledo;  Uni- 
versity of  Michigan  Medical  School,  1933;  aged 
67;  died  September  18;  member  of  OSMA  and 
the  AMA;  Fellow,  International  College  of  Sur- 
geons and  the  American  College  of  Surgeons; 
diplomate,  American  Board  of  Surgery’;  practicing 


surgeon  for  many  years  in  Toledo  and  recently 
medical  director  of  the  extended  care  facility  of 
the  Toledo  Health  and  Retiree  Center;  veteran  of 
World  War  II. 

Paul  Irwin  Hoxworth,  M.D.,  Cincinnati;  Ohio 
State  University  College  of  Aledicine,  1934;  aged 
66;  died  September  12;  member  of  OSMA,  AMA, 
American  Surgical  Association,  and  Society  for 
Surgery  of  the  Alimentary  Tract;  Fellow,  Ameri- 
can College  of  Surgeons;  diplomate,  American 
Board  of  Surgery;  practitioner  of  long  standing  in 
Cincinnati  and  professor  of  surgery  at  Univ'ersity 
of  Cincinnati. 

John  Daniel  LeFevre,  M.D.,  Springfield;  Jef- 
ferson Medical  College  of  Philadelphia,  1937;  aged 
62;  died  September  8;  member  of  OSMA  and 
AMA;  practitioner  in  Springfield  since  1939,  spe- 
cializing in  internal  medicine;  past  president  of  the 
Clark  County  Medical  Societv;  veteran  of  World 
War  II. 

Elza  M.  Mademieks,  M.D.,  Macedonia;  med- 
ical degree  from  University  of  Latvia,  1924;  aged 
73;  died  August  3;  member  of  the  medical  staff  at 
Ilawthornden  State  Hospital.  She  came  to  the 
U.  S.  about  1949  and  joined  the  hospital  staff  in 
I960  after  practicing  in  South  Dakota. 

Hazelett  Andrew  Moore,  M.D.,  Oxford;  Uni- 
versity of  Cincinnati  College  of  Medicine,  1915; 
aged  83;  died  September  24;  member  of  OSMA, 
AMA  and  American  Academy  of  Family  Physi- 
cians; general  practitioner  of  long  standing  in  the 
Oxford  area;  medical  director  of  the  Western 
College,  Oxford;  one  of  the  founders  of  the  Butler 
County  Mental  Health  Association. 

Howard  Samuel  Myers,  M.D.,  Massillon; 
Western  Reserve  University  School  of  Medicine, 
1915;  aged  86;  died  September  24;  former  member 
of  OSM.\;  practitioner  at  Navarre  until  1926  and 
since  that  time  in  the  Massillon  area;  former 
Massillon  health  commissioner;  veteran  of  World 
War  I. 

Edgar  Clark  Pickard,  M.D.,  Cuyahoga  Falls; 
Ohio  State  University  College  of  Medicine,  1925; 
aged  73;  died  September  24;  member  of  OSMA, 
.\AIA,  and  American  Rheumatism  Association; 
practitioner  of  long  standing  in  the  Cuyahoga 
Falls  area  and  in  recent  years  a member  of  the 
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medical  staff  of  Kent  State  L'ni\eisity;  veteran  ol 
World  War  11. 

Dan  Olin  Ratzloff,  M.D.,  Parma;  L’niversity 
of  Kansas  School  of  Medicine,  1940;  aged  04;  died 
September  18;  member  ol  OSMA,  AMA,  Ameii- 
can  Society  of  Abdominal  Surgeons  and  the 
.\merican  (leriatrics  Society;  Fellow,  American 
College  of  Obstetricians  and  Gynecologists;  diplo- 
mate,  .\nierican  Board  of  Obstetrics  and  Gyne- 
cology; practitioner  in  the  Parma  area  since  1946; 
seived  in  the  U.  S.  Navy  Medical  Corps  during 
^\  Olid  W ar  11. 

Aladar  Revesz,  M.D.,  Cleveland;  medical  de- 
gree from  the  University  at  Budajiest,  Hungary, 
1911;  aged  88;  died  September  12;  resident  of  the 
Cleveland  area  since  1960;  practitioner  for  many 
years  in  bis  native  Hungary,  and  later  in  Israel. 

Joseph  Alexander  Ring,  M.D.,  Berea;  West- 
ern Re.seive  University  School  of  Medicine,  1957; 
aged  41;  died  September  7;  member  of  OSMA, 
AM.\,  and  American  Academy  of  Ophthalmology 
and  Otolar)’ngology;  diplomate,  American  Board 
of  Ophthalmology;  practitioner  in  Berea  since 
1961.  .Among  suiwivors  are  his  father,  Dr.  Homer 
E.  Ring,  and  brother,  Dr.  Thomas  L.  Ring,  both 
of  Bellaire. 

Ihonias  Clifford  Sharkey,  M.D.,  Hillsboro; 
St.  Louis  University  School  of  Medicine,  1956; 


aged  41;  died  .\ugust  29  while  on  a vacation  trip 
in  Georgia;  member  of  OSM.A  and  .AM.A;  Fellow, 
.\merican  College  of  Surgeons;  diplomate,  .Ameri- 
can Board  of  Surgery;  jmacticing  surgeon  in  the 
Hillsboro  area  for  about  ten  years;  served  in  the 
.Air  Force  Medical  Corj)s,  1957-1959. 

C’harles  Francis  Shonk,  M.D.,  Logan;  Ohio 
State  University  College  of  Medicine,  1922;  aged 
76;  died  September  20;  member  of  OSM.A  and 
.\M.\.;  practitioner  for  more  than  50  years  with 
virtually  all  of  his  professional  career  served  in  the 
Logan  area. 

Janies  Clowdsley  Walker,  M.D.,  Dayton; 
University  of  Virginia  Medical  School,  1914;  aged 
83;  died  September  2;  member  of  OSM.A,  .AM.A, 
Clinical  Orthopaedic  Society  and  .\merican  .Acad- 
emy of  Orthopaedic  Surgeons;  Fellow,  .American 
College  of  Surgeons;  diplomate,  .\merican  Board 
of  Orthojraedic  Surgery;  practicing  surgeon  in 
Dayton  from  1921  to  1968  when  he  retired;  served 
in  the  Army  Medical  Corps  immediately  fol- 
lowing World  Whir  I;  in  1955  named  to  a medical 
all-American  team  of  football  greats  by  Spectrum. 

Lloyd  Herbert  Werley,  M.D.,  Canton;  Uni- 
versity of  Pittsburgh  School  of  Medicine,  1926; 
aged  76;  died  September  15;  member  of  OSA4.A 
and  .VM.\;  practitioner  of  long  standing  in  the 
Canton  area,  specializing  in  internal  medicine. 
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1974  Annual  Meeting-,  Ohio  State  Medical  Association 

T^O  YOU  HAVE  AN  EXHIBIT  or  know  of  an  exhibit  which  is  of  scientific  interest? 

If  you  do,  the  Ohio  State  Medical  Association  Annual  Meeting  is  just  the  place  to 
display  it.  We  are  now  accepting  applications  for  the  1974  OSMA  Annual  Meeting.  Those 
eligible  to  apply  are  as  follows:  (1)  Exhibits  by  Ohio  physicians,  Ohio  medical  schools, 
hospitals  or  similar  organizations;  (2)  Out-of-state  physicians  or  out-of-state  agencies 
on  invitation;  (3)  Voluntary  health  organizations. 

Exhibits  will  be  set  up  and  \iewed  at  the  Sheraton-Cleveland  Hotel,  24  Public 
Square,  Cleveland,  Ohio.  Exhibit  Days  and  Times  will  be  as  follows:  Monday,  May  13 
— 5:30  P.M.  - 8:00  P.M.;  Tuesday,  May  14  — 9:00  A.M.  - 4:30  P.M.  and  Wednesday, 
May  15  — 9:00  A.M. -4:30  P.M.' 

Mail  applications  to  the  attention  of  J.  E.  Tetirick,  M.D.,  Chairman,  Committee  on 
Scientific  Work,  Ohio  State  Medical  Association,  17  South  High  Street,  Suite  500  Colum- 
bus, Ohio  43215. 


APPLICATION  FOR  SPACE 
SCIENTIFIC  EXHIBITS 


1974  Annual  Meeting,  Ohio  State  Medical  Association 

Sheraton-Cleveland  Hotel,  Cleveland,  May  13,  14  and  15 


1 am  interested  in  receiving  an  applicatioi  and  details  regarding  space  for  a scientific 
exhibit  at  the  1974  OSMA  Annual  Meeting.  Please  send  to: 


Name. _ _ 

City State. 
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Woman’s  Auxiliary  Highlights 

By  Mrs.  S.  L.  Meltzer,  Publicity  Cliairinan 
2442  Dorman  Drive,  Portsmouth  45662 


S W’E  APPROACH  the  wami  and  festive 
Thanksgiving  Holiday,  it  seems  a fitting  time 
to  offer  grateful  thanks  yet  again  to  the  doctors 
of  America  for  their  skills,  their  dedication,  and 
their  efforts.  It  would  also  seem  a fitting  time — 
yet  again — to  thank  them  for  permitting  us,  the 
.\uxiliaiy,  to  help  serve  their  profession. 

International  Health 

The  Auxiliary  has,  through  its  many  and 
varied  activities,  a tremendous  opportunity  for 
service.  One  that  we  don’t  write  about  nearly  as 
much  as  we  should  is  that  of  International  Health. 
Under  the  skillful  and  compassionate  supervision 
of  Mrs.  Howard  E.  Smith,  of  Toledo,  this  is  a 
blessed  opportunity  to  help  the  world’s  unfortu- 
nate, maimed  and  ill  persons  and  to  extend  hos- 
pitality and  friendship  to  our  world  neighbors. 

Mrs.  Smith  emphasizes  these  four  interest 
areas  in  advising  local  Au.xiliaries  how  to  partici- 
pate: 

1.  Think  I.H.A.  Build  bridges  of  basic  under- 
standing for  world  events. 

2.  Provide  agency  assistance  such  as  Project 
HOPE,  SKIP  (scholarship  for  kids  of  international 
physicians),  collecting  and  sending  pharmaceutical 
supplies  to  needy  agencies. 

3.  Hospitality  on  the  home  front  such  as  ^v■el- 
come  kits  for  the  newcomer,  local  interest  events, 
tutoring,  home  hospitality,  and  personal  sharing 
of  hobbies  and  holidays. 

4.  Friendship  over  there.  Service  of  doctors 
and  other  medical  personnel  to  depri\ed  areas 
overseas,  pen-pals,  medical  periodicals  and  appro- 
priate books. 


“This  is  our  opportunity  to  show  that  we  truly 
care  and  that  we  wish  to  share”  says  Carolinea 
Smith. 

That  seems  a wonderful  goal  to  reemphasize 
at  Thanksgiving  time,  wouldn’t  you  say? 

What  Is  “IT”? 

Its  cover  page  is  inviting  and  colorful.  Its  in- 
side pages  are  informative  and  helpful.  What  is 
IT?  The  invaluable  .Xuxiliar)-  workbook  compiled 
for  State  Board  members,  county  presidents  and 
presidents-elect,  and  in  effect  for  all  county  chair- 
men to  counsult.  This  annual  workbook  is  a re- 
markably comprehensi\  e and  effective  presentation 
of  data  which  is  of  tremendous  help  to  the  various 
officers  and  chairmen  in  the  performance  of  their 
duties  during  the  year. 

Important  information  is  under  one  cover — 
\irtually  at  the  fingertips  when  needed.  It  is,  in 
a sense,  the  Auxiliary  bible.  Each  chairman  pre- 
sents her  “own  case.”  Here’s  a bird’s-eye  view  of 
some  of  those  “cases” : 

AMA-ERF 

Chairman — Mrs.  Henry  Holden 
Treasurer — Mrs.  H.  R.  Hunt 

The  AMA-ERF  programs  for  the  1973-74 
Auxiliar)'  year  will  be  to  continue  support  of  the 
■Student  Loan  Guarantee  Funds  and  funds  for 
medical  schools. 

Your  Auxiliary  may  raise  funds  to  support 
these  programs  in  any  way  that  is  agreeable  with 
your  .Auxiliary  and  Medical  Society.  Remember  to 


THE  5VOMAN’S  AUXILIARY  TO  THE  OHIO  STATE  MEDICAL  ASSOCIATION 


President 

Mrs.  Karl  Ulicny 
864  Highland  .Ave. 
Salem,  44460 

President-Elect 

Mrs.  S.  J.  Glueck 
3405  Kappel  Dr. 
Springfield,  45503 

Past  President 

Mrs.  Louis  Loria 
Box  331,  R.D.  1 
Bristolville,  44402 


First  Vice-President 
Mrs.  Howard  E.  Smith 
2144  Fordway  Dr. 
Toledo,  43606 

Second  Vice-President 
Mrs.  Henry  Holden 
2459  Fifth  Ave. 
Youngstown,  44505 

Third  Vice-President 
Mrs.  Albert  May 
655  Fairhaven  Ave. 
Marion,  43302 


Recording  Secretary 
Mrs.  Paul  Chrenka 
22425  Westchester  Rd. 
Cleveland,  44122 

Corresponding  Secretary 
Mrs.  Carl  F.  Coll 
1001  Granard  Pkwy 
Steubenville,  43952 

Treasurer 

Mrs.  William  Myers 
560  Lawnwood  Ct. 
Circleville,  43113 
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receive  credit  for  )our  county  and  state  Auxiliary 
all  monies  must  be  sent  through  the  AMA-ERF 
Auxiliary  Fund.  Please  inform  your  members  and 
their  husbands  that  all  monies  they  send  goes  di- 
rectly to  the  school  or  fund  they  designate.  Please 
be  sure  to  send  me  your  name,  address  and  tele- 
])hone  number. 

Remember  the  following: 

1.  Start  your  records  for  AMA-ERF  June  1, 

1973. 

2.  Print  or  type  legibly  county,  names,  ad- 
dress, school  or  Loan  Guarantee  Fund  on  your 
contribution  forms. 

3.  Send  contribution  forms  with  monies 
promptly.  Banks  do  not  have  to  honor  checks  over 
30  days  old.  The  donor  is  very  unhappy  when  his 
check  is  held  for  90  days  or  more. 

4.  Should  you  have  to  hold  checks,  it  would 
be  desirable  to  have  a separate  checking  account 
for  AMA-ERF.  In  this  way  the  donations  can  be 
recorded,  deposited  and  the  canceled  checks  re- 
turned to  the  doctor  promptly.  Please  do  not  hold 
checks  longer  than  two  weeks. 

5.  Send  monies  to  your  State  Treasurer,  Mrs. 
H.  R.  Hunt  or  Mrs.  Henry  Holden,  state  chair- 
man. 

6.  Send  an  acknowledgement  card  or  note  to 
the  contributor  promptly — always  remember  to 
say  “thank  you.” 

7.  Send  all  incjuiries  for  material,  etc.  to  the 
Chairman,  Mrs.  Henry'  Holden. 

8.  Be  sure  to  endorse  commission  checks  from 
the  sale  of  Christmas  cards  before  sending  the 
check  to  the  treasurer. 

9.  The  AMA-ERF  fiscal  year  ends  May  31, 

1974.  All  contributions  must  reach  the  Chicago 


office  by  midnight.  May  25,  1974,  to  be  counted 
on  the  73-74  contributions  for  Ohio,  so  please  send 
all  monies  to  Bonnie  Hunt  by’  May  20,  1974  so  that 
she  may  ha\  e them  in  Chicago  by  the  deadline  of 
May  31st. 

a.  Our  report  must  be  in  to  State  by 
.\pril  30th,  so  please  send  all  forms  and  re- 
ports to  us  by  .April  20th,  so  we  can  give  the 
awards  out  at  State  Convention  in  May. 

10.  Please  do  not  hesitate  to  ask  for  help  or 
ideas,  or  to  pass  on  your  thoughts  or  projects.  We 
are  only  as  far  as  your  telephone  and  will  be  happy 
to  help  in  any  way  at  all. 

Good  Luck!  We  are  looking  forward  to  hear- 
ing from  you  soon,  and  to  meeting  with  you  at 
the  \Vorkshop  where  we  will  learn  and  grow  to- 
gether. 

.A  RE-RUN  of  Some  of  the  “Old  Goodies” 
and  a List  of  Some  New  Fund  Raising  Ideas  for 
A'our  Local  AMA-ERF  .Au.xiliary  Projects. 

1.  A new  line  of  AM.A-ERF  postcards  is  avail- 
able at  no  cost  from  the  AM.A  office.  They  are 
available  in  four  colors  in  packages  of  25  from: 

Mrs.  Plelen  Mazur,  .AM.A-ERF 

535  North  Dearborn  St. 

Chicago,  Illinois  60610 

2.  New:  Party-Pac  of  table  cloths  and  nap- 
kins. These  can  be  used  year  round.  This  pac  is 
made  exclusixely  for  .AM.A-ERF.  Bargain  price 
with  a good  profit  for  your  county  of  40  percent 
or  40  cents  of  each  dollar  goes  to  .AMA-ERF. 
Write  to:  I.  B.  Byers,  c/o  .American  Linen  Supply 
Co.,  Paper  Products  Division,  700  Industrial  Bou- 
levard, N.F.,  Minneapolis,  Minn.  55413. 

3.  NEW:  .Another  brand  new  Fund  Raiser 
is  “HOLLY”  for  the  holidays.  I have  the  informa- 


The  ideal  gift  for  colleagues  . . . patients 

^ KROGER  y ^ y 

STEAKS 


nurses 


your  friends  and  family. 


FILETS  MIGNON 

10  to  a box,  6 oz.  ea.  $30.00 

Boneless 

RIB-EYE  STEAKS 

8 to  a box,  1 2 oz.  ea.  $29.00 

Boneless 

SIRLOIN  STRIP  STEAKS 

8 to  a box,  1 2 oz.  ea.  $32.00 


U.S.  g o ve r n m e n t g r a d e d 
choice  beef.  Gift-wrapped, 
with  your  personal  or  busi- 
ness card  enclosed.  Delivered 
anywhere  in  the  continental 
U.S.  in  dry  ice. 

For  COMPLETE  BROCHURE. 
send  coupon  at  right,  or  tele- 
phone (Si4)  861-1560. 


To: 

KROGER  COMMAND  PERFORMANCE 
STEAKS,  Dept.  "M" 

4450  Poth  Road,  Columbus,  Ohio  43213 


Mail  complete  information  on  Command 
Performance  Steaks  to  me  today. 


□ 

□ Area  Code 
Your  name 


Phone  No. . 


Address_ 


City  & State_ 


.Zip. 
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tion  for  tlris  so  you  can  get  started  on  it  early  and 
ha\  e your  orders  back  in  time  for  the  holiday. 

4.  .\nd.  of  course,  the  old  stand  bys: 
Christinas  C’ards  Teas 

Playing  Cards  Stationery 

Luncheons  Memorials 

In  Honor  Cards  Dances 

Fashion  Shows  Bazaars 

'Flunking  of  ^'ou  Cards 
Note  Paper  & Memo  Pads  from  AMA 


Nutrition 

C.hairman;  Mrs.  Robert  E.  Krone 

Physical  fitness  is  dependent  upon  a sound 
body  properly  nourished,  adecjuate  exercise,  suf- 
ficient rest,  a good  mental  outlook.  The  National 
.\uxiliary  has  provided  a number  of  “package  pro- 
grams” to  assist  us  in  teaching  individuals  responsi- 
blity  for  maintaining  good  health.  Prevention  is 
well  worth  “a  pound  of  cure.” 

The  Nutrition  Education  Package  Program 
emphasizes  the  training  of  doctors’  wives  in  nutri- 
tion so  that  they  may  volunteer  as  assistants  in 
various  feeding  programs.  It  provides  sources  of 
nutrition  information,  promotional  aids,  curricu- 
lum suggestions  and  lists  of  agencies  or  persons 
already  involved  in  nutrition  education  jirograms. 

Consider  these  two  points : 

1.  Are  your  own  members  well  informed 
about  nutrition?  Are  you  and  your  family  properly 
nourished?  Over-fed?  Actually  undernourished  in 
the  face  of  abundance? 

2.  What  groups  in  your  communit\’  need  your 
help?  There  are  both  education  and  action  pro- 
grams in  day  care  centers,  programs  for  feeding 
the  elderly,  school  lunch  programs,  poverty  pro- 
grams, etc. 


Here  is  a partial  bibliography  of  reliable  mate- 
rials. Write  me  directly  for  help  with  more  specific 
areas. 

Deutsch,  Ronald,  The  Family  Cluide  to  Better 
Food  and  Better  Health.  Meredith  Corpora- 
tion, I)es  Moines,  Iowa,  1971  $7.9.’) 

Ewart,  Charles  I).,  How  to  Fnjoy  Eating  Without 
Committing  Suicide.  Nutrition  Information, 
Inc.,  Arlington  Hts.,  111.  1972  $2.00 
Family  Fare:  A Guide  to  Good  Nutrition.  USD.'X 
H & G Bulletin  #1.  Supt.  of  Documents, 
LLS.  Govt.  Prtg.  Office,  ^Vashington,  D.C. 
(45^) 

McWilliams,  M.  Nutrition  for  the  Growing  Years, 
Wiley,  1967. 

Leverton,  Ruth  M.,  Food  Becomes  You.  Garden 
City,  N.Y.,  Dolphin  Books,  Doubleday  & Co. 
1965. 

Martin,  E.  A.,  Nutrition  in  Action.  Connally  and 
Brown,  1971. 

Mayer,  Jean:  Overweight:  Causes,  Cost,  Control. 

New  Jersey,  Prentice  Hall,  1968. 

Mealtime  Manual  for  the  Aged  and  Handicapped, 
Institute  of  Rehab.,  N.Y.U.  Medical  Center, 
Simon  & Schuster,  1970. 

Stare,  F.  J.,  M.D.,  Fating  for  Good  Health.  New 
York.  Cornerstone  Library,  1969.  $1.45 

5Vhite,  Philip,  M.D.,  Let’s  Talk  About  Food. 
AMA,  535  N.  Dearborn  St.,  Chicago,  111. 
$1.00 

Wyden,  Peter,  The  Overweight  Society,  New 
York.  W'm.  Morrow  Co.  1965. 

Health  Manpower 

Chairman:  Mrs.  Ernest  L.  Fox 

Most  successful  Auxiliary  projects,  including 
those  on  Health  Manpower,  are  ongoing  and 
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You’re  invited  to  a business  built  on  love 


JacIv  I o.  Hc\fi7Gn 

CUSTOM  JE5VELER  f 


. . . to  be  spectacular  with  your  holiday  shopping.  Amaze 
and  please  her  with  a cluster  of  emeralds,  a jade  bracelet, 
an  important  diamond.  You  know  women  have  a thing 
about  being  lo\  ed,  and  nothing  says  “I  love  you”  like  fine 
jewelry.  In  my  confidential,  comfortable  “Suite  1015” 
salon  (17  South  High,  Columbus),  see  a remarkable  col- 
lection. Look,  handle,  learn — with  no  obligation.  Prices? 
Quite  modest  for  such  quality,  thanks  to  direct  resources, 
long  experience,  minimum  expenses.  For  your  con- 
venience, appointments  help:  call  collect  614/224-3377. 
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planned  for  long  range  so  you  will  be  repeating 
your  useful  programs.  However,  because  various 
phases  of  medical  care  and  social  services  are 
being  cjuestioned  and  advances  are  constantly 
being  made  we  must  keep  up-to-date  with  the 
changing  attitudes  and  manpower  rec|uirements. 
We,  associated  with  medicine,  should  be  leaders 
in  getting  adequate  and  accurate  information  to 
the  public  about  manpower  functions,  training  and 
needs.  Do  your  Health  Manpower  activities  do 
this? 

WHAT  CAN  YOU  I)Oi>  BE  A PRO- 
MOTER!!! 

What  do  you  Promote? 

1.  Information  about  education  or  training  in 
all  the  health  fields  from  the  college  oriented  to 
on-job  trained  for  pay  or  volunteer  positions. 

2.  How  the  various  health  fields  are  used  in 
health  care — prevention,  treatment,  rehabilitation 
or  research. 

3.  Where  these  people  are  needed — rural  and 
less  advantaged  city  areas  as  w'ell  as  those  shown 
in  the  usual  T\'  series. 

Where  do  you  direct  this  Promotion? 

1 . To  students  in  schools  at  any  level  you  can 
reach  but  especially  middle  as  well  as  high  school. 
Remember: 

a.  High  school  prerequisites  are  needed 
for  many  careers. 

b.  Interest  is  keen  in  younger  students 
and  they  can  set  goals  to  work  for. 

c.  Science  and  health  teachers,  school 
nurses  and  counselors  are  helpful  in  reaching 
them  as  well  as  parents  through  PTA’s  or 
other  groups. 

2.  To  those  in  group  c above.  They  need 
information  to  assist  students. 

3.  To  scouts,  church  or  health  oriented  vol- 
unteer groups  or  other  clubs.  Many  groups  are 
looking  for  programs  or  projects. 

a.  These  may  be  students  interested  in 
information  about  health  careers. 

b.  They  can  also  be  adults  looking  for  a 
career  or  retired  persons  seeking  something  to 
do. 

c.  Information  can  be  slanted  toward 
volunteer  as  well  as  paid  positions  or  just  to 
get  Health  Manpower  information  into  the 
community. 

What  kind  of  programs  do  you  Promote?  (Skip 
those  your  Auxiliary  is  already  doing  but  look 
carefully  if  you  need  a program  or  a different 
emphasis  on  an  exciting  project) 

1.  Career  Days,  Fairs,  seminars  and  panel 
programs  for  any  of  the  above  groups.  Yours 
wasn’t  a success!!!  What  went  wrong? 

a.  Did  you  go  it  alone  or  work  with 
allied  fields,  hospitals  or  other  organizations 


such  as  the  Hospital  Assoc.,  Red  Cross,  etc. 

b.  Attendance  too  small?  Maybe  it  wasn’t 
if  those  attending  were  really  interested.  Also 
a good  program  advertises  itself — don’t  stop 
at  one  tr^v 

c.  Too  expensive  or  too  few  workers? 
Maybe  you  went  overboard  or  didn’t  really 
“plug”  it.  How  about  a regional  program  with 
other  counties? 

2.  Slide  or  mo\ie  programs.  Many  are  avail- 
able from  many  sources.  Consider  purchase  of  one 
or  more  or  make  your  own  so  it  is  always  available. 

3.  Sponsor  Plealth  Career  Clubs  in  schools  or 
other  organizations  with  active  participation  by 
your  members  rather  than  in  name  only. 

4.  \’olunteer  programs  — either  teenage  or 
adult. 

a.  Start  one  if  none  exists.  (Relieve  a 
career  worker  for  other  things.) 

b.  Work  with  existing  ones  by  supplying 
training  or  educational  programs  or  by  re- 
cruiting personnel. 

5.  .\rrange  or  heljj  with  visits  or  tours  of 
\arious  health  facilities. 

6.  Scholarships. 

a.  Give  either  by  loan  or  outright. 


DOCTOR . . . 

Take  Your  Choice 
SIX  HOURS  In  Court 
or 

ONE  HOUR  In  Your  Office 

Ask  Your  Attorney  About 

VIDEOTAPED  TESTIMONY 

Taken  In  Your  Office 
At  Your  Convenience 

by 

VIDEO  RECORD,  INC. 

Statewide  Video  Service 
to  the  Legal  Profession 

709  S.  High  Street 
Columbus,  Ohio  43206 

(614)  444-6865 
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b.  Furnish  information  on  those  available 

be  it  local  or  othensise. 

7.  Form  an  information  center  for  any  or 
all  kinds  of  Health  Manpower  resources.  Do  you 
know  how  many  students  (and  e\en  parents) 
don't  know  how  to  go  about  getting  information 
or  how  to  use  it  when  they  do? 

8.  Establish  a good  working  relationship  with 
local  publicity  media — press,  radio,  and  T\' — feed 
them  information  about  manpower  programs,  spot 
announcements,  etc. 

9.  Put  information  at  public  disposal  in  doc- 
tors’ offices,  schools,  libraries,  hospitals  or  other 
effective  places. 

The  list  could  go  on  reaching  as  far  as  your 
imagination  and  ingenuity.  Invoice  your  commu- 
nity resources  whether  you  are  a small  or  large 
.\uxilian-. 

Worth  Thinking  About 

Here  is  a cpiotation  from  the  workbook  that 
sa)’s  it  succinctly  and  impressively: 

“The  only  ideas  that  wall  ever  work  are  the 
ones  you  put  to  w'ork;  not  dream  about.” 

Outlook  Much  Brighter  for 
Nc'w  Family  Practitioners 

Family  practice,  a new  medical  specialty 
which  came  into  being  less  than  five  years  ago,  is 
beginning  to  show  tangible  results  in  terms  of  pro- 
ducing more  family  doctors,  according  to  a recent 
survey  report  of  the  American  Academy  of  Family 
Physicians. 

A total  of  413  family  physicians  have  gradu- 
ated from  approved  family  practice  residency  pro- 
grams, the  survey  conducted  by  the  Education 
Division  of  the  AAFP  shows.  Following  behind  are 
1,771  family  practice  residents  in  training  pro- 
grams across  the  country,  an  increase  of  756  over 
last  year. 

Of  the  1,771  residents,  756  are  in  the  first  year 
of  training.  There  are  653  second-year  residents, 
and  354  entering  their  third  year.  The  sur\'ey  also 
shows  that  86  percent  of  the  available  first-year 
positions  are  filled. 

A recent  meeting  of  the  joint  AMA-AAFP 
Residency  Review  Committee  for  Family  Practice 
resulted  in  the  approval  of  10  programs,  bringing 
the  total  number  of  approved  residency  programs 
to  173,  an  addition  of  40  programs  in  the  last  year. 


National  Institutes  of  Health 
Interested  in  Referrals 

'Fhe  clinical  center  of  the  National  Institutes 
of  Health  at  Bethesda,  Md.,  is  accepting  a limited 
number  of  jtatients  each  month  for  study  and 
therapy.  Patients  are  admitted  only  on  referral  by 
a physician  or  dentist. 

The  National  Institutes  of  Health  is  the  re- 
search arm  of  the  Department  of  Health,  Educa- 
tion, and  Welfare  and  is  concerned  specifically 
with  basic  laborator\-  investigations  and  research 
in  several  fields. 

A pamphlet  has  been  revised  and  updated  to 
give  in  more  detail  the  referral  service  of  the  cen- 
ter. It  is  DHEW  Publication  No.  (NIH  73-217). 

Inquiries  and  referrals  should  be  addressed 
to  the  Office  of  the  Director,  The  Clinical  Center, 
National  Institutes  of  Health,  Bethesda,  Md. 
20014. 


The  Catholic  Medical  Mission  Board,  10 
West  17th  Street,  New'  York  10011,  reported  that 
in  September  it  shipped  medical  and  hospital 
supplies  valued  at  more  than  $22,000  wholesale 
to  Chile  following  the  political  conflict  in  that 
country. 


Owens-Illinois,  Inc.  has  announced  a gift  of 
$300,000  to  the  (Medical  College  of  Ohio  at  Tole- 
do Foundation  in  memory  of  Raymon  H.  Mulford, 
former  chairman  of  the  company’s  board  of  direc- 
tors, w’ho  died  last  February  9.  The  Foundation, 
development  arm  of  the  Medical  College,  intends 
to  use  the  funds  to  help  purchase  some  40  acres 
of  land  near  the  college’s  new  campus. 


The  Maternal  and  Child  Health  Program  of 
the  University  of  California  School  of  Public 
Health,  Berkeley,  Calif.  94720  has  announced  its 
postgraduate  programs  for  physicians.  These  pro- 
grams lead  to  the  degree  of  Master  of  Public 
Health.  The  announcement  stated  that  applica- 
tions are  being  accepted  for  September  1974. 
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JOURNAL  ADVERTISERS 

Advertisers  in  The  journal  are  friends  of  the  profession. 
By  accepting  their  advertising  we  show  confidence  in  them 
and  in  their  services  and  products.  They  underwrite  a large 
portion  of  the  printing  cost  of  The  journal,  and  help  make 
it  a quality  publication.  In  return  we  place  their  messages 
on  the  desks  of  Ohio's  physicians.  Please  familiarize  yourself 
with  their  services  and  products  and  let  them  know  that 
you  see  their  advertising  in  The  journal. 
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Rates:  50  cents  per  line.  Minimum  charge  $1.00  for  each  insertion.  Display  classified.  SI. 00  per 
line.  (9  lines  to  the  inch)  Prices  cover  the  cost  of  remailing  answers.  Forms  close  the  8th  of  the 
month  preceding  publication.  To  assure  prompt  delivery,  when  replying  to  an  advertisement  over 
a Journal  box  number,  address  letters  as  follows: 

Box  (insert  number),  c/o  The  Ohio  State  Medical  Journal 
17  South  High  Street,  Suite  500,  Columbus.  Ohio  43215 


Physicians  seeking  locations  in  Ohio  are  in- 
vited to  contact  the  Physicians’  Placement  Ser\-ice 
in  the  executive  offices  of  the  Ohio  State  Medical 
.Association,  17  South  High  Street,  Suite  500, 
Columbus,  Ohio  43215.  Through  this  medium 
efforts  are  made  to  establish  communications  be- 
tween physicians  seeking  locations  and  com- 
munities where  physicians  are  needed,  or  other 
[physicians  who  are  in  need  of  associates. 


FIFTY-YEAR  OLD  DOCTOR,  recently  recovered 
from  nervous  breakdown,  seeks  residency  of  any  sort, 
preferably  internal  medicine,  or  pathology.  Reply  Box 
694,  c/o  Ohio  State  Medical  Journal. 


PHYSICIAN’S  OFFICE  FOR  RENT  in  Marie- 
mont,  a Village  adjacent  to  Cincinnati,  near  a good 
hospital.  Contact  L.  Hermanies,  3900  Oak  St.,  Marie- 
mont,  Ohio,  Phone  271-0291. 


IMMEDIATE  OPENING  for  Ob-Gyn,  Internal 
Medicine  and  Orthopedic  specialties  to  establish  success- 
ful practice  with  14-man  multi-specialty  group.  Excellent 
group  benefits;  pension  plan;  modem  clinic  facilities; 
progressive  community  with  excellent  educational  system 
including  two  colleges;  city  population  35,000;  good 
recreational  facilities;  each  specialty  must  be  board  eli- 
gible or  certified.  Contact:  Business  Manager,  The  Mani- 
towoc Clinic,  601  Reed  Avenue,  Manitowoc,  Wisconsin 
54220. 


ASSOCIATES  WANTED:  Cincinnati  based  pro- 
fessional corporation  seeks  full  or  part-time  associates. 
Openings  available  in  Emergency  rooms,  community 
clinics,  or  Industrial  Medical  Centers.  Medical  Health 
Services,  Inc.,  5902  Robison  Rd.,  Cincinnati  Ohio 
45213.  Phone:  513/631-0200. 


ADMINISTRA'FOR  — On  a requirement  satisfying 
part-time  basis  for  an  ethnic  home  for  the  aged  with 
limited  nursing  facilities.  Reply  Box  695  c/o  Ohio  State 
Medical  Journal. 


INTERNISTS,  FAMILY  PHYSICIANS:  Position 
available  on  Health  Care  Teams  of  physicians  and  den- 
tists providing  family  care  to  inner-city  residents  of 
Cleveland.  Neighborhood  Health  Center  well  orga- 
nized to  allow  physicians  to  provide  the  best  care  they 
are  capable  of.  Salaries  competitive,  liberal  fringe  bene- 
fits. Address  inquiries  to  David  G.  Miller,  M.D.,  Medi- 
cal Director,  Hough-Norwood  Family  Health  Care  Cen- 
ter, 1465  E.  55th  St.,  Cleveland,  Ohio  44103. 


OHIO  MED.  Lie.  Prerequisite  to  qualify  for  full 
or  part-time  STAFF  PSYCHIATRIST  interested  in 
community  psychiatry.  Flexible  40  hr.  wk.,  including 
lunch  hours,  does  not  require  night  call.  1 mo.  pd. 
vacation,  paid  sick  leave  cumulative  to  120  days  total. 
Opportunities  to  attend  selected  lectures  and  seminars 
on  clinic  time  & expense.  Limited  private  practice. 
Salary  to  $33,000,  depending  upon  qualifications.  Con- 
tact: Dr.  Thomas  Di  Mauro,  Dir.,  Stark  County  Com- 
munity Mental  Health  Center,  618  Second  St.,  N.W., 
Canton,  Ohio  44703  or  call  collect  216/455-9407. 


EMERGENCY  ROOM  PHYSICIAN  NEEDED 
IMMEDIATELY — Established  group  of  two  full  time 
and  six  part  time  physicians  need  third  full  time  man  for 
active  emergency  service.  Incorporated.  Salary  $36,000 
to  $45,000  for  40-50  hours  per  week,  plus  bonus  quarter- 
ly. Excellent  300  bed  general  hospital  in  commu- 
nity of  45,000  only  40  miles  from  Columbus.  Many 
fine  specialists  available  for  help  and  referral.  Please 
contact:  L.  H.  Miller,  M.D.  614-344-0331,  Newark,  O. 


VACATION  CONDOMINIUM  — New  Smyrna 
Beach,  Fla.  — just  south  of  Daytona  and  away  from  the 
crowds,  but  enjoying  the  same  beautiful  beach.  Two 
bedrooms,  2 baths,  wall-to-wall  carpeting,  completely  and 
tastefully  furnished  including  linens,  color  TV  and  dish- 
washer. HE.ATED  POOL,  and  sauna.  $400  per  month. 
For  reserv'ations  or  further  information,  contact  Wm.  W. 
Conner.  M.D..  517  Lakeshore  Dr.,  Eustis,  Florida 
32726.  Phone  904-357-5715. 


— More  Classified  Ads  on  Next  Page  — 
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FOR  RENT  OR  LEASE  — General  Practitioners 
Office  for  10  years.  Suite  of  4 rooms — central  aircondi- 
tioned — carpeted — paneled.  Parking  in  rear.  Phone:  614/ 
224-6972  or  614/231-1987. 


MODEL  RAILROAD  'A"  SCALE  2 RAIL  D.  C. 
CURRENT.  Superdetailed  — locos  and  cars.  6 steam 
locos,  3 diesel  and  1 gas-electric.  108  cars  — • passenger 
& all  types  freight.  Locos  with  interior  detail,  engineer 
& fireman.  All  passenger,  cabooses,  work  cars  and  unique 
3 horse  cars  superdetailed  with  finished  interiors,  light- 
ing & people.  Road  name  of  railroad  Pine  River  & 
Northern.  3 D.C.  Transformers,  buildings,  turntable, 
many  parts.  Many  of  the  cars  handcrafted  to  period  1880 
to  1930  providing  both  hobby  interest  and  collector  value. 
Value  a full  $6,000  — will  sell  $4,000  cash.  Reason  — 
age  72.  Marshall  R.  Rust  — • 207  Washington,  Marietta, 
Ohio  — phone  614-373-5247. 


FOR  RENT  OR  LEASE:  TOLEDO,  OHIO— East 
side;  sole  General  Practitioner’s  office  for  33  years,  va- 
cant by  recent  death;  immediate  income  available;  8 
room  suite  including  3 examining  room;  fully  equipped 
x-ray  and  laboratory;  central  air-conditioning;  carpeted; 
wood  paneling;  parking;  nearby  hospital.  Suitable  for 
one  or  two  physicians;  2 air-conditioned  apartments  avail- 
able in  same  building.  Lease  with  option  to  buy  equip- 
ment. Phone  419/691-6275  or  reply  Box  691,  c/o  Ohio 
State  Medical  Journal. 


EMERGENCY  ROOM  PHYSICIAN  — Accredited 
280  bed  progressive  general  hospital  in  beautiful  Hunting- 
ton,  West  Virginia;  excellent  income  and  working  condi- 
tions; send  resume  to  Assistant  Administrator,  Cabell 
Huntington  Hospital,  1340  Sixteenth  St.,  Huntington, 
West  Virginia  25701. 


OB-GYN  BOARD  CERTIFIED  OR  ELIGIBLE  to 
join  solo  incorporated  Ob-Cyn  in  West  Central  Ohio. 
Equal  share  of  net  and  equal  time  off  from  1st  day,  plus 
liberal  fringe  benefits.  Reply  box  688  c/o  Ohio  State 
Medical  Journal. 


LOCUM  TENENS  — - Ob-Cyn  wanted  for  solo  Ob- 
Cyn  practice  in  Ohio  first  3 weeks  of  November,  1973. 
$1000.00  per  week  plus  living  expenses.  Possible  future 
association  if  desired.  12-15  OB’s  per  month.  Reply  Box 
687  c/o  Ohio  State  Medical  Journal. 


GENERAL  PRACTITIONER— Full-time  staff  phy- 
sician needed  for  Domiciliary  Medical  Service  in  858 
bed  general  medical  and  surgical  hospital.  License  in  any 
state  acceptable;  salary  range  $22,328  to  $29,248  per 
annum  depending  upon  qualifications.  Maximum  leave 
and  insurance  benefits.  Write:  Chief  of  Staff,  Veterans 
Administration  Center,  4100  West  Third  Street,  Dayton, 
Ohio  45428.  An  Equal  Employment  Opportunity. 


OPPORTUNFl  Y FOR  GENERAL  PRAC  I LI  lON- 
ER  or  Industrial  Physician.  Ohio  license.  Long  estab- 
lished industrial  practice,  Cleveland,  Ohio.  Reply  Box 
692,  c/o  Ohio  State  Medical  Journal. 


AVAILABLE  UNTIL  DEC.  15,  AND  AFTER 
APRIL  10:  Our  apartment  on  the  Isle  of  Capri  is  for 
rent  at  off-season  rate  of  $135  a week.  Right  on  the 
inland  waterway  with  a pool  and  a beautiful  view  of  the 
Gulf  and  Marco  Island  from  the  living  room,  bedroom, 
and  balcony.  Completely  ecpiipped  and  sleeps  one  or  two 
couples  comfortably.  For  more  information  write  or  call 
Dr.  Hal  Barlow,  314  Ohio  Bldg.,  Akron  Ohio  44308 — 
telephone  216/253-871  1. 


— More  Classified  Ads  on  Next  Pag’e  — 


Wolman  Insurance  Agency,  Inc. 

Specialists  in  Professional  Liability 

Providing  Personal  Service  to  Physicians  and 
Surgeons  with  Qualified  Personnel  Available 
to  Discuss  Your  Insurance  Needs  in  Your 
Office. 


WOLMAN  INSURANCE  AGENCY,  INC. 
PHONE  614/221-5471 

38  JEFFERSON  AVENUE,  COLUMBUS,  OHIO  43215 
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50-50  PARTNERSHIP  IN  FAMILY  PRACl'ICE, 
N.W.  Ohio.  No  investment.  Very  prolific  practice  in  a 
beautiful  rural  area.  Young  progressive  community  with 
a grow  ing  population ; present  physician  desperately  over 
worked.  Good  hospital  facilities.  Medical  building  has 
dentist,  optometrist,  two  private  physician  offices,  four 
examination  rooms,  emergency  room,  pharmacy,  profes- 
sional library  and  waiting  room.  For  further  informa- 
tion contact:  D.  L.  Savoca,  Box  747,  Edgerton,  Ohio 
43517  or  Phone  419/298-2116  or  419/298-2953. 


NURSE  ANESTHETIST — An  accredited  progres- 
sive hospital  in  a college  town  near  large  metropolitan 
areas  is  in  need  of  a nurse  anesthetist  to  work  in  OB. 
Salary  open,  fringe  benefits  and  relocation  expenses  paid. 
Phone  or  contact  Alliance  City  Hospital,  Alliance,  Ohio 
44601,  Phone  216/821-1000  ext.  219. 


STUDENT  HEALTH  OHIO-PHYSICIAN  urgent- 
ly needed  to  join  staff  of  four  in  modern  well  equipped 
facility.  Excellent  fringe  benefits.  Approximately  12 
w'eeks  off  each  year  and  reduced  summer  schedule.  Con- 
tact: Henry  Vogtsberger,  M.D.,  Bowling  Green  Univer- 
sity, Bowling  Green,  Ohio  43403.  An  equal  opportunity 
employer. 


EMERGENCY  ROOM  PHYSICIAN.  Present  group 
successfully  covering  two  accredited  hospitals;  $35,000 
annual  guaranteed  salary,  plus  malpractice  and  health 
insurance;  Ohio  license  required;  fluency  in  English. 
Could  be  opportunity  for  physician  completing  residency 
in  specialty  to  become  known  in  community  prior  to 
establishing  private  practice.  Hospitals  will  assist  with 
relocation.  Contact  L.  E.  Thompson,  Administrator, 
Scioto  Memorial  Hospital,  1805  27th  Street,  Portsmouth, 
Ohio  45662,  phone  614/354-1805. 


PHYSICIAN  WANTED 
Full-  or  part-time,  small  private  clinic,  Columbus, 
Ohio.  Office  practice  only — general  medicine;  basic 
salary  $15,000/yr.  for  20-hr.  week;  $30,000/yr.  for 
36-hr.  week;  plus  monthly  bonus;  also  profit-sharing 
plan  and  hospitalization  insurance.  Reply:  Box  693, 
c/o  Ohio  State  Medical  Journal,  17  So.  High  St., 
Columbus,  Ohio  43215. 


COMMISSIONER  OF  HEAL  PH  wanted  by  Butler 
County,  Ohio;  population  250,000;  full-time  M.D.  de- 
sired by  young  progressive  board ; position  now  open ; 
salary  $25,000-$30,000  depending  on  qualifications  and 
experience.  Send  curriculum  vitae  to  Dr.  James  Weichert, 
6120  Pleasant  Ave.,  Fairfield,  Ohio  45014. 


VIRGIN  ISLAND  RENTAL  (WATER  ISLAND) 
Spectacular  location,  well  furnished,  available  year 
round,  minimum  two  weeks  for  responsible  couple,  in- 
cludes ’72  VW,  details:  Robert  L.  Turton,  111  W.  Third 
Avenue,  Columbus,  Ohio  43201. 


E.  R.  POSITION  AVAILABLE  — Week  days  — no 
nights  or  weekends.  Small  town  in  greater  Columbus, 
Ohio  area.  $900.  per  week  plus  benefits.  Immediate 
opening.  Length  of  commitment  variable  (2  weeks- 1 
year).  Call  collect:  Dr.  Thomas  Cooper,  314/727-1213. 


MARIETTA,  OHIO — needs  two  primary  care  phy- 
sicians; Ohio  license  required.  42-hour  week,  salary  com- 
petitive plus  fringe  benefits.  Send  curriculum  vitae  with 
inquiry  to  Dr.  Joseph  LaBarre,  c/o  Marietta  Memorial 
Hospital,  Marietta,  Ohio  45750. 


tlie  "WerLdt-Bristol  co. 

MANY  LOCATIONS  TO  SERVE  YOU 

OfFiCE  AND  SHOW  ROOM  (159  DUBLIN  ROAD  COLUMBUS,  OHIO  43212 
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Our  Expert  Area 
Managers  Are  Here 
To  Help  You... 

and  your  assistant 

By  helping  your  assistant  to  file 
Blue  Shield  claims  properly... 
our  experts  will  save  your 
office  valuable  time. 

Ohio  Medical  Indemnity’s 
area  managers  are  your  question 
and  answer  men . . . Experts  in 
answering  your  questions  about 
Blue  Shield.  Use  them.  Contact... 


OHIO  MEDICAL 

INDEMNITY,  cM/e/y, 

6740  NORTH  HIGH  STREET.  WORTHINGTON.  OHIO  43086  Q 614/846-4600 


How  strong 
must  a tranquilizer  be 
for  severe  anxiety? 


As  strong  as  Librium  25  mg 

(chlordiazepoxide  HCI) 


The  achievement  of  desirecf  therapeutic 
results  is  often  a function  of  the  dosage 
strength  as  well  as  the  drug’s  intrinsic  action.  Thus,  when 
anxiety  is  severe,  the  25-mg  strength  of  Librium  fre- 
quently provides  the  necessary  antianxiety  action  with  a 
minimum  of  unwanted  adverse  reactions.  Librium  25  mg 
is  a convenient  dosage  form  for  the  relief  of  severe, 
incapacitating  anxiety,  specifically  formulated  to  supple- 
ment your  counsel  and  reassurance. 

Benefits -to-risks  ratio 
permits  higher  dosage 

For  over  1 3 years. 

Librium  has  been  recog- 
nized for  its  excellent 
benefits-to-risks  ratio,  an 
asset  in  the  higher  dosage  ranges  iis  in  more  common  clini- 
cal applications.  Thus,  the  frequency  of  dosage  with 
Librium  25  mg  can  be  flexibly  adjusted  to  the  needs  and 
response  of  the  individual  patient,  up  to  100  mg  daily  if 
required.  Total  daily  dosage  for  the  elderly  and 
debilitated  should  not  exceed  20  mg.  When  severe 
anxiety  has  been  reduced.  Librium  dosage  should  be 
correspondingly  reduced  or  discontinued  entirely. 

basic  support 
in  severe  anxiety 

Libriunnf  25  mg 

(chlordiazepoxide  HCI) 

1 capsule  t.i.d./q.i.d. 

. Roche  Laboratories 

ROCHE  y Division  of  Hotfmann-La  Roche  Inc 

X M j Q7,,o 


Before  prescribing,  please  consult  com-  i 
plete  product  information,  a summary  of  ' 
which  follows: 

Indications:  Relief  ot  anxiety  and  tension 
occurring  alone  or  accompanying  various  disc-ase  i 
states.  I 

Contraindications:  Patients  with  known  [ 
hypersensitivity  to  the  drug. 

Warnings;  Caution  patients  about  possible 
combined  effects  with  alcohol  and  other  CNS 
depressants.  As  with  all  CNS-acting  drugs,  caution 
patients  against  hazardous  occupations  requiring 
complete  mental  alertness  (e.g.,  operating  machin- 
ery, driving).  Though  physical  and  psychological 
dependence  have  rarely  been  reported  on  recom- 
mended doses,  use  caution  in  administering  to 
addiction-prone  individuals  or  those  who  might 
increase  dosage;  withdrawal  symptoms  (including 
convulsions),  following  discontinuation  of  the 
drug  and  similar  to  those  seen  with  barbiturates, 
have  been  reported.  Use  of  any  drug  in  pregnancy, 
lactation,  or  in  women  of  childbearing  age  requires 
that  its  potential  benefits  be  weighed  against  its 
possible  hazards. 

Precautions:  In  the  elderly  and  debilitated, 
and  in  children  over  six,  limit  to  smallest  effec- 
tive dosage  (initially  10  mg  or  less  per  day)  to 
preclude  ataxia  or  oversedation,  increasing  gradu-  ij 
ally  as  needed  and  tolerated.  Not  recommended 
in  children  under  six.  Though  generally  not  rec- 
ommended, if  combination  therapy  with  other 
psychotropics  seems  indicated,  carefully  consider 
individual  pharmacologic  effects,  particularly  in 
use  of  potentiating  drugs  such  as  MAO  inhibitors  ‘ 
and  phenothiazines.  Observe  usual  precautions  in 
presence  of  impaired  renal  or  hepatic  function. 
Paradoxical  reactions  ( e.g.,  excitement,  stimulation' 
and  acute  rage)  have  been  reported  in  psychiatric 
patients  and  hyperactive  aggressive  children. 
Employ  usual  precautions  in  treatment  of  anxiety 
states  with  evidence  of  impending  depression; 
suicidal  tendencies  may  be  present  and  protective 
measures  necessary.  Variable  effects  on  blood 
coagulation  have  been  reported  very  rarely  in 
patients  receiving  the  drug  and  oral  anticoagu- 
lants; causal  relationship  has  not  been  established  i 
clinically. 

Adverse  Reactions:  Drowsiness,  ataxia  and! 
confusion  may  occur,  especially  in  the  elderly  and! 
debilitated.  These  are  reversible  in  most  instances 
by  proper  dosage  adjustment,  but  are  also  occa- 
sionally observed  at  the  lower  dosage  ranges.  In  a 
few  instances  syncope  has  been  reported.  Also  en- 
countered are  isolated  instances  of  skin  eruptions, 
edema,  minor  menstrual  irregularities,  nausea  anc 
constipation,  extrapyramidal  symptoms,  increased: 
and  decreased  libido— all  infrequent  and  generally 
controlled  with  dosage  reduction;  changes  in  EEC 
patterns  (low-voltage  fast  activity)  may  appear 
during  and  after  treatment;  blood  dyscrasias  (in- 
cluding agranulocytosis),  jaundice  and  hepatic 
dysfunction  have  been  reported  occasionally,  mak 
ing  periodic  blood  counts  and  liver  function  tests 
advisable  during  protracted  therapy. 

Supplied:  Librium®  Capsules  containing 
5 mg,  10  mg  or  25  mg  chlordiazepoxide  HCI. 
Libritabs®  Tablets  containing  5 mg,  10  mg  or 
25  mg  chlordiazepoxide. 
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Most  people  can  handle  this  tension. 


I 


Some  people  dev  elop  excessiv  e psychic  tension  and  need  your  counseling,  \ 


c 


a 


and  a few  may  need  counseling 
and  the  psychotropic  action  of  Valium®  (diazepam). 


Before  deciding  to  make  Valium 
(diazepam)  part  of  your  treatment 
plan,  check  on  w hether  or  not  the 
patient  is  presently  taking  drugs 
and,  if  so,  w hat  his  response  has 
been.  Along  w ith  the  medical  and 
social  history,  this  information  can 
help  you  determine  initial  dosage, 
the  possibility  of  side  effects  and 
the  ultimate  prospects  of  success 
or  failure. 

While  Valium  can  be  a most 
helpful  adjunct  to  your  counseling, 
it  snould  be  prescribed  only  as  long 
as  excessive  psychic  tension  per- 
sists and  should  be  discontinued 
w hen  you  decide  it  has  accom- 
plished its  therapeutic  task.  In 
general,  w hen  dosage  guidelines 
are  follow  ed.  Valium  is  w ell 
tolerated  (see  Dosage),  f or  con- 
venience it  is  av  ailable  in  2-mg,  5-mg 
and  lo-mg  tablets. 

Drow  siness,  fatigue  and  ataxia 
hav  e been  the  most  commonlv  re- 
side effects. 

Until  response  is  determined, 
patients  receiving  Valium  should 
be  cautioned  against  engaging  in 
hazardous  occupations  requiring 
complete  mental  alertness,  such 
as  driving  or  operating  machinery. 
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ROCHE 


Roche  Laboratories 

Division  of  Hoffmann- La  Roche  Inc. 

Nutley,  N J 07110 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  rension  and  anxiety  states;  somatic  coni- 
, ry. / /AT-  i plaints  v\  hich  are  concomitants  of  emotional  factors;  psycho- 
Ur  r nenrotiokates  manifested  by  tension,  anxiety,  apprehension, 
depressive  symptoms  or  agitation;  symntomatic  relief 
of  acute  agitation,  tremor,  delirium  tremens  anti  hallucinosis 
il  7 OEC  tluc  tg  acute  alcohol  withdrawal;  adjunctively  in  skeletal 
"*  mtiscle  spasm  due  to  reflex  spasm  to  local  pathology,  spasticity 

caused  by  upper  motor  neuron  disorders,  athetosis,  stiff-man 
syndrome,  convulsive  di.sorders  (not  for  sole  therapy). 

Contraindicated:  Known  hypersensitivity  to  the  drug. 
Children  under  6 months  of  age.  Acute  narrow  angle  glau- 
coma; may  be  used  in  patients  u ith  open  angle  glaucoma  who 
are  receiving  appropriate  therapy. 

Warnings:  Not  of  value  in  psychotic  patients.  Caution 
against  hazardous  occupations  retjuiring  comptlete  mental 
atertness.  VV'hen  used  adjunctively  in  convulsive  disorders, 
possibilitv  ot  increase  in  frequency  and/or  severity  of  grand 
mal  .seizures  may  recjuire  increased  dosage  of  standard  anti- 
convulsant medication;  afirupt  withdrawal  may  be  associated 
\v  ith  temporary  increase  in  frequency  and/or  severity  of 
seizures.  Advise  against  simultaneous  ingestion  of  alcohol  and 
other  CNS  depressants.  Withdraual  symptoms  (similar  to 
those  with  bartiiturates  and  alcohol)  have  occurred  follou  ing 
abrupt  discontinuance  (convulsions,  tremor,  abdominal  and 
muscle  cramps,  vomiting  and  sw  eating).  Keep  addiction-prone 
individuals  under  careful  surveillance  because  of  their  pre- 
disposition to  hafiituation  and  dependence.  In  pregnancy, 
lactation  or  women  of  childbearing  age,  weigh  potential 
benefit  against  possible  hazard. 

Precautions:  If  combined  with  other  psychotropics  or 
anticonvulsants,  consider  carefully  pharmacology  of  agents 
employed;  drugs  such  as  phenothiazines,  narcotics,  barbi- 
turates, .MAO  inhibitors  and  other  antidepressants  may  poten- 
tiate its  action.  Usual  precautions  indicated  in  patients 
severelv  depressed,  or  w ith  latent  depression,  or  w ith  suicidal 
tendencies.  Observe  usual  precautions  in  impaired  renal  or 
hepatic  function.  Limit  dosage  to  smallest  effective  amount  in 
elclerly  and  debilitated  to  preclude  ataxia  or  oversedation. 

Side  Effects:  Drowsiness,  confusion,  diplopia,  hypoten- 
sion, changes  in  libido,  nausea,  fatigue,  depression,  dysarthria, 
jaundice,  ^in  rash,  ataxia,  constipation,  headache,  incon- 
tinence, changes  in  salivation,  slurred  speech,  tremor,  vertigo, 
urinary  retention,  blurred  vision.  Paradoxical  reactions  suen 
as  acute  hyperexcited  states,  anxiety,  hallucinations,  increased 
muscle  spasticity,  insomnia,  rage,  sleep  disturbances,  stimula- 
tion have  been  reported;  should  these  occur,  discontinue  drug. 
Isolated  reports  of  neutropenia,  jaundice;  periodic  blood 
counts  and  liver  function  tests  advisable  during  long-term 
therapy. 

Dosage;  Individualize  for  maximum  beneficial  effect. 
Achtits:  'Pension,  anxiety  and  psychoneurotic  states,  2 to  10  mg 
b.i.d.  to  q.i.d.;  alcoholism,  10  mg  t.i.d.  or  q.i.d.  in  first  24  hours, 
then  5 mg  t.i.d.  or  q.i.d.  as  neetfed;  adjunctively  in  skeletal 
muscle  spasm,  2 to  10  mg  t.i.d.  or  q.i.d.;  adjunctively  in 
convulsive  di.sorders,  2 to  10  mg  fi.i.d.  to  q.i.d.  Geriatric  or 
dehilitated patients:  2 to  2V2  mg,  1 or  2 times  daily  initially, 
increasing  as  needed  and  tolerated.  (See  Precautions.)  Children: 

I to  2V2  mg  t.i.d,  or  q.i.d.  initially,  increasing  as  needed  and 
tolerated  (not  for  use  under  6 months). 

Supplied:  Valium®  (diazepam)  Pablets,  2 mg,  5 mg  and 
10  mg;  liottles  of  100  and  500.  .\ll  strengths  also  available  in 
'Pel-L-Dose®  packages  of  1000. 


Wiunt 

(diazepam) 

To  help  you  manage  excessive  psychic  tension 
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Notice  To  All  Members! 


Your  Membership  in  the  Ohio  State  Medical  Association  and  American  Medical 
Association,  including  subscriptions  to  The  Ohio  State  Medical  Journal  and 
The  Journal  of  the  AM  A (with  other  AMA  publications),  will  expire  on  De- 
cember 3 1 . Here’s  how  to  renew  them : 

Mail  your  dues  immediately  to  the  Secretary-Treasurer  of  Your  County  Med- 
ical Society. 

OSMA  dues  are  $65.00.  AMA  membership  dues  are  $110.00.  If  you  don’t  know  the 
amount  of  your  County  Medical  Society  dues,  check  with  your  local  Secretary- 
Treasurer.  Ohio  Medical  Political  Action  Committee-American  Medical  Politi- 
cal Action  C!ommittee  dues  are  $25.  OMPAC-.\MP.\C  dues  are  recommended. 

Life  Active  inenibcrship — a new  category  of  membership  approved  by  the  1973 
House  of  Delegates.  This  membership  is  available  to  500  physicians  who  make  a 
single,  lifetime  dues  payment  of  $1,250.00.  When  this  payment  is  made,  the  life 
active  physician  is  assured  a full,  active  lifetime  OSMA  membership,  subject  only 
to  maintenance  of  Ohio  license  and  adherence  to  the  Principles  of  Medical 
Ethics. 

Many  members  probably  will  want  to  send  one  check  to  cover  local,  state,  national, 
and  OMPAC-AMPAC  dues.  Make  Ciheck  Payable  To  Your  County  Medical 
Society. 

5'our  local  Secretary-Treasurer  will  forward  state  and  national  dues  for  you  and 
other  members  to  the  Columbus  Office  of  the  OSM.\.  That  office  will  transmit 
AMA  dues  to  Chicago. 


5'our  local  Secretar)-Trcasurer  wil 
OMPAC  Headquarters. 


forward  vour  OMP.\C-/\MPAC  dues  to 


As  a part  of  the  privileges  and  services  offered  to  all  members  of  the  OSMA,  you 
will  receive  a year’s  subscription  to  The  Ohio  State  Medical  Journal  and  copies 
of  the  OSMAgram,  without  extra  cost.  Dues-paying  members  of  the  .\MA  will 
receive  a year’s  subscription  to  The  Journal  of  the  AMA,  Today’s  Health,  and 
the  American  Medical  News. 


The  member  who  becomes  eligible  for  exemption  from  dues,  and  wishes  to  take  ad- 
vantage of  exemption,  should  make  his  wishes  known  to  the  secretary-treasurer 
of  his  County  Medical  Society.  After  exemption  has  once  been  established,  the 
member  is  automatically  carried  over  from  year  to  year,  unless  the  status 
changes. 


December,  1973  f 
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Trobicin 

to  I Oifnpec^’ 


This  patient 

just  received 

an  effective,  private, 

physician-controlled 

treatment. 

It  took  just  one  short  visit. . ., 


'‘Urethritis,  cervicitis,  proctitis  when  due 
to  susceptible  strains  of  N.  gonorrhoeas 


Trobicin— The  advantage  of  injectable  therapy. 

Once  Trobicin  is  injected,  treatment  is  usually  complete; 

there  can  be  no  problems  with  patients 

sharing,  skimping,  skipping  orforgetting  medication. 

Trobicin— The  aspect  of  privacy. 

There  are  no  prescriptions  to  fill,  no  capsules  to  take. 

Neither  family,  friends  nor  co-workers  need  know  or  suspect 
the  patient's  problem. 

Trobicin— Indication  and  dosage. 

Spectinomycin  is  indicated  only  for  use  in  acute  urethritis  and 
proctitis  in  the  male  and  acute  cervicitis  and/or  proctitis  in 
the  female  when  due  to  susceptible  strains  of  N.  gonorrhoeae. 
The  usual  dosage  for  Trobicin  in  adult  males  is  2 grams 
intramuscularly^-  4 grams  intramuscularly  in  females. 
Trobicin— Not  effective  for  syphilis. 

Trobicin  is  not  effective  for  any  stage  of  syphilis.  Trobicin  may 
mask  or  delay  the  symptoms  of  incubating  syphilis.  If  concurrent 
syphilis  is  suspected,  follow  the  patient  serologically  for  at  least 
3 months.  Patients  with  syphilis  should  receive  adequate  specific 
anti-syphilitic  therapy  with  an  appropriate  antibiotic. 

Trobicin  is  contraindicated  in  patients  previously  found 
hypersensitive  to  it. 


Intramuscular 


...andlrobkin  2 gm  and  4 gm  vials 

sterile  spectinomycin  hydrochloride 


Sterile  Trobicin 

Sterile  Trobicin  (spectinomycin  hydrochloride) 
— For  Intramuscular  Injection: 

2 gm  vials  containing  5 ml  when  reconstituted 
with  diluent 

4 gm  vials  containing  10  ml  when  reconstituted 
with  diluent 

An  aminocyclitol  antibiotic  active  in  vitro  against 
most  strains  of  Neisseria  gonorrhoeae  (MIC  7.5 
to  20  mcg/ml)  Definitive  in  vitro  studies  have 
shown  no  cross  resistance  of  N.  gonorrhoeae 
between  spectinomycin  and  penicillin 
Indications:  Acute  gonorrheal  urethritis 

and  proctitis  in  the  male  and  acute  gonorrheal 
cervicitis  and  proctitis  in  the  female  when  due 
to  susceptible  strains  of  N.  gonorrhoeae. 
Contraindications:  Contraindicated  in  pa- 
tients previously  found  hypersensitive  to  spec- 
tinomycin. 

Warnings:  Not  indicated  for  the  treatment  of 
syphilis.  Antibiotics  used  to  treat  gonorrhea 
may  mask  or  delay  the  symptoms  of  incubating 
syphilis.  Patients  should  be  carefully  examined 
and  monthly  serological  follow-up  for  at  least 

3 months  should  be  instituted  if  the  diagnosis  of 


syphilis  IS  suspected. 

Safety  for  use  in  infants,  children  and  pregnant 
women  has  not  been  established. 

Precautions:  The  usual  precautions  should  be 
observed  with  atopic  individuals. 

Clinical  effectiveness  should  be  monitored  to 
detect  evidence  of  development  of  resistance  by 
N.  gonorrhoeae. 

Adverse  reactions:  The  following  reactions 
were  observed  during  the  single-dose  clinical 
trials:  soreness  at  the  injection  site,  urticaria, 
dizziness,  nausea,  chills,  fever  and  insomnia. 
During  multiple-dose  subchronic  tolerance  stud- 
ies in  normal  human  volunteers,  the  following 
were  noted:  a decrease  in  hemoglobin,  hemat- 
ocrit and  creatinine  clearance,-  elevation  of 
alkaline  phosphatase,  BUN  and  SGPT.  In  sin- 
gle- and  multiple-dose  studies  in  normal  volun- 
teers, a reduction  in  urine  output  was  noted 
Extensive  renal  function  studies  demonstrated 
no  consistent  changes  indicative  of  renal  toxicity 

Dosage  and  administration:  Keep  at 
25°  C and  use  within  24  hours  after  reconstitu- 
tion with  diluent. 


Male— Inject  5 ml  intramuscularly  for  a 2 

gram  dose.  Patients  with  gonorrheal  proctitis 
and  patients  being  re-treated  after  failure  of 
previous  antibiotic  therapy  should  receive  4 
grams  (10  ml).  In  geographic  areas  where  anti- 
biotic resistance  is  known  to  be  prevalent,  initial 
treatment  with  4 grams  (10  ml)  intramuscularly 
is  preferred. 

Female— Inject  10  ml  intramuscularly  for  a 

4  gram  dose. 

How  supplied:  Vials,  2 and  4 grams  — with 
ampoule  of  Bacteriostatic  Water  for  Injection 
with  Benzyl  Alcohol  0.9%  wjv.  Reconstitution 
yields  5 and  10  ml  respectively  with  a concen- 
tration of  400  mg  spectinomycin  per  ml  (as 
the  hydrochloride).  For  intramuscular  use  only. 
Susceptibility  Powder— for  testing  in  vitro  sus- 
ceptibility of  N.  gonorrhoeae. 

Caution:  Federal  law  prohibits  dispensing  with- 
out prescription. 

For  additional  product  information  see  your 
Upjohn  representative  or  consult  the  package 
insert. 


Upjohn 


The  Upjohn  Company,  Kalamazoo,  Michigan  49001 


f For  patients  with  gonorrheal  proctitis  and  for  patients  in  geographic  areas  where  antibiotic 
resistance  is  known  to  be  prevalent,  initial  treatment  with  4 grams  is  preferred. 
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Editor’s  Note:  The  following  letter  is  in 
resjronse  to  the  questionnaire  published  on 
jjage  793  of  the  October  issue,  warning  read- 
ers that  the  Food  and  Drug  Administration 
may  remo\e  some  480  drugs  from  the  market. 

October  19,  1973 

Ohio  State  Medical  Journal 
Dear  Sirs: 

In  addition  to  filling  out  my  questionnaire,  I 
would  like  to  editorialize  on  what  seems  to  be 
happening  in  the  FDA. 

As  a family  ])ractitioner,  Board  certified  and 
Lhiix  ersity  trained  jrre-residency,  I was  taught  and 
still  in  princi])le  believe  that  drugs  should  generally 
be  used  .separately  with  the  doses  specified  for  the 
individual  needs  of  each  jratient  and,  therefore, 
not  used  in  combination.  However,  my  exjrerience 
in  private  practice  has  changed  my  views  not  in 
])rinciple  but  certainly  in  qualitative  modification 
of  the  classical  university  oriented  ojrinion  in  the 
matter.  For  instance,  in  hypertension,  combination 
diugs  ha\e  been  ])ro\en  to  be  sujrerior  insofar  as 
subtoxic  doses  of  two  or  more  agents  can  achie\e 
hypertension  control  whereas  effective  doses  of  any 
single  agent  may  well  produce  side  effects  and  do 
so  in  a larger  jrercentage  than  in  combination 
drugs. 

I Iowe\er,  the  biggest  area  where  1 take  issue 
with  our  classic  traditional  teaching  on  the  subject 
has  to  do  with  the  fact  that  we  primary  jrhysicians 
are  treating  whole  patients,  not  cases  and  not 
numbers  and  not  diseases.  In  treating  whole  pa- 
tients we  often,  as  is  w'ell  jjublicizcd,  come  across 
\arying  degrees  of  p.sychosomatic  and  psycho- 
physiologic  overlay.  A classic  example  is  a jiatient 
with  upper  gastrointestinal  distress  who  has  been 
proven  not  to  have  ulcer  disease.  In  this  ca.se, 
antisjrasmodics  and  anticholinergics  do  provide  re- 
lief for  the  patient  but  the  dose  in  which  they  are 
given  need  not  be  titrated  because  there  is  no 
organic  lesion.  In  addition,  a mild  tranquilizer  or 


.sedative  is  an  excellent  adjunct  to  the  therapy  and 
again  usually  need  not  be  titrated  because  the 
patient  usually  has  no  clear-cut  anxiety  reaction  or 
de])ressive  neurosis. 

In  these  cases  it  is  .so  much  simpler  to  u.se  a 
combination  drug,  such  as  Combid  and  any  of  a 
dozen  of  its  competitors,  to  achieve  symptomatic 
relief  when  dealing  with  the  total  human  being 
and  it  is  also  much  easier  to  keejr  the  rapjrort  with 
these  patients  by  doing  .so.  The  time  saved  in  a 
volume  practice  in  prescription  writing  alone 
makes  the  delivery  of  health  care  more  efficient, 
and  ultimately,  more  economical.  Also,  the  combi- 
nation drug  usually  will  be  of  lower  cost  because  it 
is  produced  and  marketed  en  masse. 

I should  appreciate  this  opinion  being  pub- 
lished in  the  Ohio  State  Medical  Journal  in  Letters 
to  the  Editor. 

Sincerely, 

David  R.  Rudy,  M.D. 

Columbus 


October  17,  1973 

Editor 

The  Ohio  State  Medical  Journal 
Sir: 

“Will  Ohio  Psychiatrists  Improve  Their  Own 
Profe.ssional  Community?”  (Oct.  issue  of  The 
Journal,  jJage  765)  The  authors  omit  to  mention 
that  by  the  State  of  Ohio’s  conferring  a franchise 
for  the  care  of  the  poor  upon  the  state  hos])itals 
the  State  obstructs  the  patient  from  seeking  better 
clinical  care  in  the  open  market.  This  embrace  by 
the  State  of  a clinical  solution  to  a financial  prob- 
lem imposes  .separate  but  (not)  equal  care  upon 
the  poor.  Such  an  administrative  debacle  will,  if 
continued,  do  little  to  enlist  jrarticipation  of  psy- 
chiatrists who  are  trying  to  encourage  their  pa- 
tients’ endeavors  to  exercise  their  own  choices  and 
judgment  in  the  management  of  their  patients’ 
own  lives.  Improvement  of  the  “Professional  Com- 
munity” will  not  follow  upon  further  requirements 
ujron  patients  to  follow  the  State’s  money.  Money 
must  follow  people! 

Sincerely  yours, 

Carl  G.  Madsen,  Jr.,  M.D. 

Painesville 
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Introducing  the  first  annuai  medai 
to  commemorate  the  healing  arts . . . 


MEDICINE  1974  a limited  edition 


Original  design  by  English 
sculptor  Michael  Hibbit. 

A unique  opportunity  to 
begin  a collection  of  annual 
medals  commemorating 
the  healing  arts.  Strictly 
limited  edition . . . offered 
throughout  the  world,  yet 
only  1 ,500  in  solid  sterling 
silver  and  just  1 50  24K 
gold  electroplate  over  1 4K 
gold  filled  medals  will  be 
minted.  Each  medal  will 


be  individually  edge 
numbered  and  hallmarked. 

Handsome  easel  case 
allows  display  of  this  rare 
collector's  item.  Medal 
makes  an  ideal  presentation 
to  your  medical  society, 
physician  guest  speaker, 
ora  “thank  you”  to  an 
associate. 

Orders  postmarked  on  or 
before  December  1,1973 
will  be  delivered  in  time  for 


holiday  giving.  Limited  to 
one  medal  per  subscriber. 
Silver  medal  is  $90.00. 

Gold  medal  is  $380.00. 
Remittance  must 
accompany  order.  Illinois 
residents  add  5%  sales  tax. 
Prices  are  guaranteed  until 
January  1 , 1 974  even  if  the 
price  of  silver  and  gold 
increases. 


MEDICAL  HERITAGE  SOCIETY,  LTD. 

20  North  Wacker  Drive,  Chicago,  Illinois  60606 


G1973  Medical  Heritage  Society,  Ltd. 


County  Medical  Society 
Awards  Ten  Scholarships 

Ten  scholarships  were  awarded  at  the  com- 
bined dinner  meeting  of  the  Lorain  County  Medi- 
cal Society  and  the  Lorain  County  Medical 
Foundation,  on  the  evening  of  Sej>tember  11,  at 
Elyria  Country  Club.  The  college  students  were 
guests  of  the  Medical  Society  on  this  occasion. 
Established  in  1963,  The  Foundation  was  created 
to  assist  Lorain  County  students  who  are  jjreparing 
for  careers  in  medicine,  pharmacy,  nursing,  veter- 
inary medicine,  technology,  and  various  other 
health-related  fields.  The  initial  funds  have  been 
periodically  augmented  by  donations  from  indi- 
viduals and  local  organizations,  and  one  of  the 
prime  benefactors  has  been  the  \\  Oman’s  Auxiliary 
of  the  Medical  Society,  which  since  1968  has  con- 
tributed approximately  $10,000  as  a result  of  bene- 
fit projects  the  Auxiliary  has  sponsored  on  behalf 
of  the  Scholarship  Fund. 

Go\erned  by  a ten-member  Board  of  Super- 
visors comprised  of  laymen  and  physicians,  the 
Foundation  utilizes  income  from  the  Trust  plus 
other  donations  to  award  the  scholarships. 

This  year,  the  scholarships  were  presented  to 
students  in  the  following  categories:  1 — medicine; 
1 — pharmacy;  6 — nursing;  1 — radiologic  technol- 
ogy; and  1 — medical  records  library  science. 

A total  of  $3,200  was  distributed.  Criteria  on 
which  the  Screening  Committee  based  their  selec- 
tion when  considering  applicants  earlier  this  year 
was  academic  performance  and  financial  need,  as 
well  as  the  need  for  the  specific  skills  of  these 
professions  within  the  area. 

From  1963  to  1973  inclusive,  the  Medical 


Foundation  has  awarded  97  scholarships  totaling 
$26,12;'). 

President  John  B.  McCoy,  M.D.,  introduced 
the  Speaker  of  the  Evening,  Rev.  Canon  Laurence 
II.  Hall,  D.D.  whose  topic  was  “Humor — A Pre- 
,scri])tion  for  Living.” 


Ohio  Gets  World’s  Most 
Powerful  Laser  Equipment 

Equipped  with  the  world’s  most  powerful 
laser,  scientists  at  the  Columbus  Laboratories  of 
Battelle  ^Memorial  Institute  are  making  pioneering 
ad\ances  in  the  technologies  associated  with  con- 
trolled thermonuclear  fusion  energy  and  the  gen- 
eration of  x-rays  for  new'  and  improved  uses  in 
medical  diagnosis,  treatment,  and  research. 

In  the  field  of  medical  and  health  related 
research,  investigators  are  planning: 

To  produce  an  intense  and  localized  source  of 
soft  (slightly  penetrating)  and  hard  (deeply  pene- 
trating) x-rays  that  show  promise  in  radiology  as 
a tool  for  improved  diagnosis  and  therapy; 

To  work  on  the  development  of  experimental 
devices  to  deliver  laser-generated  x-rays  to  tissue 
located  in  otherwise  inaccessible  regions  of  the 
body; 

To  investigate  the  feasibility  of  developing  an 
x-ray  laser  which  would  provide  a valuable  tool  to 
hospitals  and  also  to  scientists  conducting  investi- 
gations of  the  genetic  code. 


t) 

’ -f 


tlie  "Wexia-t-Bristol  co. 

MANY  LOCATIONS  TO  5I»VE  TOO 

OFFICE  AND  SHOW  ROOM  IIS9  DUBLIN  ROAD  COLUMBUS,  OHIO  43212 


PHARMACEUTICAL  AND  SICKROOM  SUPPLIES 


PHYSICIAN  AND  HOSPITAL  EOLMFMENT 
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acute  arthritic  inflammation... heat  that  freezes 

In  acute  rheumatoid  arthritis  consider  Tandearil.  The  anti-inflammatory 
action  of  Tandearil  quickly  helps  reduce  heat,  pain,  swelling,  and 
stiffness.  Results  are  usually  seen  in  3 or  4 days.  Try  it  for  a week  when 
the  symptoms  defy  aspirin  control. 


Remember  that  Tandearil  is  not  a simple  analgesic.  It  should  not  be  used 
on  patients  responding  to  routine  therapy.  Before  using,  please  read 
the  prescribing  information.  It's  summarized  below. 

Tandearil*  helps  take  the  heat  off 

oxyphenbutazone  NF 

Geigy 


Tablets  of  100  mg. 

Important  Note:  This  drug  is  not  a simple 
analgesic.  Do  not  administer  casually.  Care- 
fully evaluate  patients  before  starting  treat- 
ment and  keep  them  under  close  supervision. 
Obtain  a detailed  history,  and  complete  phys- 
ical and  laboratory  examination  (complete 
hemogram,  urinalysis,  etc.)  before  prescribing 
and  at  frequent  intervals  thereafter.  Carefully 
select  patients,  avoiding  those  responsive  to 
routine  measures,  contraindicated  patients 
or  those  who  cannot  be  observed  frequently. 
Warn  patients  not  to  exceed  recommended 
dosage.  Short-term  relief  of  severe  symptoms 
with  the  smallest  possible  dosage  is  the  goal 
of  therapy.  Dosage  should  be  taken  with  meals 
or  a full  glass  of  milk.  Patients  should  discon- 
tinue the  drug  and  report  immediately  any  sign 
of:  fever,  sore  throat,  oral  lesions  (symptoms 
of  blood  dyscrasia);  dyspepsia,  epigastric 
pain,  symptoms  of  anemia,  black  or  tarry 
stools  or  other  evidence  of  intestinal  ulcera- 
tion or  hemorrhage,  skin  reactions,  significant 
weight  gain  or  edema.  A one-weex  trial  period 
is  adequate.  Discontinue  in  the  absence  of  a 
favorable  response.  Restrict  treatment  periods 
to  one  week  in  patients  over  sixty. 

Indications:  Acute  gouty  arthritis,  rheumatoid 
arthritis,  rheumatoid  spondylitis. 
Contraindications:  Children  14  years  or  less; 
senile  patients;  history  or  symptoms  of  G.l. 
inflammation  or  ulceration  including  severe, 
recurrent  or  persistent  dyspepsia;  history  or 
presence  of  drug  allergy;  blood  dyscrasias; 
renal,  hepatic  or  cardiac  dysfunction;  hyper- 
tension; thyroid  disease;  systemic  edema; 
stomatitis  and  salivary  gland  enlargement  due 
to  the  drug;  polymyalgia  rheumatica  and  tem- 
poral arteritis;  patients  receiving  other  potent 
chemotherapeutic  agents,  or  long-term  anti- 
coagulant therapy. 

Warnings:  Age,  weight,  dosage,  duration  of 
therapy,  existence  of  concomitant  diseases, 
and  concurrent  potent  chemotherapy  affect  in- 
cidence of  toxic  reactions.  Carefully  instruct 
and  observe  the  individual  patient,  especially 
the  aging  (forty  years  and  over)  who  have 
increased  susceptibility  to  the  toxicity  of  the 
drug.  Use  lowest  effective  dosage.  Weigh 
initially  unpredictable  benefits  against  po- 


tential risk  of  severe,  even  fatal,  reactions. 

The  disease  condition  itself  is  unaltered  by 
the  drug.  Use  with  caution  in  first  trimester  of 
pregnancy  and  in  nursing  mothers.  Drug  may 
appear  in  cord  blood  and  breast  milk.  Serious, 
even  fatal,  blood  dyscrasias,  including 
aplastic  anemia,  may  occur  suddenly  despite 
regular  hemograms,  and  may  become  manifest 
days  or  weeks  after  cessation  of  drug.  Any 
significant  change  in  total  white  count,  rela- 
tive decrease  In  granulocytes,  appearance 
of  immature  forms,  or  fall  in  hematocrit  should 
signal  immediate  cessation  of  therapy  and 
complete  hematologic  investigation.  Unex- 
plained bleeding  involving  CNS,  adrenals,  and 
G.l.  tract  has  occurred.  The  drug  may  potenti- 
ate action  of  insulin,  sulfonylurea,  and  sul- 
fonamide-type  agents.  Carefully  observe 
patients  taking  these  agents.  Nontoxic  and 
toxic  goiters  and  myxedema  have  been  re- 
ported (the  drug  reduces  iodine  uptake  by  the 
thyroid).  Blurred  vision  can  be  a significant 
toxic  symptom  worthy  of  a complete  ophthal- 
mological  examination.  Swelling  of  ankles  or 
lace  in  patients  under  sixty  may  be  prevented 
by  reducing  dosage.  If  edema  occurs  in  pa- 
tients over  sixty,  discontinue  drug. 

Precautions:  The  following  should  be  ac- 
complished at  regular  intervals:  Careful  de- 
tailed history  for  disease  being  treated  and 
detection  of  earliest  signs  of  adverse  reac- 
tions; complete  physical  examination  includ- 
ing check  of  patient’s  weight;  complete  weekly 
(especially  for  the  aging)  or  an  every  two 
week  blood  check;  pertinent  laboratory  studies. 
Caution  patients  about  participating  in  activ- 
ity requiring  alertness  and  coordination,  as 
driving  a car,  etc.  Cases  of  leukemia  have 
been  reported  in  patients  with  a history  of 
short-  and  long-term  therapy.  The  majority  of 
these  patients  were  over  forty.  Remember  that 
arthritic-type  pains  can  be  the  presenting 
symptom  of  leukemia. 

Adverse  Reactions:  This  is  a potent  drug;  its 
misuse  can  lead  to  serious  results.  Review 
detailed  information  before  beginning  therapy. 
Ulcerative  esophagitis,  acute  and  reactivated 
gastric  and  duodenal  ulcer  with  perforation 
and  hemorrhage,  ulceration  and  perforation  of 
large  bowel,  occult  G.l,  bleeding  with  anemia, 


gastritis,  epigastric  pain,  hematemesis,  dys- 
pepsia, nausea,  vomiting  and  diarrhea,  ab- 
dominal distention,  agranulocytosis,  aplastic 
anemia,  hemolytic  anemia,  anemia  due  to 
blood  loss  including  occult  G.l.  bleeding, 
thrombocytopenia,  pancytopenia,  leukemia, 
leukopenia,  bone  marrow  depression,  sodium 
and  chloride  retention,  water  retention  and 
edema,  plasma  dilution,  respiratory  alkalosis, 
metabolic  acidosis,  fatal  and  nonfatal  hepa- 
titis (cholestasis  may  or  may  not  be  promi- 
nent), petechiae,  purpura  without  thrombocy- 
topenia, toxic  pruritus,  erythema  nodosum, 
erythema  multiforme,  Stevens-Johnson  syn- 
drome, Lyell's  syndrome  (toxic  necrotizing 
epidermolysis),  exfoliative  dermatitis,  serum 
sickness,  hypersensitivity  angiitis  (poly- 
arteritis), anaphylactic  shock,  urticaria,  arth- 
ralgia, fever,  rashes  (all  allergic  reactions 
require  prompt  and  permanent  withdrawal  of 
the  drug),  proteinuria,  hematuria,  oliguria, 
anuria,  renal  failure  with  azotemia,  glomeru- 
lonephritis, acute  tubular  necrosis,  nephrotic 
syndrome,  bilateral  renal  cortical  necrosis, 
renal  stones,  ureteral  obstruction  with  uric 
acid  crystals  due  to  uricosuric  action  of  drug, 
impaired  renal  function,  cardiac  decompensa- 
tion, hypertension,  pericarditis,  diffuse  inter- 
stitial myocarditis  with  muscle  necrosis, 
perivascular  granulomata,  aggravation  of 
temporal  arteritis  in  patients  with  polymyalgia 
rheumatica,  optic  neuritis,  blurred  vision, 
retinal  hemorrhage,  toxic  amblyopia,  retinal 
detachment,  hearing  loss,  hyperglycemia, 
thyroid  hyperplasia,  toxic  goiter,  association 
of  hyperthyroidism  and  hypothyroidism  (causal 
relationship  not  established),  agitation,  con- 
fusional  states,  lethargy;  CNS  reactions 
associated  with  overdosage,  including  convul- 
sions, euphoria,  psychosis,  depression,  head- 
aches, hallucinations,  giddiness,  vertigo, 
coma,  hyperventilation,  insomnia;  ulcerative 
stomatitis,  salivary  gland  enlargement. 
(B)98-146-800-F  (10/71) 

For  complete  details,  Including  dosage, 
please  see  lull  prescribing  intormatlon. 

GEIGY  Pharmaceuticals 
Division  of  CIBA-GEIGY  Corporation 
Ardsley,  New  York  10502 
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Ifs  time  for  action  to  defend  the  laws 
and  regulations  that  protect  your 
patients  against  drug  substitution. 

These  professional  and  trade  organizations  are  united 
in  supporting  antisubstitution  statutes  and  regulations: 

The  American  Academy  of  Dermatolog 

The  Board  of  Directors  of  the 
American  Academy  of  Family 
Physicians 

The  Executive  Board  of  the 
American  Academy  of  Neurology 

The  Committee  on  Drugs  of  the 
American  Academy  of  Pediatrics 

The  American  College  of  Allergists 

The  Executive  Committee  of  the 
American  College  of  Obstetricians 
and  Gynecologists 

The  Board  of  Regents  of  the 
American  College  of  Physicians 

The  Board  of  Trustees  of  the 
American  Dental  Association 

The  Board  of  T rustees  of  the 
American  Medical  Association 

The  American  Psychiatric  Associatic 

The  Executive  Committee  of  the 
National  Association  of  Retail 
Druggists 

The  Board  of  Directors  of  the 
Pharmaceutical  Manufacturers 
Association 

The  National  Wholesale  Druggists’  ■ 

Association 


I 
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Joint  Statement  on  Antisubstitution  Laws  and  Regulations 


The  purpose  of  this  statement  is 
to  affirm  the  support  of  the  participat- 
ing organizations  for  the  laws,  regula- 
tions and  professional  traditions  which 
prohibitthe  unauthorized  substitution 
of  drug  products. 

Traditionally,  physicians,  den- 
tists and  pharmacists  have  worked 
cooperatively  to  serve  the  best  inter- 
ests of  patients.  Productive  coopera- 
tion has  been  achieved  through 
mutual  respect  as  well  as  a common 
concern  for  the  ideals  of  public 
service.  This  mutual  respect  has  been 
reflected,  in  part,  by  joint  support 
over  the  years  for  the  adoption  and 
enforcement  of  laws  and  regulations 
specifically  prohibiting  unauthorized 
substitution  and  encouraging  joint 
discussion  and  selection  of  the 
source  of  supply  of  drug  products. 

The  basic  principles  of  medical,  den- 
tal and  pharmacy  practice  are  thus 
utilized  and  preserved  in  the  Interest 
of  patient  welfare. 

The  antisubstitution  laws  have 
not  obstructed  enhancement  of  the 
professional  status  of  pharmacy  any 
more  than  they  have  in  and  of  them- 
selves guaranteed  absolute  protec- 
tion from  unsafe  drugs,  or  freed 
physicians,  dentists  and  pharmacists 
from  their  responsibilities  to  patients. 
Asa  practical  matter,  however,  such 
laws  and  regulations  encourage  inter- 
professional communications  regard- 
ing drug  product  selection  and  assure 
each  profession  the  opportunity  to 
exercise  fully  its  expertise  in  drug 
usage,  to  the  advantage  of  patients. 

Physicians  and  dentists  should 
be  urged  to  increase  the  frequency 
and  regularity  of  their  contacts  with 
pharmacists  in  selection  of  quality 
drug  products,  recognizing  that 


economies  to  patients  can  be  im- 
proved through  such  communica- 
tion, taking  into  account  the  patients’ 
needs.  The  pharmacist's  knowledge 
of  the  chemical  characteristics  of 
drugs,  their  mode  of  action,  toxic 
properties  and  other  characteristics 
that  assist  in  making  drug  selection 
decisions  should  be  utilized  to  the 
fullest  extent  practicable  by  physi- 
cians and  dentists  in  servingtheir 
patients. 

Since  drug  product  selection 
entails  knowledge  derived  from 
clinical  experience,  the  physician’s 
and  dentist’s  roles  in  product  selec- 
tion remain  primary  and  do  not  per- 
mit delegation  of  decisions  requiring 
medical  and  dental  judgments.  A 
broader  role  in  therapy  will  evolve 
for  pharmacists  as  improved  under- 
standing and  cooperation  among  the 
professions  continue  to  grow. 

There  has  been  no  evidence  that 
there  are  convincing  reasons  to 
modify  or  repeal  existing  laws  and 
regulations  prohibiting  the  unauthor- 
ized substitution  of  another  drug 
product  for  the  one  specified  by  a 
prescriber.  It  is  our  belief  that  such 
laws  and  regulations  merit  the  joint 
support  of  the  medical,  dental  and 
pharmaceutical  professions  and  the 
pharmaceutical  industry. 

Add  your  opinion  to  the  weight 
of  other  professionals  and  send  it  to 
your  state  assemblyman  or  legislator. 


Pharmaceutical  Manufacturers  Association 
1155  Fifteenth  Street,  N.W. , Washington,  D.  C.  20005 


Placidyl® 

(ETHCHLORVYNOL) 

Brief  Summary 

Indications— Placldyl  (ethchlorvynol)  is  indicated 
as  short-term  hypnotic  therapy  in  the  management 
of  insomnia. 

Contraindications— Drug  hypersensitivity  and  por- 
phyria. 

Warnings— Not  recommended  during  the  first  and 
second  trimester  of  pregnancy.  Caution  patients 
of  possible  combined  exaggerated  effects  with 
alcohol,  barbiturates,  tranquilizers  or  other  CNS 
depressants.  Exaggerated  effects  might  result  in 
blurring  of  vision,  paralysis  of  accommodation  and 
profound  hypnosis.  Caution  patients  concerning 
driving  a motor  vehicle,  operating  machinery,  or 
other  hazardous  operations  requiring  alertness  af- 
ter taking  the  drug.  ADMINISTER  WITH  CAUTION 
TO  PATIENTS  WITH  SUICIDAL  TENDENCIES  AND 
DO  NOT  PRESCRIBE  LARGE  OUANTITIES  OF  THE 
DRUG.  Adjustment  of  the  dosage  of  oral  anticoag- 
ulants might  be  necessary  when  beginning  ethchlor- 
vynol therapy,  during  therapy,  or  after  stopping 
therapy.  This  drug  is  not  recommended  for  use  in 
children.  PLACIDYL  HAS  THE  POTENTIAL  FOR 
THE  DEVELOPMENT  OF  PSYCHOLOGICAL  AND 
PHYSICAL  DEPENDENCE.  INSTANCES  OF  SE- 
VERE WITHDRAWAL  SYMPTOMS,  INCLUDING 
CONVULSIONS  AND  DELIRIUM  CLINICALLY  SIM- 
ILAR TO  THOSE  SEEN  WITH  BARBITURATES, 
HAVE  BEEN  REPORTED  IN  PATIENTS  TAKING 
REGULAR  DOSES  AS  LOW  AS  1000  MG,  PER  DAY 
OVER  A PERIOD  OF  TIME  WHEN  THE  DRUG  WAS 
SUDDENLY  DISCONTINUED.  PROLONGED  AD- 
MINISTRATION OF  THE  DRUG  IS  NOT  RECOM- 
MENDED. Addiction-prone  patients  or  those  who 
are  likely  to  increase  dosages  of  the  drug  on  their 
own  initiative  should  be  observed  for  evidence  of 
signs  or  symptoms  which  may  indicate  possible 
early  withdrawal  or  abstinence  symptoms.  Signs 
and  symptoms  associated  with  withdrawal  and  ab- 
stinence include  unusual  anxiety,  tremor,  ataxia, 
slurring  of  speech,  memory  loss,  perceptual  dis- 
tortions, irritability,  agitation  and  delirium.  Other 
less  well  defined  signs  and  symptoms,  not  neces- 
sarily due  to  withdrawal  and  abstinence,  may  in- 
clude anorexia,  nausea  or  vomiting,  weakness, 
dizziness,  sweating,  muscle  twitching  and  weight 
loss.  Abrupt  discontinuance  of  Placidyl  following 
prolonged  overdosage  may  result  in  convulsions 
and  delirium. 

Precautions— Toxic  amblyopia  has  been  reported 
with  long-term  continuous  use  of  ethchlorvynol. 
Permanent  visual  defects  have  been  observed,  al- 
though amblyopia  has  improved  after  discontinua- 
tion of  the  drug.  Drug  dosage  should  be  limited 
for  elderly  and  debilitated  patients  to  the  smallest 
effective  amount.  If  pain  is  present,  this  drug 
should  only  be  given  if  insomnia  persists  after 
pain  is  controlled  with  analgesics.  Caution  is  ad- 
vised in  prescribing  the  drug  for  patients  who  are 
being  treated  with  either  MAO  inhibitors  or  anti- 
depressants. Transient  delirium  has  been  reported 
with  the  combination  of  Placidyl  and  amitryptyline. 
Drug  dosage  should  be  reduced  if  prescribed  for 
patients  receiving  MAO  inhibitors  or  antidepres- 
sants. Caution  should  be  exercised  in  patients 
with  impaired  hepatic  or  renal  function.  Patients 
who  respond  unpredictably  to  barbiturates  or  alco- 
hol, or  who  exhibit  excitement  and  release  of  inhi- 
bition in  association  with  such  agents,  may  also 
react  in  this  way  to  Plaoidyl.  Rarely,  patients  may 
exhibit  symptoms  suggestive  of  an  unusual  sus- 
ceptibility to  the  drug;  such  as  prolonged  hypnosis, 
profound  muscular  weakness,  excitement,  hysteria, 
or  syncope  without  marked  hypotension.  Transient 
giddiness  or  ataxia  may  occur. 

Adverse  Reactions— Hypotension,  nausea  or  vom- 
iting, gastric  upset,  aftertaste,  blurring  of  vision, 
dizziness,  facial  numbness,  and  allergic  reaction 
typified  by  urticaria  have  been  reported  following 
Placidyl  administration.  Mild  “hangover"  and  symp- 
toms of  mild  excitation  have  occurred  in  some 
patients.  There  have  been  rare  reports  of  cholestatic 
jaundice  occurring  in  patients  taking  ethchlorvynoi. 
A few  cases  of  thrombocytopenia  have  been  re- 
ported in  patients  receiving  ethchlorvynol.  304431 


Give  us  his  nights. 

Prescribe  Placidyl.  Chances  are,  we’ll  give  him 
a good  night’s  sleep. 

Insomnia  may  often  accompany  surgical 
convalescence.  During  those  long  nights  following 
surgery,  sleep  can  be  as  elusive  as  it  is  vital. 

When  sleep  is  synonymous  with  therapy, 
remember . . . Placidyl  is  synonymous  with  sleep. 

It  has  been  for  over  17  years. 

If  time  is  the  criterion  to  inspire  your  confidence  . . . 
you  can  rest  assured  with  Placidyl. 

Prescribed  by  physicians  for  over  1 7 years. 

Placidyf  © 

(ETHCHLORVYNOL  CAPSULES,  500  or  750  mg.) 


\ 


Medical  Assistants  Elect  Ohioan 
as  National  Vice-President 

Laura  L.  Lockliart,  a certified  medical  assis- 
tant (CMA)  from  Akron,  Ohio,  was  elected  vice- 
president  of  the  American  Association  of  Medical 
Assistants  (AAMA)  at  its  October  meeting  in 
Washington,  D.C. 

The  action  was  taken  by  members  of  the 
Association’s  policy-making  House  of  Delegates 
during  its  17th  annual  convention. 

For  the  past  18  years  Ms.  Lockhart  has  been 
a medical  assistant  to  De\itt  L.  Gordon,  M.I)., 
an  ophthalmologist  in  Akron. 

The  new  vice-president  has  been  active  in 
AAM.A.  at  national,  state  and  local  levels.  She 
.served  as  national  Speaker  of  the  House,  vice- 
.speaker  and  trustee  for  AAMA.  She  has  also 
chaired  and  been  a member  on  various  national 
committees. 

Miss  Lockhart  is  a past  president  of  the  Ohio 
state  chapter,  has  been  District  Councilor  on  the 
Board  of  Trustees,  and  assisted  in  organizing  five 
new  chapters  in  Ohio.  She  is  a past  president  of 
the  Summit,  Ohio  Chapter  of  AAMA,  has  served 
as  treasurer,  parliamentarian,  and  is  a member  of 
the  Board  of  Directors. 

The  Chicago-based  AAMA  is  a national  or- 
ganization of  more  than  15,500  medical  assistants 
who  work  under  direct  supervision  of  licensed  phy- 
sicians. Medical  assistants  serve  as  direct  links 
between  doctors  and  their  patients,  associates  and 
suppliers  of  medication  and  equipment.  One  of  the 
major  objectives  of  the  association  is  to  increase 
the  education  and  professionalism  of  medical  assis- 
tants. 


Medical  School  Enrollments 
Set  New  Record  for  1973-74 

The  most  medical  schools  since  1925,  or  114, 
opened  their  doors  for  the  1973-74  school  year  in 
the  United  States. 

The  first-year  entering  class  hit  an  estimated 
13,790 — also  a new  record — and  total  enrollment 
for  the  first  time  topped  the  50,000  mark,  with 
educators  setting  an  estimate  of  51,123,  states  the 
report,  based  on  statistics  compiled  by  the  AMA’s 
Medical  Education  Division. 

If  all  senior  students  get  a degree  on  schedule, 
there  will  be  11,862  new  physicians  at  the  end  of 
the  school  year,  the  first  time  this  figure  has  gone 
over  the  11,000  mark. 

First  year  enrollment  last  year  was  13,726, 
wath  47,546  the  total  enrollment  for  all  classes. 
There  were  10,391  graduates,  the  first  time  the 
number  receiving  MD  degrees  had  topped  the 
10,000  mark  in  any  one  year. 

There  were  924  women  in  the  1973  graduat- 
ing class  and  6,099  women  enrolled  in  all  medical 
schools. 

A continuous  climb  in  the  production  of  new 
physicians  is  likely.  It  is  estimated  that  in  1974-75 
first-year  enrollments  will  rise  to  14,336  and  the 
number  of  graduates  will  exceed  13,000.  The  first- 
year  enrollment  figure  will  reach  15,000  for  the 
first  time  with  the  opening  of  the  1976  year. 

The  two  new  schools  which  opened  for  the 
1973-74  school  year  are  Southern  Illinois  Uni- 
versity School  of  Medicine  in  Springfield  and  the 
Eastern  \’irginia  Medical  School  in  Norfolk. 
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CUSTOM  JEWELER 


Rocks  make  heartwarming  gifts  | 

. . . when  they’re  emeralds,  amethysts,  ojjals,  diamonds  or  = 

other  gem  materials  cut  from  rough  stone,  then  shaped  | 

and  polished  to  brilliant  jewels.  In  my  confidential,  leisure-  | 

ly  “SUITE  1015”  salon,  look,  handle  and  learn  about  my  | 

“rocks”.  I enjoy  sharing  my  knowledge  and  30-years  ex-  = 

perience.  “SUITE  1015”  of  the  Huntington  Bank  Bldg.,  17  | 

South  High  in  Columbus  is  a ver\'  special  place  to  select  | 

very  special  jewelr)'  gifts.  Prices?  SL^BSTANTIAL  SA\  - | 

INCS  for  such  desirable  quality  thanks  to  direct  resources  | 

and  minimum  expenses.  For  your  convenience  this  busy  | 

time  of  year,  call  collect,  614-224-3377,  for  an  appointment.  = 
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Recommendations'  on 
Combination  Live  Vims  Vaccines 


American  Academy 
of  Pediatrics 

Committee  on 
Infectious  Diseases 

In  the  September  15,  1971  AAP  News- 
letter sent  to  Academy  members,  the  Com- 
mittee on  Infectious  Diseases  of  the 
American  Academy  of  Pediatrics  stated 
its  recommendations  on  the  use  of  com- 
bination live  virus  vaccines.  After  a care- 
ful review  of  available  data,  the  committee 
concluded  that: 

• “This  information  indicates  that  the 
products  are  both  safe  and  effective  when 
used  as  directed.’’ 

• The  vaccine  “...can,  therefore,  be  rec- 
ommended with  the  obvious  advan- 
tages of  reduction  in  the  number 

of  injections  for  any  given 
child  and  a concomitant  de- 
crease in  the  required 
visitsto  a physician’s  of- 
fice or  clinic.’’ 


^For  complete  text  of  both 
recommendations  see  your 
MSD  representative  or  write 
to  Professional  Service  Dept. 
Merck  Sharp  & Dohme, 
West  Point,  Pa.  19486. 


United  States 
Public  Health  Service 

Advisory  Committee  on 
Immunization  Practices 

In  the  April  24,  1971  issue  of  Morbidity 
and  Mortality  Weekly  Report,  the  Advis- 
ory Committee  on  Immunization  Prac- 
tices of  the  United  States  Public  Health 
Service  presented  recommendations  on 
the  use  of  combination  live  virus  vaccines. 
The  committee  stated  that: 

• “Data  indicate  that  antibody  response 
to  each  component  of  these  combination 
vaccines  is  comparable  with  antibody  re- 
sponse to  the  individual  vaccines  given 
separately. 

• “There  is  no  evidence  that  ad- 
verse reactions  to  the  combined 
products  occur  more  fre- 
quently or  are  more  severe 
than  known  reactions  to  the 
individual  vaccines  (see  per- 
tinent ACIP  recommenda- 
tions). 

• “The  obvious  convenience 
of  giving  already  selected 
antigens  in  combined  form 
should  encourage  considera- 
tion of  using  these  products 
when  appropriate.’’ 
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(MEASLES,  MUMPS  AND  RUBELLA 
VIRUS  VACCINE,  LIVE  ! MSD) 

Siiiole-close  vials 


M-M-R,  given  in  a single  injection,  fits  easily  into 
your  routine  immunization  program  for  well  babies. 

Given  at  age  12  months,  M-M-R  provides  for  vaccina- 
tion early  in  life  against  measles,  mumps,  and  rubella. 


MSD  suggested  immunization  schedule  for  well  babies 

Age 

Vaccine(s) 

2 months 

DPT  (diphtheria-pertussis-tetanus) 
Oral  poliomyelitis  vaccine  (triple) 

3 months 

DPT> 

4 months 

DPT 

Oral  poliomyelitis  vaccine  (triple) 

6 months 

Oral  poliomyelitis  vaccine  (triple) 

12  MONTHS 

M-M-R  (MEASLES,  MUMPS  AND 
RUBELLA  VIRUS  VACCINE,  LIVE,  MSD) 

1.  This  vact:ination  may  be  given  at  B monlh.s,  5 months,  or  at  (i  months,  depending  on  your  preterenee  or  on  the  condition 
of  the  child. 

Since  vaccination  with  a live  virus  vaccine  may  depress  the  results  of  a tuberculin  test  for  four  weeks  or  longer,  the  test  and 
the  vaccine  should  not  be  given  during  the  same  office  visit. 

'■n-ademark  of  Merck  & Co..  I NC. 

For  a brief  summary  of  prescribing  information,  please  see  following  page. 
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(MEASLES,  MUMPS  AND  RUBELLA 
VIRUS  VACCINE,  LIVE  I MSD) 


Single-dose  vials 


Contraindications:  Pregnancy  or  possibility  of  pregnancy 
within  three  months  following  vaccination;  infants  less 
than  one  year  old;  sensitivity  to  chicken  or  duck,  chicken 
or  duck  eggs  or  feathers,  or  neomycin;  any  febrile  res- 
piratory illness  or  other  active  febrile  infection;  active 
untreated  tuberculosis;  therapy  with  ACTH,  cortico- 
steroids, irradiation,  alkylating  agents,  or  antimetabo- 
lites; blood  dyscrasias,  leukemia,  lymphomas  of  any 
type,  or  other  malignant  neoplasms  affecting  the  bone 
marrow  or  lymphatic  systems;  gamma  globulin  defi- 
ciency, i,e,,  agammaglobulinemia,  hypogammaglobulin- 
emia, and  dysgammaglobulinemia. 

Precautions:  Administer  subcutaneously:  do  not  give 
intravenously.  Epinephrine  should  be  available  for  im- 
mediate use  should  an  anaphylactoid  reaction  occur. 
Should  i.j  be  given  less  than  one  month  before  or  after 
immunization  with  other  live  virus  vaccines,  with  the 
exception  of  monovalent  or  trivalent  poliovirus  vaccine, 
live,  oral,  which  may  be  administered  simultaneously; 
vaccination  should  be  deferred  for  at  least  three  months 
following  blood  transfusions  or  administration  of  more 
than  0.02  ml  immune  serum  globulin  (hiunan)  per  pound 
of  body  weight,  or  human  plasma. 

Due  caution  should  be  employed  in  children  with  a his- 
tory of  febrile  convulsions,  cerebral  injury,  or  any  other 
condition  in  which  stress  due  to  fever  should  be  avoided. 
The  physician  should  be  alert  to  the  temperature  eleva- 
tion which  may  occur  5 to  12  days  after  vaccination. 
Excretion  of  the  live  attenuated  rubella  virus  from  the 
throat  has  occurred  in  the  majority  of  susceptible  indi- 
viduals administered  the  rubella  vaccine.  There  is  no 
definitive  evidence  to  indicate  that  such  virus  is  con- 
tagious to  susceptible  persons  who  are  in  contact  with 
the  vaccinated  individuals.  Consequently,  transmission, 
while  accepted  as  a theoretical  possibility,  has  not  been 
regarded  as  a significant  risk. 

Attenuated  live  virus  measles,  mumps,  and  rubella  vac- 
cines. given  separately,  may  temporarily  depress  tuber- 
culin skin  sensitivity:  therefore,  if  a tuberculin  test  is  to 
be  done,  it  should  be  scheduled  before  vaccination,  to 
avoid  the  possibility  of  a false  negative  response. 

Before  reconstitution,  refrigerate  vaccine  at  2-8  C 
(35.6-46.4  F)  and  protect  from  light.  Use  only  diluent 
supplied  to  reconstitute  vaccine.  If  not  used  immedi- 
ately, return  reconstituted  vaccine  to  refrigerator  at 
2-8  C (35.6-46.4  F),  and  discard  after  eight  hours. 
Adverse  Reactions:  To  date,  clinical  evaluation  has  not 
revealed  any  adverse  reactions  peculiar  to  the  combina- 
tion. The  adverse  reactions  that  occurred  were  limited 
to  those  that  have  been  reported  previously  for  the  com- 
ponent vaccines. 

Fever,  rash;  mild  local  reactions  such  as  erythema,  indur- 
ation, tenderness,  regional  lymphadenopathy;  parotitis: 
thrombocytopenia  and  purpura ; allergic  reactions  such  as 
urticaria:  arthritis,  arthralgia,  and  polyneuritis. 
Occasionally,  moderate  fever  (101-102.9  F);  less  common- 
ly. high  fever  (above  103  F);  rarely,  febrile  convulsions. 
Encephalitis  and  other  nervous  system  reactions  that  have 


occurred  very  rarely  with  the  individual  vaccines  may 
also  occur  with  the  combined  vaccine.  Experience  from 
more  than  44  million  doses  of  all  live  measles  vaccines 
given  in  the  U.S.  by  mid-1971  indicates  that  significant 
central  nervous  system  reactions  such  as  encephalitis, 
occurring  within  30  days  after  vaccination,  have  been 
temporally  associated  with  measles  vaccine  approxi- 
mately once  for  every  million  doses.  In  no  case  has  it 
been  shown  that  reactions  were  actually  caused  by  vac- 
cine. The  Center  for  Disease  Control  has  pointed  out 
that  “a  certain  number  of  cases  of  encephalitis  may  be 
expected  to  occur  in  a large  childhood  population  in  a 
defined  period  of  time  even  when  no  vaccines  are  ad- 
ministered. A survey  conducted  in  New  Jersey  in  1965 
showed  that  2.8  cases  of  encephalitis  (of  unknown 
cause)  occurred  per  million  children,  ages  1-9  years  per 
30-day  period.”  However,  the  Center  for  Disease  Con- 
trol has  analyzed  the  reported  reactions  following 
measles  vaccines  and  pointed  out  that  "the  clustering 
of  cases  in  the  period  6 through  13  days  after  inocula- 
tion as  well  as  the  recovery  of  measles  virus  (probably 
the  vaccine  strain)  from  the  CSF  of  one  patient  does 
suggest  that  some  of  these  cases  may  have  been  caused 
by  the  vaccine’.'  The  risk  of  such  serious  neurological 
disorders  following  live  measles  virus  vaccine  adminis- 
tration remains  far  less  than  that  for  encephalitis  with 
measles  (one  per  thousand  reported  cases). 

Transient  arthritis,  arthralgia,  and  polyneuritis  are  fea- 
tures of  natural  rubella  and  vary  in  frequency  and  se- 
verity with  age  and  sex,  being  greatest  in  adult  females 
and  least  in  prepubertal  children.  Such  reactions  have 
been  reported  with  live  attenuated  rubella  virus  vac- 
cines. Symptoms  relating  to  joints  (pain,  swelling,  stiff- 
ness, etc.)  and  to  peripheral  nerves  (pain,  numbness, 
tingling,  etc.)  occurring  within  approximately  two 
months  after  immunization  should  be  considered  as  pos- 
sibly vaccine  related.  Symptoms  have  generally  been 
mild  and  of  no  more  than  three  days'  duration.  The  inci- 
dence in  prepubertal  children  would  appear  to  be  less 
than  1%  for  reactions  that  would  interfere  with  normal 
activity  or  necessitate  medical  attention. 

How  Supplied:  Single-dose  vials  of  lyophilized  vaccine, 
containing  when  reconstituted  not  less  than  1,000  TCID50 
(tissue  culture  infectious  doses)  of  measles  virus  vac- 
cine, live,  attenuated,  5,000  TCID50  of  mumps  virus  vac- 
cine, live,  and  1,000  TCID50  of  rubella  virus  vaccine,  live, 
expressed  in  terms  of  the  assigned  titer  of  the  FDA  Ref- 
erence Measles,  Mumps,  and  Rubella  Viruses,  and  ap- 
proximately 25  meg  neomycin,  with  a disposable  syringe 
containing  diluent  and  fitted  with  a 25-gauge,  %"needle. 
Also  in  boxes  of  10  single-dose  vials  nested  in  a pop-out 
tray  with  a separate  box  of  10  diluent- 
containing  syringes. 

For  more  detailed  information,  con- 
sult your  MSD  representative  or  see 
full  prescribing  information.  Merck 
Sharp  &■  Dohme,  Division  of  Merck  &■ 

Co.,  Inc.,  West  Point,  Pa.  19486. 


MSD 

MERCK 

SHARa 

DOHME 
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1974  Annual  Meeting,  Ohio  State  Medical  Association 


TAO  YOU  HAVE  AN  EXHIBIT  or  know  of  an  exhibit  which  is  of  scientific  interest? 

If  you  do,  the  Ohio  State  Medical  Association  Annual  Meeting  is  just  the  place  to 
display  it.  We  are  now  accepting  applications  for  the  1974  OSMA  Annual  Meeting.  Those 
eligible  to  apply  are  as  follows:  (1)  Exhibits  by  Ohio  physicians,  Ohio  medical  schools, 
hospitals  or  similar  organizations;  (2)  Out-of-state  physicians  or  out-of-state  agencies 
on  invitation;  (3)  Voluntary  health  organizations. 

Exhibits  will  be  set  up  and  viewed  at  the  Sheraton-Cleveland  Hotel,  24  Public 
Square,  Cleveland,  Ohio.  Exhibit  Days  and  Times  will  be  as  follows:  Monday,  May  13 
— 5:30  P.M.  - 8:00  P.M.;  Tue.sday,  May  14  — 9:00  A.M.  - 4:30  P.M.  and  \Vednesday, 
A4ay  15  — 9:00  A.M. -4:30  P.M. 

Mail  applications  to  the  attention  of  J.  E.  Tetirick,  M.D.,  Chairman,  Committee  on 
Scientific  Work,  Ohio  State  Medical  Association,  17  South  High  Street,  Suite  500  Colum- 
bus, Ohio  43215. 


APPLICATION  FOR  SPACE 
SCIENTIFIC  EXHIBITS 


1974  Annual  Meeting,  Ohio  State  Medical  Association 

Sheraton-Cleveland  Hotel,  Cleveland,  May  13,  14  and  15 


I am  interested  in  receiving  an  applicatioi  and  details  regarding  space  for  a scientific 
exhibit  at  the  1974  OSMA  Annual  Meeting.  Please  send  to: 


Name 

City. State 
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KEEPING  UP 


Continuing  Education  Opportunities 
for  Physicians  in  Ohio 


December 

Ohio  State  University  College  of  Medicine,  Con- 
tinuing Medical  Education  Conferences;  for 
details  contact  OSU  Center  for  Continuing 
Medical  Education,  410  W.  Tenth  St.,  Co- 
lumbus 43210: 

Cardiology  — December  3. 


Cleveland  Clinic  Educational  Foundation,  9500 
Euclid  Ave.,  Cleveland  44106. 

Advances  in  Ophthalmology  — - December 
5-6. 


Workshop  on  Fluid  and  Electrolyte  Clinical 
Problems  — December  12  at  Jewish  Hospital,  Cin- 
cinnati; and  Urology  X-ray  Seminar  — De- 
cember 13-15  at  the  Netherland  Hilton  Hotel; 
University  of  Cincinnati  College  of  Medicine 
(CONMED). 


Medical  Economics  — Akron  City  Hospital, 
525  E.  Market  St.,  Akron;  December  19. 


Akron  City  Hospital,  Market  & Arch  Sts.,  Akron 
44309: 

Visiting  Professor  Program,  Dept,  of  Ob-Gyn, 
John  T.  Queenan,  M.D.,  December  5-6. 

Medical  Economics,  December  19. 


Publication  deadlines  require 

that 

no- 

tices  of  postgraduate  courses,  in 

order 

to 

be  published  in  these 

columns. 

must 

be 

received  in  The  Journal 

office  at 

least 

60 

days  before  the  course 

is  scheduled  to 

be 

given. 

Courses  Sponsored  by  Medical  College  of  Ohio  at 
Toledo;  for  details  contact  MCO  Office  of 
Continuing  Education,  P.  O.  Box  6190,  To- 
ledo 43614. 


Acute  Complications  Related  to  The  Pill  — 
Clinical  Seminar  on  Emergency  Medicine 
— at  Blanchard  Valley  Hospital,  Findlay, 
December  6,  1:00  to  5:00  p.m. 

Blood  Volume:  Maintenance/Replacement  — 
Seminar  on  Fundamentals  of  Surgery  — 
December  1,  Room  G-1  at  MCO,  10:00 
a.m.  to  noon. 

Metabolic  Responses  to  Surgery  — Seminars 
on  Fundamentals  of  Surgery  — Decem- 
ber 8 and  15,  10:00  a.m.  to  noon.  Room 
G-1  at  MCO. 

(Continued  on  Page  890) 
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Colic?  Diarrhea?  Eczema?  Asthma? 
Rhinorrhea?  Fretfulness?  Fitful  Sleep? 

Soyalac  is  often 
the  answer. 

This  ailing,  wailing  syndrome  in  infants  (and  older 
children)  is  all  too  familiar.  Fortunately,  the  physician 
has  at  his  command  a trusted  ally:  milk-free,  fibre- 
free,  hypo-allergenic  Soyalac. 

Soyalac  is  palatable,  readily  digested  and  assim- 
ilated. It  simulates  human  milk  in  appearance,  taste, 
texture.  It  is  complete  with  vitamins  and  minerals. 

It  is  equally  suitable  for  children  and  adults  allergic 
to  cow’s  milk. 

Through  the  years  Soyalac  has  proved  its  value 
— in  promoting  growth  and  development  — as  attested 
by  extensive  clinical  data. 

Free  samples  and  literature  on  request. 

A simple  note  on  your  prescription  form  will  do. 


Now  available  in  3 forms: 
Concentrated  Liquid, 
Ready-to-Serve,  Powdered 


a product  of 

LOMA  LINDA  FOODS 

MEDICAL  PRODUCTS  DIVISION 

RIVTRSIDE.  CALIFORNIA  92505 
Mount  Vernon.  Ohio  43050,  U S A, 


Educational  Opportunities  in  Ohio  — Continued 


Jan  liar)- 

Ohio  State  t niversity  College  of  Medicine,  Con- 
tinuing Medical  Education  Conferences;  for 
details  contact  OSU  Center  for  Continuing 
Medical  Education,  410  W.  Tenth  St.,  Co- 
lumbus 43210: 

Ear,  Nose  and  Throat  Disorders  — Jan.  31, 
at  Stouffer’s  University  Inn,  3025  Olen- 
tangy  River  Road. 

Ihiiversity  of  Cincinnati  College  of  Medicine 
(CONMED): 

Second  Annual  Esophagus  Symposium  — at 
Jewish  Hospital,  Cincinnati,  Jan.  17. 

Cleveland  Clinic  Educational  Foundation,  9500 
Euclid  Ave.,  Cleveland  44106: 

Gastrointestinal  Surgery  — Jan.  16-17. 

Medical  Progress  for  Family  Physicians  — 
Jan.  30-31. 

Family  Medicine  Review — Spon.sored  by  the 
Ohio  Academy  of  Family  Physicians,  4075  N.  High 
St.,  Columbus  43214;  at  the  Sheraton  Motor  Inn 
North,  888  E.  Granville  Rd.  (State  Route  161  at 
1-71),  Columbus;  Jan.  5-6  and  Jan.  19-20. 

Cleveland  Society  of  Obstetricians  and  Gyne- 
cologists Endocrinology  Symposium  — at  the 
Shaker  House,  3700  Northfield  Rd.,  Shaker 
Heights,  Jan.  16,  3:00  p.m.,  with  dinner  at  7:00 
and  evening  session;  guest  speaker,  Nathan  Kase, 
M.D.,  Chief,  Dept,  of  OB-Gyn,  Yale  University. 

Clinical  Problems  in  Allergy  — Akron  City 
Hospital,  525  E.  Market  St.,  Akron  44309,  Jan.  16. 

Practical  Clinical  Pulmonary'  Physiology  — 

Sjjonsored  by  the  American  College  of  Chest 
Physicians,  112  E.  Chestnut  St.,  Chicago  60611, 
and  by  the  Northern  Ohio  Lung  Association,  at 
Case  Western  Reserve,  Cleveland,  Jan.  30-Feb.  1. 


February 

Pediatric  Workshop  — Ohio  Academy  of 
Family  Physicians,  4075  N.  High  St.,  Columbus 
43214,  at  Hueston  Woods  Lodge,  College  Corner 
(Southwestern  Ohio),  Feb.  8-10. 


I'hird  Annual  Symposium  on  Clinical  Pedia- 
trics, sponsored  by  Case  Western  Reser\’e  Univer- 
sity, Feb.  12-13.  Topic,  “Pediatrics,  Pragmatism 
and  Pitfalls,”  includes  management  problems  en- 
countered in  medical  care  of  children.  Faculty  in- 
cludes Marvin  Cornblath,  M.D.,  Frederick  Rob- 
bins, M.D.,  and  Samuel  Gross,  M.D.,  Contact, 
S.  S.  Strassman,  M.D.,  Chairman,  Pediatric  Clini- 
cal Faculty,  Rainbow-Babies’  and  Children’s  Hos- 
]htal,  Lhiiversity  Circle,  Cleveland  44106. 

Common  Clinical  Problems:  Orthopaedic/ 
Neurology  — Akron  City  Hospital,  525  E.  Market 
St.,  Feb^  20. 

Ohio  State  Llniversity  College  of  Medicine,  Con- 
tinuing Medical  Education  Conferences;  for 
details  contact  OSU  Center  for  Continuing 
Medical  Education,  410  W.  Tenth  St.,  Co- 
lumbus 43210: 

Infectious  Diseases  — Feb.  6. 
Electromyography  — Feb.  11-14. 
Gastroenterology  — Feb.  14-15. 

Nutrition  — Jan.  19-20. 

Orthopaedic  Problems  — Feb.  27. 

I niversity  of  Cincinnati  College  of  Medicine 
(CONMED): 

Sixth  Annual  Infectious  Disease  Symposium, 
at  the  Shrine  Burns  Institute,  Feb.  21. 

Cleveland  Clinic  Educational  Foundation,  9500 
Euclid  Ave.,  Cleveland  44106. 

Blood  Banking  — Feb.  6-7. 

Current  Concepts  in  Renal  Disease  and 
Hypertension  — Feb.  13-14. 

Diagnostic  and  Therapeutic  Approach  to 
Rheumatic  Disease  — Feb.  20-21. 

Sports  Medicine  — Feb.  27-28. 
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Community  Health  News 

Ohio  Department  of  Health 

John  H.  Ackerman,  M.I).,  Deputy  Director 


Prenatal  lest  for  Cionorrhea 

Effective  December  19,  1973,  sections  3701.46 
to  3701.50  of  the  Revised  Code  are  amended  to 
include  a prenatal  test  for  gonorrhea.  Every  preg- 
nant female,  as  a part  of  her  prenatal  workup, 
must  have  an  examination  for  gonorrhea.  At  this 
time  the  ONLY  accepted  test  is  a properly  taken, 
properly  processed  culture  for  gonorrhea.  .Accord- 
ing to  the  law,  such  cultures  must  be  made  in 
laboratories  approved  by  the  Department  of 
I lealth  as  is  the  case  with  prenatal  serological  tests 
for  syphilis.  Pertinent  information,  including  the 
fact  that  appropriate  tests  for  syphilis  and  gonor- 
rhea ha\e  been  made  in  an  approved  laboratory 


and  the  appro.ximate  date  when  the  specimens 
were  taken,  are  to  be  recorded  on  the  birth  or 
stillbirth  certificate. 

Early  disco\ery  and  treatment  of  gonorrheal 
infections  in  the  female  jjrevents  serious  complica- 
tions. However,  to  prevent  infection  of  the  child 
at  birth,  the  mother  must  be  free  from  gonorrhea 
at  the  time  of  birth.  It  is  therefore  recommended 
that  an  examination  for  gonorrhea  be  made  near 
the  time  of  delivery. 

Questions  and  recjuests  for  further  informa- 
tion may  be  directed  to  the  Ohio  Department  of 
I lealth. 


r 


TREAT  THE  SYMPTOMS  IN  THE  GERIATRIC  PATIENT 

APATHY  • IRRITABILITY 
FORGETFULNESS  • CONFUSION 


Cerebro- 


Niciri"“" 

A GENTLE  CEREBRAL 
STIMULANT  & VASODILATOR 
FOR  GERIATRIC  PATIENTS 


CEREBRO-NICIN®  double-blind  study* 
shows  how  some  senile  symptoms  can  be  treated. 
Four  times  as  many  aging  patients  showed 
striking  improvement 

Each  CEREBRO-NICIN  capsule  contains: 

Pentylenetetrazole 100  mg.  • Nicotinic  Acid  ...100  mg. 

Ascorbic  Acid  100  mg.  • Thiamine  HCI  25  mg. 

I-Glutamic  Acid  50  mg.  • Niacinamide  5 mg. 

Riboflavin  2 mg.  • Pyridoxine  HCI  3 mg. 

AVAILABLE:  Bottles  100,  500,  1000 

SlOE  EFFECTS:  Most  persons  experience  a flushing  and  tin- 
gling sensation  after  taking  a higher  potency  nicotinic  acid. 
As  a secondary  reaction  some  will  complain  of  nausea,  sweat- 
ing and  abdominal  cramps.  The  reaction  is  usually  transient. 
INDICATIONS:  As  a cerebral  stimulant  and  vasodilator. 
RECOMMENDED  GERIATRIC  DOSAGE:  One  capsule  three  times 
daily  adjusted  to  the  individual  patient. 

WARNING:  Overdosage  may  cause  muscle  tremor  and  con- 
vulsions. 

CONTRAINDICATIONS:  Epilepsy  or  low  convulsive  threshold. 
CAUTION:  Federal  law  prohibits  dispensing  without  prescrip- 
tion. Keep  out  of  reach  of  children. 


Write  for  literature  and  samples  . . . 

■RoWJJfcTuc  brown  pharmaceutical  CO. 

2500  W.  6th  St.,  Los  Angeles,  Calif.  90057 

-AVaiLaeiE  on  NESUEST:  Ronald  I.  Goldberg,  M.D.  A Franklin  I.  Shuman,  M.D. 
Double-blind  study  on  the  treatment  of  mentally  confused  patients.  Reprinted 
9m  the  Journal  of  the  American  Geriatrics  Society,  Vol.  XII,  No.  6,  June  1964 
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' Additional  information  available  I 

to  the  profession  on  request. 

Eli  Lilly  and  Company  • Indianapolis,  Indiana  46206 
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Plastic  Surgery  in  Prison 

An  Apparently  Negative  Result 


James  A.  Lehman,  Jr.,  M.D.,  and  James  E.  Conkein,  M.I). 


It  is  acknowledged  that  neither  convict  prison,  nor  the  hulks,  nor 
any  system  of  hard  labour  ever  cured  a criminal. 

(Fyodor  Dostoyevsky — 1861) 


EHABILITATION  OF  CHRONIC  offenders 
is  a most  difficult  problem.  Habitual  criminals 
represent  the  major  segment  of  prison  populations 
and  constitute  an  enormous  waste  of  human  re- 
sources and  public  funds.  It  is  estimated  that  of 
the  200,000  prison  inmates  in  the  United  States 
today  at  least  40  percent  can  be  expected  to  return 
to  prison  after  their  release. 

The  causes  of  antisocial  behavior  are  multiple 
and  interrelated,  but  it  has  been  a long-standing 
feeling  that  physical  defects  contribute  strongly  to 
this  problem.  From  Quasimodo  to  the  noseless 
villain  of  Cat  Ballou,  literature  has  incriminated 
physical  deformities,  especially  facial,  as  a cause 
of  criminal  behavior.  While  this  may  be  an  over- 
simplification of  the  problem,  there  can  be  no 
doubt  that  individuals  with  facial  defects  develop 
inferiority  complexes  which  make  employment  dif- 
ficult and  may  contribute  to  criminal  behavior. 
Correction  of  these  defects  definitely  enhances  the 
chances  of  an  inmate  making  a satisfactory  adjust- 
ment to  society  after  release.  Previous  studies^'^ 
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have  shown  a reduction  of  from  9 to  32  percent 
in  the  recidivism  rate  of  prisoners  undergoing 
plastic  surgery. 

In  1956,  through  the  efforts  of  one  of  the  au- 
thors (J.E.C.),  the  University  of  Pittsburgh  Plastic 
Surgery  Department  established  a plastic  surgery 
program  at  the  Western  Pennsylvania  State  Cor- 
rectional Institution  in  Pittsburgh,  utilizing  young 
plastic  surgeons  in  their  advanced  training.  Many 
states  now  have  plastic  surgery  programs  estab- 
lished in  penal  institutions  and  a continuing  evalu- 
ation of  the  effectiveness  of  these  programs  is 
necessary.  A five-year  study  was  undertaken  to 
assess  the  contribution  of  plastic  surgery  to  the  re- 
habilitation of  inmates  at  the  ^Vestern  Pennsyl- 
vania State  Correctional  Institute. 

Material 

The  five-year  period  from  1962  to  1967  was 
selected  for  evaluation  because  of  the  availability 
of  accurate  and  well-tabulated  records.  In  addi- 
tion, this  allowed  for  a sufficient  follow-up  of 
paroled  inmates.  During  these  years,  a total  of 
443  operations  were  performed  on  388  inmates. 
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In  re\ie\ving  these  records,  it  was  possible  to 
categorize  the  presenting  problems  into  five  gen- 
eral groups;  traumatic  facial,  congenital  facial, 
hand,  tattoos,  and  miscellaneous  problems  (Table 
1 ) . Over  75  percent  of  the  jiatients  seen  had  facial 
deformities  (Fig.  1)  of  which  186  were  traumatic 
and  152  congenital.  There  were  70  tattoo  ex- 
cisions including  both  professional  and  jailhouse 
tattoos  (Fig.  2).  Twenty-nine  inmates  had  hand 
deformities,  the  majority  of  which  were  traumatic. 
Further  analysis  of  the  facial  cosmetic  surgery  is 
presented  in  Table  2. 

Results 

I'o  evaluate  the  effectiveness  of  this  program, 
it  was  decided  to  compare  the  recidivism  rate  of 
the  operated  paroled  inmates  to  the  recidivism 
rate  for  all  parolees  of  the  State  of  Pennsylvania. 


Fig.  1.  Saddle  nose  deformity  (left) 


In  the  group  of  388  inmates  having  plastic  sur- 
gery, 199  have  been  released  from  the  institution. 
Of  those  released,  127  were  paroled  and  this  group 
was  available  for  evaluation.  Of  the  127  inmates 
who  were  paroled  after  plastic  surgery,  43  (34 
percent)  were  returned  to  the  institution  for  parole 
violation.  During  a similar  period,  the  average 
recidivism  rate  for  parolees  in  the  State  of  Penn- 
sylvania was  22  percent. 

Discussion 

These  figures  seem  to  indicate  that  plastic 
surgery  does  not  improve  an  inmate’s  chances  of 


'Fable  1 . Distribution  of  Deformities  Among  388 
Inmates  Having  Plastic  Surgery 


'Fraumatic  facial 
Congenital  facial 
Tattoos 
Hand 

Miscellaneous 

Total 

186 

152 

70 

29 

6 

443 

'Fable  2.  Types  of 

Facial  Cosmetic 

Surgery 

Performed  on 

1 Inmate  Groups 

Rhinoplasty 

140 

Scar  revision 

62 

Blepharoplasty 

38 

Otoplasty 

31 

Dermabrasion 

23 

Rhvtidectomv 

15 

Chin  implants 

5 

I'otal 

314 

corrected  by  cartilage  graft  (right) 
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Fig.  2.  I’ypical  nonprofessional  tattoo  (leftj  removed  by  dermabrasion  (right). 


making  a satisfactory  adjustment  to  society  after 
parole.  Cosmetic  surgery,  however,  is  only  one  of 
many  supportive  facets  in  the  rehabilitation  pro- 
gram and  it  is  difficult  to  evaluate  the  value  of 
this  surgery  alone.  The  effect  of  this  surgery  can 
be  beneficial,  but  by  itself  does  not  solve  psycho- 
social problems  that  have  existed  for  years. 

Schuring  and  Dodge®  showed  no  decrease  in 
the  recidivism  rate  in  185  inmates  having  cosmetic 
surgery.  It  was  their  impression  that  correction  of 
a deformity  will  not  automatically  resolve  attitudes 
and  habits  that  have  become  deeply  ingrained. 
Kurtzberg,  et  aF  demonstrated  that  the  prison  in- 
mate population  has  a higher  psychopathologic 
level  than  average,  but  that  those  requesting  cos- 
metic operations  had  an  even  higher  level  than 
the  control  group  of  prisoners.  Certainly  all  these 
factors  influence  the  inmates’  chances  of  making 
a satisfactory  adjustment  after  plastic  surgery. 

The  value  of  this  program  in  postgraduate 
plastic  surgery  training  is  undeniable  and  from  a 
surgical  standpoint,  the  results  were  more  than 
satisfactory.  In  addition,  a needed  medical  service 
is  being  provided  by  the  prison  authorities  which 
must  demonstrate  to  the  inmates  an  attitude  of 
interest  in  their  welfare. 

Further  evaluation  of  our  results  is  necessary 
if  we  are  to  substantiate  our  impression  that  plastic 
surgery  for  the  prison  inmate  is  not  only  worth- 
while, but  beneficial  from  the  rehabilitation  stand- 
point. In  addition,  the  use  of  the  recidivism  rate  as 
the  only  measure  of  success  should  be  replaced  by 
some  more  reliable  system. 

Summary 

A study  of  127  paroled  inmates  having  plastic 
surgery  revealed  no  significant  alteration  in  recidi- 
vism rate.  Such  a service  is  of  value  in  the  overall 
prison  rehabilitation  program. 

Rehabilitation  of  the  chronic  offender  is  a 
difficult  problem  and  the  habitual  criminal  repre- 


sents the  major  segment  of  prison  populations. 
It  is  estimated  that  40  percent  of  the  prison  in- 
mates in  the  United  States  today  fall  into  this 
category.  Previous  studies  have  shown  a reduction 
in  the  recidivism  rate  of  prisoners  undergoing 
plastic  surgery.  At  the  Western  Pennsylvania  State 
Correctional  Institute  in  Pittsburgh  over  a five- 
year  period,  388  inmates  had  plastic  surgery.  Of 
these  inmates,  127  were  paroled  and  43  (34  per- 
cent) were  returned  to  the  institution.  During  a 
similar  period,  the  recidivism  rate  for  all  parolees 
in  the  State  of  Pennsylvania  was  22  percent.  There 
are  many  reasons  for  these  results.  In  spite  of 
the  results,  a plastic  surgery  service  is  of  value  in 
the  overall  prison  rehabilitation  program. 

Acknowledgment:  Mr.  Douglas  Keller  researched  the 
patients’  records,  and  Mr.  Robert  Butera  of  the 
Pennsylvania  State  Legislature  assisted  with  the 
Pennsylvania  Parole  Board. 
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Failures  of  L-Dopa 

George  \V.  Paulson,  M.D. 


PRFA'IOUS  AR'l’ICLES  in  this  Journal  have 
documented  the  success  of  L-Dopa  and  re- 
viewed the  side  effects  of  this  remarkable  new 
agent.  It  is  apparent  that  although  L-Dopa  is  the 
best  drug  currently  available  for  Parkinson’s  dis- 
ease, therapeutic  failures  are  common  and  may  be 
difficult  to  explain.  This  article  reviews  selected 
examples  of  failures  in  the  use  of  L-Dopa  and 
offers  suggestions  to  lessen  the  frec|uency  and  im- 
pact of  such  therapeutic  misadventures. 

Reasons  for  Failure 

1.  Lise  of  L-Dopa  when  the  indications  were 
equivocal  or  the  diagnosis  erroneous. 

Case  Suniinary:  This  60-year-old  man  had 
noted  a distal  tremor  of  his  head  and  hands  for 
25  years.  The  tremor  increased  with  exertion  or 
excitement  and  was  so  thoroughly  relieved  by  alco- 
hol that  he  drank  a beer  in  order  to  shave.  Despite 
the  severe  and  rapid  tremor,  he  had  no  rigidity  or 
akinesia.  A trial  of  L-Dopa  worsened  the  tremor, 
ljut  diazepam  and  j^ropranolol  gave  partial  relief. 

Discussion:  L-Dopa  is  of  little  or  no  benefit 
for  benign  essential  tremor.  Benign  essential,  or 
familial,  tremor  is  faster  than  parkinsonian  tremor, 
is  more  likely  to  be  present  during  action,  and  is 
rarely  associated  with  rigidity  or  akinesia.  Many 
jjractitioners  still  confuse  benign  tremor  with 
parkinsonism.  It  is  true  that  many  experienced 
neurologists  feel  there  are  conditions  in  which 
senility,  essential  tremor,  and  mild  parkinsonism 
all  are  merged  in  the  same  patient.  Therefore,  in 
some  cases,  clear  distinction  will  be  impossible.  In 
such  mixed  cases,  and  also  in  cases  with  benign 
tremor,  L-Dopa  is  usually  useless. 

There  are  several  other  movement  disorders 
in  which  L-Dopa  is  of  no  benefit  or  can  even  in- 
crease the  extrapyramidal  symptoms.  We  have  seen 
worsening  of  two  cases  of  Huntington’s  chorea 
after  L-Dopa  was  prescribed.  Dystonia  muscu- 
lorum deformans  can  be  helped  by  small  doses  of 
L-Dopa,  but  larger  doses  produce  an  increase  in 
the  adventitious  nrovements  and  tremor  which  are 
present  in  dystonic  patients.  A few  observers  have 
suggested  that  there  is  even  more  need  for  de- 
structive .surgery  in  patients  with  dystonia  after 
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they  receive  large  doses  of  L-Dopa.  There  are 
other  and  more  esoteric  diseases  with  extrapyra- 
midal features  which  can  be  confused  with  Parkin- 
son’s disease. 

The  most  common  misuse  of  L-Dopa  in  pa- 
tients with  parkinsonism  is  in  a situation  where 
relatively  little  harm  is  likely  to  ensue,  namely,  a 
trial  of  therapy  for  the  senile  demented  patients 
found  in  nursing  homes.  Many  of  these  patients 
have  both  cortical  and  subcortical  disease,  and  al- 
though extrapyramidal  features  are  often  present, 
parkinsonism  is  not  their  primary  handicap.  L- 
Dopa  produces  little  benefit  in  this  group  of 
patients,  though  increased  alertness  or  mild  acti- 
vation can  result  from  its  use.  In  some  of  these 
institutionalized  patients,  the  complications  of 
L-Dopa,  such  as  gastrointestinal  distress,  psychic 
turmoil,  or  hypotension,  complicate  medical  man- 
agement and  annul  any  benefits  gained  from  in- 
creased motility. 

2.  Inappropriate  prescription  of  the  drug. 

Case  Summary:  This  63-year-old  man  had 
classic  parkinsonism,  and  a significant  decrease  in 
his  recent  memory.  When  instructed  to  take 
L-Dopa  with  a slow  increase  of  one  additional 
500-mg  capsule  per  day  per  week,  he  increased 
the  drug  by  one  additional  capsule  per  day.  He 
achieved  a level  of  4 gm  in  eight  days,  but  suffered 
such  severe  gastrointestinal  distress  and  confusion 
that  the  medicine  was  discontinued.  Not  seen  for 
six  months,  he  returned  inquiring  about  new  medi- 
cines, and  for  several  return  visits  he  refused  to 
try  L-Dopa  again. 

Discussion:  One  of  the  most  common  reasons 
for  failure  in  L-Dopa,  particularly  when  first  pre- 
scribed, is  too  rapid  an  increase  in  total  dosage.  If 
the  physician  instructs  the  patient  to  increase 
dosage  no  more  than  250  mg  per  week,  so  that 
two  months  are  required  to  reach  2.5  gm,  there 
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are  very  few  individuals  who  cannot  tolerate  the 
medicine.  When  the  drug  is  prescribed  more 
rapidly,  or  in  single  large  doses,  resultant  nausea 
can  set  up  a conditioned  response  of  rejection  so 
intense  that  the  mere  thought  of  the  drug  leads 
to  vomiting.  All  patients  should  be  urged  to  take 
the  drug  only  during  or  after  meals. 

Many  patients  will  be  better  at  regulating 
the  precise  time  of  their  dose  than  their  physicians 
can  ever  be.  Individuals  may  prefer  to  take  L-Dopa 
as  frequently  as  every  two  hours  during  the  waking 
hours;  others  do  equally  well  with  doses  reserved 
for  three  times  a day.  In  order  to  avoid  afternoon 
“freezing”  or  akinetic  episodes,  most  patients  even- 
tually require  small  doses  of  L-Dopa  between 
meals  or  utilize  supplementary  doses  whenever  a 
transient  increase  in  mobility  is  needed. 

It  is  unwise  to  withdraw  other  antiparkinson 
medication  when  L-Dopa  is  initially  prescribed. 
Though  far  from  dramatic  in  relieving  symptoms, 
these  drugs  may  be  a protective  margin  against 
aspiration  or  total  inability  to  maneuver,  and  the 
anticholinergics  can  supplement  the  effects  of 
L-Dopa. 

3.  Complications  of  aging  as  a reason  for  failure 
of  the  medication. 

Case  Summary:  This  67-year-old  man  de- 
veloped parkin.sonism  six  years  earlier,  and  had 
jjrimarily  akinesia  and  stumbling  problems,  though 
no  other  major  difficulties  were  apparent.  L-Dopa 
produced  modest  benefit.  The  patient  had  gastro- 
intestinal distress  and  developed  an  ulcer  while  on 
L-Dopa  but,  with  careful  titration,  was  able  to 
continue  the  drug.  However,  he  eventually  de- 
veloped incessant  abdominal  pains,  myocardial  in- 
farction, a broken  hip,  and  then  manifested 
marked  intellectual  deficit.  This  prompted  admis- 
sion to  a nursing  home,  where  he  continues  in  a 
limited  environment  with  disabilities  which  do  not 
relate  primarily  to  the  parkinsonism. 

Discussion:  The  phenomena  of  aging  are  pain- 
fully apparent  and  can  occur  in  association  with 
parkinsonism,  since  the  average  age  of  the  patients 
is  between  65  and  70  years.  It  is  not  unusual  that 
the  drug  appears  to  fail  solely  because  the  patient 
has  become  decrepit  and  aged.  It  may  be  diffi- 
cult, for  example  in  an  octogenarian,  to  be  cer- 
tain whether  a slow  decrease  in  mental  function 
relates  to  the  use  of  L-Dopa,  to  the  progressive 
brain  atrophy  that  can  occur  with  parkinsonism, 
or  if  dementia  is  a normal  concommitant  of  lon- 
gevity. L-Dopa  can  even  temporarily  mask  the 
development  of  another  disorder,  as  in  one  pa- 
tient with  stomach  cancer  whose  gastrointestinal 
distress  was  erroneously  attributed  to  L-Dopa. 

4.  Progression  of  parkinsonism. 

Case  Summary:  This  58-year-old  man  had 
slowly  progressive  parkinsonism,  primarily  mani- 
fested as  akinesia.  He  was  admitted  to  the  hos- 
pital where  remarkable  impro\ement  occurred 


with  L-Dopa,  so  dramatic  that  he  was  used  in  a 
film  for  teaching  purposes.  0\er  the  next  six 
months,  he  remained  well  but  then  gradually  de- 
teriorated. Despite  his  youthfulness  and  great  mo- 
tivation, he  was  back  in  a wheelchair  within  two 
years,  after  a promising  but  elusive  brief  period 
of  normality.  He  was  finally  limited  to  a nursing 
home  because  of  akinesia,  rigidity,  and  difficulty 
with  swallowing.  Cachexia,  aspiration,  and  death 
followed. 

Discussion:  Unfortunately,  despite  some  initial 
opinions  to  the  contrary,  parkinsonism  progresses 
no  matter  how  good  a drug  L-Dopa  may  be.  We 
have  seen  dozens  of  patients  in  whom  senility  is 
not  the  major  cause  of  deterioration,  in  whom 
scarring  following  prior  surgery  is  not  an  explana- 
tion of  their  progressive  disease,  and  in  whom  it 
also  appears  clear  that  the  basic  parkinsonism  has 
continued  to  worsen.  The  patients  often  improve 
for  one  to  two  years,  perhaps  are  stable  for  two 
to  four  years  while  on  L-Dopa,  but  then  they  slip 
away  from  control  and  a rapid  deterioration  be- 
gins despite  manipulation  of  the  dosage  or  timing 
of  the  drug,  utilization  of  other  medications,  and 
psychological  or  physical  therapy. 

In  an  effort  to  postpone  or  ameliorate  this 
decline,  amantadine  hydrochloride  has  been  used 
in  over  75  patients  at  a dose  of  100  mg  twice  a 
day.  In  about  30  percent  of  parkinsonian  patients 
it  is  a beneficial  adjunct  to  L-Dopa,  but,  unfor- 
tunately, it  tends  to  lose  its  effectiveness  in  a few 
months.  Some  of  the  other  standard  antiparkinson 
medications,  such  as  benztropine  mesylate  or  tri- 
he.xyphenidyl  HCl,  are  also  beneficial  for  selected 
jjatients  on  L-Dopa.  However,  since  at  least  10 
jtercent  of  patients  have  intellectual  disturbances 
or  nocturnal  confusion  when  on  these  anticholin- 
ergic drugs,  they  are  a mixed  blessing. 

It  has  been  hoped  that  some  of  the  new 
decarboxylase  inhibitors  will  be  of  benefit  to  delay 
progression  of  the  disease,  but  most  appear  to  act 
primarily  to  lessen  the  side  effects  of  L-Dopa  and 
to  reduce  the  dose  required  for  optimal  effect. 
Desjjite  this  or  any  other  approach,  there  is  no 
reason  to  suppose  that  drugs,  even  L-Dopa,  can 
ever  completely  prevent  the  progression  of  par- 
kinsonism. 

5.  Depression. 

Case  Summary:  This  68-year-old  minister-to- 
the-deaf  developed  parkinsonism  about  five  years 
before  he  was  first  seen,  and  this  interfered  with 
his  rapid  hand  movements  and  ability  to  com- 
municate. He  responded  dramatically  to  L-Dopa, 
with  almost  total  amelioration  of  both  his  tremor 
and  his  rigidity.  .Approximately  four  months  after 
starting  on  the  drug,  however,  he  suddenly  re- 
turned from  over  a 1,000  miles  away  for  an  emer- 
gency visit  saying  that  the  disease  had  rapidly 
progressed.  In  talking  to  him,  however,  there  was 
no  major  change  except  for  extreme  depression. 
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Pliysically,  he  did  not  shift  in  his  pattern  during 
this  time  from  tlie  ]toint  of  \ iew  of  his  jtarkin- 
sonism,  and  the  depression  responded  well  to  ami- 
triptyline IICI.  It  has  recurred  twice  in  the  three 
years  since,  each  time  responding  well  to  anti- 
depressants. 

Discussion:  For  reasons  that  are  not  clear, 
about  six  months  after  starting  on  L-Dopa  many 
jtatients  develop  depression.  Such  a “let  down” 
feeling  is  probably  due  to  several  factors.  For  many, 
there  is  disappointment  that  the  disease  was  not 
totally  erased  by  L-Dopa,  or  that  life  isn’t  as  full 
as  it  once  was.  Since  this  disajtpointment  is  so 
common,  it  is  important  to  orient  the  patient  when 
the  drug  is  started.  There  also  may  be  biochemical 
changes  related  to  L-Dopa  and  these  can  produce 
depression  in  some  patients.  Because  of  its  atropine- 
like qualities  and  its  value  as  an  antidepressant 
amitriptyline  HCl  is  a useful  supplementar)-  agent 
for  depression  in  parkinsonism. 

6.  Inadvertent  use  of  pyridoxine. 

Case  Suniniary:  This  distinguished  man,  age 
65  years,  had  severe  parkinsonism,  manifested  pri- 
marily by  postural  difficulties.  Ilis  improvement 
with  L-Dopa  was  only  apprixomately  50  percent, 
but  he  was  able  to  resume  some  activities  and 
self-care.  Striking  abnormal  involuntary  move- 
ments occurred,  and  he  was  placed  on  therapy 
with  pyridoxine,  100  mg  twice  a day,  in  an  effort 
to  ameliorate  the.se.  Ap]jroximately  two  hours 
later,  his  parkinsonism  was  worse  than  it  had  ever 
been  before. 

Discussion:  For  most  patients,  a small  amount 
of  pyridoxine  doesn’t  diminish  the  effectiveness  of 
L-Dopa,  or  if  pyridoxine  is  used,  additional 
amounts  of  L-Dopa  can  offset  the  pyridoxine  ef- 
fect. Pyridoxine  does  increase  metabolism  of  L- 
Dopa  and  lowers  its  effectiveness.  At  least  five 
patients  have  been  seen  who  received  a dose  of 
jtyridoxine  inadvertently  in  cereal,  or  as  a multi- 
vitamin medication.  Special  diets  without  Jjyri- 
doxine  are  available  from  all  the  drug  companies 
which  market  L-Dopa,  but  as  mentioned,  rigid 
dietary  control  is  usually  not  required. 

7.  Dyskinetic  side  effects  of  L-Dopa. 

Case  Summary:  I'his  67-year-old  woman  had 
se\ere  jrarkinsonism  for  many  years  with  partial 
relief  from  L-Dojra.  Her  major  jtroblem,  however, 
consisted  of  dyskinesia  which  limited  the  use  of  the 
drug  to  about  no  more  than  3 to  4 gm.  The  dys- 
kinesia involved  her  neck  and  shoulder,  and  she 
also  developed  an  incessant  urge  to  talk.  The  dy.s- 
kinesia  and  the  logorrhea  were  intermixed  with 
occasional  freezing  or  “on-off”  episodes. 

Discmssion:  In  addition  to  the  obvious  fact 
that  the  most  limiting  side  effect  of  L-Dopa  is 
dyskinesia,  many  patients  do  have  an  “on-off” 
])henomenen  later  in  the  course  of  the  disease. 
With  this,  there  is  a sudden  shift  from  excessive 
or  normal  acti\ity  to  freezing,  which  can  be  quite 


disconcerting  to  the  patient.  The  “on-off”  effect 
can  be  partially  relie\ed  by  a low  protein  diet  and 
by  regulation  of  dosage  of  the  drug. 

It  is  harder  to  treat  dyskinesias  which  involve 
primarily  the  mouth,  arms,  shoulders  and  some 
writhing  movements  of  the  fingers.  Dyskinesia  is 
only  partially  benefited  by  reduction  in  the  dosage 
or  by  rearrangement  in  the  time  of  administration. 
Dyskinesias  can  occur  in  any  patient  who  has  par- 
kinsonism, even  after  taking  L-Dopa  for  some 
months.  The  appearance  of  dyskinesias  usually 
establishes  the  upper  limit  for  L-Dopa.  In  order 
to  a\oid  these,  we  now  use  lower  doses  than  were 
once  recommended. 

Summary 

As  can  be  seen  from  this  discussion,  there  are 
se\eral  aspects  of  the  use  of  L-Dopa  that  should 
be  noted. 

1.  The  medication  should  be  used  only  for 
jjarkinsonism,  and  disappointment  can  be  expected 
if  the  patient  does  not  have  this  disorder. 

2.  Parkinsonism  tends  to  progress  despite  the 
use  of  L-Dopa,  therefore,  deterioration  will  be 
noted  in  patients.  Many  features  will  not  be  ame- 
liorated by  the  drug.  It  seems  likely  that,  in  par- 
ticular, mental  changes  progress  despite  adequate 
use  of  L-Dopa. 

3.  Many  patients  develop  depression  which 
may  be  due  both  to  the  use  of  L-Dopa  and  to 
disappointment  because  the  parkinsonism  is  not 
totally  cured. 

4.  Other  aspects  of  aging  occur  in  these  pa- 
tients. Specifically,  heart  disease,  chronic  pulmo- 
nary disease,  and  carcinoma  will  frecjuently  occur. 

5.  Dyskinesias  will  interfere  with  complete 
success  in  many  patients  who  receive  a dosage 
range  above  3 gm.  For  this  reason,  it  is  now  be- 
coming accepted  therapy  to  keep  the  total  range 
below  3 gm  in  most  patients.  In  many  patients, 
the  dosage  might  even  be  reduced  after  the  medi- 
cation has  been  used  for  several  years. 

L-Dopa  remains,  by  a substantial  margin,  the 
best  single  drug  for  parkinsonism.  The  fact  that 
some  patients  fail  to  respond  does  not  mean  that 
the  drug  should  be  avoided,  and  indeed,  it  is  the 
initial  drug  of  choice.  When  it  is  administered 
jmoperly,  increased  slowly,  and  presented  as  a bene- 
fit but  not  a cure-all,  most  patients  will  note  sig- 
nificant benefit  for  several  years  before  the  parkin- 
sonism overtakes  them  again.  The  fact  that  the 
physician  is  haunted  by  a sad  personal  awareness 
of  the  eventual  decline  of  the  patient  is  no  reason 
to  present  the  drug  in  a defeatist  manner.  The 
awareness  of  the  possibility  of  failure  is  the  pur- 
pose of  this  article.  Because  of  such  eventual  fail- 
ure, the  physician  must  temper  his  enthusiasm  with 
both  realistic  appraisal  and  a willingness  to  try 
additional  measures;  and  should  be  willing  to  re- 
emphasize the  necessity  for  continued  physical  ef- 
fort and  courage  on  the  part  of  the  patient. 
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Vitamin  E:  Who  Needs  It? 

III.  Or  Who  Doesn’t? 


David  K.  Melhorn,  M.D. 


N A RECENT  EDITION  of  Nutrition  Today,^ 
an  excellent  review  of  the  biochemical  and 
therapeutic  status  of  vitamin  E by  Tappel  was 
highlighted  by  the  cover  of  that  journal  which 
visually  captured  the  crux  of  the  present  knowl- 
edge about  vitamin  E.  The  cover  picture  by  the 
artist,  Don  Crowley,  depicts  a scientist  wielding  a 
butterfly  net,  but  unable  to  catch  the  elusive  vita- 
min E butterfly. 

The  first  two  sections  of  this  review^>^  dis- 
cussed present  knowledge  concerning  the  causes  of 
vitamin  E deficiency  in  the  human  and  its  rela- 
tionships to  the  disease  states  in  which  it  occurs. 
In  this  final  portion  of  the  discussion,  we  will  at- 
tempt to  consider  the  widespread  use  of  vitamin 
E as  a therapeutic  agent  in  a variety  of  conditions 
not  associated  with  demonstrable  vitamin  E de- 
ficiency. This  attempt,  as  will  be  seen  herein,  may 
be  quite  difficult. 

In  his  opening  remarks  to  a symposium  con- 
ducted by  the  New  York  Academy  of  Sciences,  Dr. 
H.J.  Kayden'^  described  the  scope  of  the  Acad- 
emy’s program  in  this  way:  “It  was  our  intent  . . . 
that  we  should  limit  our  program  to  the  strictly 
scientific,  factually  verified  material  on  vitamin  E, 
and  should  avoid  areas  in  which  the  role  of  to- 
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copherol  has  not  been  adequately  established,  even 
though  clinical  reports  may  be  suggestive.  . . I 
have  received  several  communications  from  serious 
students  of  \itamin  E who  have  suggested  that 
reports  on  the  role  of  tocopherol  in  ischemic  vas- 
cular disease,  in  occlusive  peripheral  vascular  dis- 
ease, in  aging,  and  so  on,  be  included  in  this  pro- 
gram. W’e  have  chosen  not  to  do  so.” 

What  Is  “Strictly  Scientific?” 

What  Is  “Strictly  Scientific”?  Statements  such 
as  that  of  Dr.  Kayden  have  occasioned  frequent, 
often  strident  retorts  from  a myriad  of  sources 
during  the  past  40  years.  They  contain  a number 
of  common  themes  which  are  summarized  below: 

1.  Argument:  Vitamin  E has  a biologic  role 
in  the  human  other  than  that  of  a cellular  anti- 
oxidant. 

(A)  Corollary — Administration  of  vitamin 
E may  benefit  patients  who  are  not,  by  accepted 
means  of  evaluation,  vitamin  E deficient. 

Comment:  There  are,  in  fact,  a number  of 
reasonable  and  intriguing  laboratory  and  clinical 
studies  which  indeed  indicate  that  vitamin  E has 
a role  in  human  biologic  functions  not  directly 
related  to  its  properties  as  an  antioxidant.  For  ex- 
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ample,  a current  suggestion  based  on  linn  e\i- 
dence,^  •’  is  that  \ itainin  jdays  a regulatory  role 
in  the  synthesis  of  heme  and  production  of  certain 
cellular  jnoteins.  In  ])atients  with  porphyria  cu- 
tanea tarda  studied  by  Murty,  et  al,  the  administra- 
tion of  \ itamin  E decreased  the  urinary  excretion 
ot  ])orj)hyrins.  which  are  characteristically  abnor- 
mally elexated  in  this  disease.  Ehe  response  was 
apparently  mediated  by  a regulatory  action  of  the 
vitamin  on  aminolevulinic  acid  synthetase,  an  en- 
zxnie  im]iortant  in  the  jrroduction  of  the  heme 
moiety.  Clinical  s)'mj3toms  also  improxed. 

d ims,  xve  can  cautiously  accept  the  premi.se 
of  the  first  argument  and  corollary,  if  appropriate 
and  accurate  documentation  of  such  situations  is 
forthcoming. 

2.  Argumknt;  \ itainin  E deficiency  in  loxver 
animals  produces  a variety  of  disease  states,  eg, 
sterility,  dystrophic  muscular  degeneration,  and 
others. 

(a)  Corollary — Large  amounts  of  vitamin 
E can  correct  “similar”  conditions  in  the  human, 
ex  en  though  x itainin  E deficiency  may  not  be  dem- 
onstrated in  such  states. 

Comment;  Here,  the  argument  is  correct,  but 
the  corollary  is  basically  fallacious.  Implicit  in  the 
corollary  are  txvo  erroneous  equations  w'hich  haxe 
resulted  in  the  most  frustrating  and  nonproductixe 
facets  of  clinical  re.search  on  the  effects  of  xitamin 
E on  diseases  of  humans.  The  first  equation : 
Apples  = Pears 

That  is,  disease  states  in  loxver  animals  caused 
by  vitamin  E deficiency  can  be  equated  xvith 
“similar”  conditions  in  vitamin  E-deficient  hu- 
mans. It  is  quite  true  that  vitamin  E deficiency 
affects  many  experimental  animals  in  a xvide  xari- 
ety  of  adverse  ways  inxolving  a number  of  organ 
.systems.  Our  previous  discussion  regarding  the  pre- 
mature infant  might  apjiear  to  support  the  corol- 
lary. However,  the  cellular  make-up  of  the  pre- 
mature infant  early  in  its  life  is  unique.  As  men- 
tioned briefly  in  Part  I of  this  reviexv,^  the  human 
red  blood  cell  and  cells  of  other  tissues  in  the  older 
infant  and  adult  haxe  multiple  mechanisms  for 
detoxification  of  peroxides  which  are  nonexistent 
or  deficient  in  the  loxver  animal.  The  human  eryth- 
rocyte and  other  tissues  are,  for  example,  rich  in 
the  enzyme  catalase,  which  converts  hydrogen  per- 
oxide to  oxygen  and  water.  This  enzyme  is  often 
found  in  very  low  levels  in  experimental  animals. 
It  is  therefore  not  surprising  that  a host  of  patho- 
logic conditions  seen  in  lower  animals  have  no 
counterpart  in  the  vitamin  E-deficient  human. 

The  second  fallacious  equation  can  be  stated: 
.'Xjjples  = Goats 

In  other  words,  the  corollary  also  imjilies  that 
pathologic  changes  seen  in  vitamin  E-deficient 
animals  can  be  related  to  morphologically  or  clini- 
cally similar  features  seen  in  human  disease  states. 


When  such  aj)parent  similarities  are  obserxed,  pos- 
sible relationships  obviously  must  be  inxestigated. 
When  careful  and  well-controlled  studies  show 
clearly  that  xitamin  E has  no  etiologic  or  thera- 
peutic role  in  a given  condition,  the  physician 
prescribing  x itainin  E is  simply  offering  a relatix  e- 
ly  expensix  e placebo. 

Txvo  examples  (of  many)  can  be  cited.  First, 
there  were  bright  hopes  in  the  1950’s  that  the 
dystrophic  muscle  changes  seen  in  the  vitamin 
E-deficient  rat  were  comparable  to  those  found  in 
muscular  dystrophy  in  man.  Unfortunately,  chil- 
dren with  muscular  dystrophy  are  neither  vitamin 
E deficient,  nor  react  faxorably  to  massixe  doses  of 
the  vitamin.'  Vet,  vitamin  E is  still  gixen  to  many 
children,  for  reasons  known  only  to  their  physi- 
cians. 

\Ve  also  touch  briefly  (ver\'  briefly)  on  the 
emotionally-charged  controversy  about  the  rela- 
tionship between  vitamin  E and  sterility.  Wry 
simply,  while  xitamin  E deficiency  may  produce 
sterility  in  rats  and  some  other  species  of  lower 
animals,  vitamin  E deficiency  has  never  been 
shown  to  be  a cause  of  sterility  in  humans.  Further, 
there  is  absolutely  no  reasonable  exidence  that 
vitamin  E administered  to  the  human  increases 
.sexual  desire  or  sexual  potency.  The  testimonials 
to  the  contrary  by  “satisfied  users”  are  a credit  to 
them,  not  to  the  effects  of  tocopherol. 

3.  .Argument:  Many  patients  with  a variety 
of  clearly  and  not-so-clearly  defined  illnesses  claim 
improvement  folloxving  the  “therapeutic”  admin- 
istration of  vitamin  E. 

(.A)  Corollary — The  patient’s  subjective  re- 
sponse is  a much  better  xvay  to  exaluate  the  effects 
of  x itamin  E than  in  vivo  or  in  vitro  laboratory’ 
studies. 

Comment:  This  argument  and  corollary  and 
the  obvious  implications  contained  in  them  can 
be  easily  analyzed  by  any  responsible  practicing 
physician.  Certainly,  the  patient’s  subjective  de- 
scription of  his  response  to  any  therapeutic  regi- 
men is  important,  but  cannot  be  accepted  as  the 
sole  measure  of  a drug’s  efficacy.  A list  of  condi- 

Some  of  the  “Uses”  for  Vitamin  E* 

T hrombosis 
O vulatory  regulation 
C ancer 

0 Id  age 

P eptic  ulcer 
H emorrhoids 
E rythema  bullosum 
R heumatic  fever 
O dor  control 
L upus  erythematosis 
S cleroderma 

A cne 

1 nfertility 

D iabetes  mellitus 

*'J'he  xoluminous  list  of  conditions  for  xv'hich  vita- 
min E has  been  recommended  makes  this  anagram 
easy  to  prepare. 
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tions  for  wliich  vitamin  E therapy  iias  been  ad- 
\ocated  is  shown  in  the  table.  This  list  is  cjuite 
incomplete,  but  it  sketches  the  incredible  diversity 
of  such  conditions.  In  each  instance  no  jirrn  scien- 
tific basis  for  vitamin  E therapy  has  been  found. 

4.  Argument:  Not  enough  research  has  been 
done  on  the  effects  of  \itamin  E therapy  in  a 
number  of  disea.ses  not  associated  with  vitamin  E 
deficiency. 

(A)  Corollary:  Therefore,  it  is  unfair  to 
criticize  the  use  use  of  vitamin  E in  any  such 
condition  until  further  investigation  is  carried  out. 

Comment:  'Ehis  argument  and  its  corollary- 
pose  subtle  problems  for  the  responder.  As  in  all 
other  areas  of  scientific  investigation,  enough  re- 
search has  not  been  done  on  the  effects  of  the  to- 
copherols  in  human  biologic  systems.  However,  the 
corollary,  to  be  acceptable  should  read,  “It  is  un- 
fair to  criticize  the  use  of  vitamin  E in  any  such 
situation  as  part  of  a critical  evaluation  of  its  ef- 
fects.” Unless  careful  investigations,  usually  re- 
quiring double-blind  technics,  are  employed,  the 
medical  and  scientific  communities  will  be  guilty 
of  creating  for  vitamin  E its  own  special  “limbo.” 
Witness,  for  example,  the  brouhaha  surrounding 
the  use  of  vitamin  E for  the  prevention  or  control 
of  coronary  artery  disease.  Many  cardiologists  in 
other  parts  of  the  world  include  vitamin  E as  a 
routine  part  of  their  therapeutic  regimen  for  pa- 
tients with  coronary  disease,  despite  the  fact  that 
carefully  controlled  studies  in  such  patients® 
showed  no  beneficial  effects. 

5.  Argument:  No  major  side  effects  of  the 
prolonged  administration  of  large  amounts  of  vita- 
min E have  been  rejtorted. 

(A)  Corollary-  In  any  given  disease,  vita- 
min E may  have  no  beneficial  effect,  but  there  is 
no  harm  in  try'ing  it. 

Comment:  'I’he  argument  is  an  interesting 
one.  It  is  known  that  many  individuals  ha\e  taken 
large  amounts  of  various  tocojiherols  for  long  [pe- 
riods of  time  without  apparent  ill  effects.  IIowe\er, 
we  note  with  ecjual  interest  the  recent  jiroposals 
of  the  Federal  Food  and  Drug  Administration  re- 
garding control  of  the  amount  of  vitamins,  includ- 
ing vitamin  E,  which  can  be  sold  or  prescribed.  It 
may  be  that  side  effects  have  not  been  documented 
because  our  admitted  limited  knowledge  of  the 
actions  of  the  tocopherols  in  human  biologic  sys- 
tems also  limits  our  ability  to  identify  to.xic  effects. 

There  are  at  least  two  reports  of  abnormalities 
associated  with  large  doses  of  vitamin  E.  Elevated 
urinary  excretion  of  creatinine  has  been  noted,^ 
and  interference  with  response  to  iron  therapy  in 
iron-deficiency  anemia  has  also  been  observed. It 
is  almost  a paradox  that  many  of  those  w'ho  make 
sweeping  claims  for  the  efficacy  of  vitamin  E are 
also  those  who  claim  that  large  doses  of  the  vita- 
min have  no  toxic  side  effects.  Recent  medical 


history  certainly  pro\  ides  enough  examples  con- 
cerning the  use  of  “therapeutic  agents”  to  make 
caution  entirely  and  necessarily  aj:)]jropriate. 

6.  .Argument:  Many  people  do  not  have 

diets  which  provide  an  adequate  intake  of  to- 
copherols. 

(A)  Corollary — Supplementary  vitamin  E 
should  be  routinely  recommended. 

Co.mment:  Assuming  a diet  not  wildly  un- 
usual, normal  intestinal  absorption,  and  normal 
utilization,  it  is  almost  impossible  for  adult  indi- 
viduals in  this  country  to  become  vitamin  E defi- 
cient. .Advocates  of  additional  supplementation 
frequently  point  to  the  difficulties  in  establishing 
a minimum  daily  requirement  for  the  vitamin. 
I lowever,  extensive  analyses  of  serum  and  tissue 
levels  of  tocopherols,  in  addition  to  indirect  in 
vitro  laboratory  measurements  of  vitamin  E status, 
such  as  the  erythrocyte  H2O2  hemolysis  test,  have 
established  reasonable  guidelines  as  to  the  intake 
of  tocopherols  necessary  to  maintain  vitamin  E 
sufficiency.  .Average  diets  easily  supply  tocopherols 
in  the  recommended  range  of  5 to  30  international 
units. 

7.  .Argu.ment:  The  “organized”  medical  and 
scientific  profession  are  suppressing  information 
about  the  benefits  of  \itamin  E therapy  in  an 
effort  to  avoid  competition  with  “nutritional  ad- 
visors,” advocates  of  vegetarianism,  and  propo- 
nents of  “natural  diets”  and  “health  foods.” 

(.A)  Corollary  Ignore  the  studies  and  ad- 
vice of  the  “organized  conspirators.” 

Co.mment:  So,  vitamin  E has  joined  the  com- 
pany of  copper  bracelets,  krebiozen,  healing  waters, 
and  radium  caves.  The  argument  and  corollary 
carry  triple  dangers.  Dr.  Tajjpel  succinctly  phrases 
the  first.  “.  . . the  notoriety  of  vitamin  E on  the 
lunatic  fringe  of  .society  has,  no  doubt,  caused 
many  competent  investigators  to  abjure  vitamin  E 
research.”'  The  same  is  also  probably  true  for 
organizations  who  might  fund  such  research.  Sec- 
ond, irresponsible  and  unsupported  claims  for  the 
efficacy  of  this  agent  in  conditions  ranging  from 
pimples  to  piles  enrich  corporate  coffers  at  the 
expense  of  the  medically  unrewarded  patient.  It 
took  only  three  weeks  for  our  laboratory  techni- 
cians to  compile  the  “commercial”  collage  seen  in 
the  figure.  Third,  the  practicing  physician  is  em- 
broiled in  the  middle  of  the  controversy.  Questions 
are  asked  of  him  such  as:  “.Are  vitamin  E de- 
odorants safe  and  effective.  Doctor?”  “Can  I live 
longer  if  I take  \itamin  E,  Doctor?”  “Does  \ itamin 
E cream  gi\e  me  a better  suntan,  Doctor?” 

Summary:  A Smidgen  of  Perspective 

In  these  three  articles,  we  ha\e  considered 
the  status  of  our  knowledge  of  the  function  of 
tocopherols  in  the  human.  In  our  exploration  of 
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tlie  vitamin  E-dej)cndent  hemolytic  anemia  in  the 
small  premature  infant,  we  have  seen  that  vitamin 
E deficiency  can  contribute  to  a pathologic  condi- 
tion in  the  human,  which  responds  favorably  to  the 
administration  of  vitamin  E.  The  complex  inter- 
relationships between  intestinal  absorption  of  fat- 
soluble  vitamins,  peroxide  stress  on  lipid  compo- 
nents of  the  cellular  membrane,  and  the  cellular 
enzymes  which  are  necessary  in  protection  of  cell 
integrity  have  also  been  considered.  The  informa- 
tion recently  provided  may  lead  to  better-designed 
fomiulas  for  the  premature  infant. 

\Ve  have  also  considered  in  Part  II,  disease 
states  where  vitamin  E deficiency  is  common  but 
not  clearly  associated  with  the  basic  pathologic 
processes  or  clinical  findings.  In  most  of  these 
conditions,  such  as  cystic  fibrosis,  defects  in  in- 
testinal absorption  of  fats  are  the  primary  cause 
of  vitamin  E deficiency.  However,  in  at  least  one 
situation.  Type  II  congenital  dyserythropoietic 
anemia,  vitamin  E lack  appears  to  be  the  result 
of  heightened  requirement  for  the  vitamin.  Fur- 
ther investigation  is  obviously  important  in  such 
disease  states,  both  malabsorptive  disorders  and 
hemolytic  anemias.  In  this  regard,  it  was  seen  that 


laboratory  determinations  often  associated  with 
vitamin  E deficiency  may  also  be  elevated  in 
hemolytic  states  in  which  vitamin  E lack  is  not 
found. 

Finally,  we  have  explored  briefly  the  use  of 
tocopherols  in  conditions  where  vitamin  E metab- 
olism is,  at  best,  uncertain.  In  at  least  one  type  of 
porphyria,  vitamin  E appears  to  regulate  some 
steps  in  the  synthesis  of  heme;  vitamin  E therapy 
seemed  clinically  beneficial.  However,  the  myriad 
of  conditions  in  which  vitamin  E has  been  used 
therapeutically  despite  the  failure  to  show  the  ex- 
istence of  vitamin  E deficiency  or  objective  mea- 
surement of  the  improvement  upon  administration 
were  not  considered  in  detail.  For  many  years,  the 
patient  efforts  of  serious  investigators  have  helped 
elucidate  the  functions  of  the  tocopherols.  They, 
and  vitamin  E,  deserve  a better  fate  than  being 
associated  with  underarm  deodorants. 
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E.N.T.  Case  of  the  Month 


•Andrew  W.  Miglets,  Jr.,  M.D.* 


This  38-year-old  woman  comes  in  witli  a two- 
month  history  of  progressive  redness  and  scaling 
on  both  ears  and  later  drainage.  (See  figure.) 

What  steps  should  be  taken  in  making  the 
diagnosis  and  what  treatment  is  indicated? 

(See  p.  911  of  this  issue  for  further  infor- 
mation and  discussion.) 


*Dr.  Miglets,  Columbus,  is  Assistant  Professor  of 
Otolaryngology,  The  Ohio  State  Univ'ersity  Col- 
lege of  Medicine. 

Submitted  July  12,  1973. 


Patient  had  progressive  redness  and  scaling  of 
both  ears. 
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Metaplasia  in  the  Urinary  Tract 

Madiiav  K.  Adiga,  M.D. 


The  conductive  urinary  tract,  extending 
from  the  calyces  to  the  urethral  meatus,  is 
mostly  lined  by  the  transitional  epithelium.  The 
exceptions  are: 

1.  In  the  male  urethra  — the  proximal  ure- 
thra is  lined  by  transitional  epithelium,  but  the 
mid-urethra  is  lined  by  stratified  columnar  epithe- 
lium up  to  the  fossa  navicularis,  and  the  distal 
portion  of  the  fossa  navicularis  is  lined  by 
squamous  epithelium. 

2.  In  the  female  — the  proximal  urethra  is 
lined  by  transitional  epithelium  and  the  distal  part 
by  the  stratified  squamous  variety. 

Etiology  of  the  Metaplastic  Changes 
Normal  mucosa,  when  physiologically  worn 
out,  is  replaced  by  an  identical  lining,  but  when 
it  is  subjected  to  various  stresses,  there  is  a change 
in  the  lining  which  may,  in  fact,  be  a protective 
phenomenon.  I’rue  metaplasia  in  any  mucosal  sur- 
face is  due  to  altered  function  and  environment. 

Metaplasia  in  the  transitional  epithelium 
(urothelium)  is  due  to  chronic  irritation.  Factors 
which  bring  this  about  are  chronic  infection, 
calculus  formation,  attrition,  drying,  vitamin 
deficiency,  chemical  irritation,  and  other  stresses. 

Transitional  epithelium  is  very  susceptible  to 
metajdastic  changes  in  the  direction  of  squamous 
cell  or  columnar  cell  type.  These  changes  may 
occur  in  patches  or  extensively.  For  example,  the 
entire  mucosa  may  be  replaced  by  squamous  epi- 
thelium. Metaplastic  mucosa  is  prone  to  malignant 
changes,  hence  the  newly  formed  squamous  epi- 
thelium may  be  the  seat  of  squamous  carcinoma. 
Squamous  carcinoma  may  also  arise  from  meta- 
plastic changes  in  transitional  carcinoma  or  from 
leukoplakia  patches,  as  indicated  in  the  following 
schema : 

Adenocarcinoma 
Columnar  epithelium 

Transitional  Cell 

Leukoplakia  Squamous  epithelium  Transitional  cell 

carcinoma 

Squamous  cell  carcinoma 

Different  terminologies  have  been  devised  for 
these  changes.  According  to  Anderson,^  when  the 
worn  out  transitional  epithelium  is  replaced  by  the 
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same  type,  it  is  called  normoplasia;  when  replaced 
by  the  squamous  type,  it  is  prosoplasia.  He  con- 
siders the  change  tow'ard  glandular  type  as  true 
metaplasia. 

Melicow-  calls  these  reversions  in  the  uro- 
thelium to  the  cellular  characteristics  of  the  forma- 
tive embryonal  stages  as  retrojrlasia. 

Illustrative  Cases 

Case  1.  - Here,  the  transitional  epithelium  had 

shown  squamous  metaplastic  changes.  I'here  was  no  evi- 
dence of  any  malignant  change. 

This  was  a 36-year-old  woman,  who  gave  a long 
history  of  lower  urinary  tract  complaints  and  was  found 
to  have  a urethral  diverticulum  containing  a calculus. 
The  calculus  was  removed  and  the  diverticulum  was  ex- 
cised surgically.  Histologic  examination  of  the  wall  of 
the  diverticulum  showed  squamous  metaplastic  changes 
(Fig.  1).  Factors  which  caused  metaplasia  were: 

Stasis  of  the  urine  in  the  diverticulum 
Infection  Stone 

Metaplasia 

Case  2.  — - In  this  case,  the  process  of  metaplasia 
had  progressed  further  to  the  stage  of  carcinoma. 

This  was  a 78-year-old  white  woman  admitted  for 
a palpable,  painful  left  kidney.  On  intravenous  pyelo- 
gram,  this  was  found  to  be  a nonsecreting  kidney.  Retro- 
grade pyelogram  showed  a filling  defect  in  the  renal 
pelvis  (Fig.  2).  'I’his  kidney  was  explored  transabdomi- 
nally.  'I'here  was  a tumor  arising  from  the  renal  pelvis 
spreading  on  the  same  kidney  and  the  regional  lymph 
nodes.  'I'he  entire  tumor  mass  was  successfully  re.sected. 
Postoperatively,  the  patient  was  apparently  well  for  two 
weeks,  but  later  she  went  progressively  downhill  and 
died.  Histopathology  of  the  tumor  was  reported  squamous 
carcinoma  of  the  renal  pelvis  (Fig.  3). 

Case  3.  — .A  68-year-old  white  woman,  with  no 
history  of  urologic  complaints,  was  admitted  with  left 
flank  pain  of  two  weeks  duration.  The  only  positive 
finding  was  urinalysis,  which  showed  microscopically  15 
to  16  white  blood  cells  (WBCi  and  10  to  12  red  blood 
cells  (RBC)  per  high-power  field  and  many  epithelial 
cells.  Intravenous  pyelogram  showed  bilateral  smooth. 
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Fig.  3.  Photomicrograph  showing  squamous  carci- 
noma of  renal  pelvis  (case  2). 


rounded,  filling  defects  in  the  renal  pelves  and  ureters. 
Cystoscopy  revealed  small,  multiple  cystic  areas,  especial- 
ly in  the  base  of  the  bladder.  The  patient  was  started 
on  long-term  antibiotic  therapy.  Comment:  This  patient 
evidently  has  pyelo-uretero-cystitis  cystica.  The  meta- 
plasia here  is  extensive.  In  the  long  term,  these  areas 
may  be  the  seat  of  adenocarcinoma. 3-5 


Summary 

Metaplasia  in  the  urinary'  tract  is  an  infre- 
cjuent  occurrence.  It  can  occur  when  the  epithe- 
lium is  subjected  to  chronic  irritation,  and  this 
may  be  either  of  squamous  or  columnar  type. 
Further,  these  may  proceed  to  their  respective 
type  of  malignant  tumor. 

Acknowledgment:  The  author  is  grateful  to  Drs.  W.  H. 
van  Fossen,  G.  Graciansky.  Urologists;  Dr.  R.  C. 
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Fig.  2.  Retrograde  pyelogram  showing  extensive 
filling  defect  in  left  renal  pelvis  and  calyces 
(case  2). 


Fig.  1.  Photomicrograph  of  urethral  mucosa  show- 
ing squamous  metaplasia  (case  1). 
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Massive  Leiomyoblastoma 
of  the  Stomach 

A Case  Report 


Mysore  S.  N.  Murthy,  M.D.,  and  Jack  E.  Tetirick_,  M.D. 


“T  EIOMYOBLASTOMA”  has  become  an  en- 

' tity  accepted  by  both  pathologists  and  clini- 
cians since  the  lesion  was  first  delineated  by  Stout 
in  1962d  The  majority  of  these  neoplasms  originate 
in  the  stomach,  the  remaining  occurring  in  small 
intestines,  retroperitoneum,  uterus,  omentum,  and 
other  soft  tissues.  Twenty-six  out  of  a series  of  44 
cases  of  gastric  and  extragastric  leiomyoblastomas 
reported  recently  by  Lavin,  et  aP  arose  in  the 
stomach.  The  gastric  leiomyoblastomas  vary  from 
small  lesions  measuring  1 cm  or  less  to  massive 
lesions,  which  frequently  extend  to  extragastric  lo- 
cations. The  purpose  of  the  present  paper  is  to 
report  a case  of  massive  gastric  leiomyoblastoma, 
which  was  successfully  resected. 

Case  Report 

A 59-year-old  man  was  admitted  to  Riverside  Meth- 
odist Hospital  with  the  chief  compaint  of  weight  loss 
and  increasing  abdominal  girth.  He  had  noted  a gradual 
and  poorly  documented  weight  loss  of  approximately 
18.2  kg  (40  lb)  until  one  month  prior  to  admission  when 
he  started  to  lose  weight  at  a rate  of  1.8  kg  (4  lb)  a 
week.  He  had  maintained  an  excellent  oral  intake  and 
was  puzzled  because  of  the  unremitting  weight  loss.  He 
also  complained  of  fatigue,  occasional  anorexia,  and  full- 
ness but  had  not  had  nausea  or  vomiting.  He  had  noted 
an  increasing  size  of  his  waist  measurement  and  com- 
plained of  occasional  night  sweats.  The  patient  became 
aware,  in  the  two  weeks  prior  to  admission,  that  the 
abdomen  was  very  distended  and  quite  firm.  He  had 
some  pain  above  the  right  costal  margin.  He  had  no 
hematemesis.  The  system  review  was  negative. 

Past  medical  history  was  significant  in  that  he  had 
had  dizzy  spells  for  15  years  and  deafness  in  the  right 
ear  which  progressed  to  attacks  of  nausea  and  vomiting 
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for  which  he  had  been  admitted  on  the  neurosurgery 
service  in  1964. 

The  physical  examination  showed  a man  with  evi- 
dence of  weight  loss  of  the  extremities.  A huge  protuber- 
ance of  the  abdomen  was  thought  by  some  observers  to 
be  ascites  and  by  others  to  be  a solid  tumor.  By  rectal 
examination,  a large,  firm  pelvic  mass  could  be  palpated. 

Laboratory  data  included  a normal  electrolyte  pro- 
file, fasting  blood  glucose  of  100  mg  per  100  ml,  and 
normal  liver  function  studies.  Hemoglobin  level  was  12.6 
gm  per  100  ml,  and  leukocyte  count  was  9,700  per  cu 
mm,  with  76  percent  neutrophils  and  12  percent  lympho- 
cytes. 

X-ray  films  included  a normal  chest  film,  a normal 
gallbladder  examination,  a normal  intravenous  pyelo- 
graph,  except  for  displacement  of  both  ureters  bilaterally 
by  the  pelvic  portion  of  a large,  ill-defined,  pelvic  mass. 
The  bladder  dome  was  also  flattened  by  this  pelvic  mass. 
There  was  increased  density  in  the  left  upper  quadrant 
and  flank  area  indicating  presence  of  a very  large,  ill- 
defined  spleen  or  extensive  mass  in  the  left  side  of  the 
abdominal  cavity.  Barium  enema  was  intrinsically  normal 
except  that  the  colon  was  elongated  and  redundant,  and 
the  upper  portion  of  the  redundant  sigmoid  and  splenic 
flexure  was  displaced  medially  and  posteriorly  by  the 
large  abdominal  mass.  Upper  gastrointestinal  series 
showed  a normal  esophagus  with  the  stomach  displaced 
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upward  by  the  intra-abdominal  mass.  There  was  a 4-cm, 
cone-shaped  projection  from  the  posterior  inferior  aspect 
of  the  gastric  wall,  which  was  interpreted  either  as  a 
deep  ulcer  or  a traction  deformity  on  the  gastric  wall, 
rhe  duodenum  was  normal.  The  jejunum  was  displaced 
to  the  right  and  posteriorly.  Findings  from  liver  and 
brain  scans  were  normal. 

I he  patient  was  seen  in  consultation  and  scheduled 
for  laparotomy  with  a preoperative  diagnosis  of  adeno- 
carcinoma of  the  stomach.  The  suggestion  was  made  by 
the  consultant  that  this  might  be  a benign  tumor  of  the 
gastric  wall  such  as  a large  leiomyoma  or  leiomyosar- 
coma because  of  the  presence  of  the  deep  pit  shown  on 
the  x-ray  film  and  the  absence  of  interference  with  gas- 
trointestinal function. 

At  laparotomy,  there  was  a convoluted,  flesh- 
colored  tumor  extending  from  the  xiphoid  process  to  the 
symphysis  pubis,  filling  the  entire  pelvis  and  extending 
superiorly  to  the  liver,  and  spleen  on  the  left  side.  All 
of  the  mobile,  intra-abdominal  viscera  were  crowded 
into  the  right  upper  quadrant.  Although  this  mass  had 
the  texture  and  feel  of  a solid  tumor,  it  did  not  in- 
vade the  parietal  peritoneum,  nor  were  any  separate 
nodular  metastatic  metastases  noted  in  either  the  solid 
parenchymal  organs  or  in  the  hollow  viscera.  The  mass 
entirely  occupied  the  omentum,  but  on  careful  palpation, 
it  was  not  adherent  to  any  other  intra-abdominal  struc- 
ture except  the  posterior  wall  of  the  stomach.  Frozen- 
section  diagnosis  of  leiomyoblastoma  was  made  on  a 
biopsy  excised  from  this  tumor.  The  operation  was  there- 
fore continued.  The  mass  was  gradually  mobilized  and 
totally  removed  along  with  the  omentum  and  a 4-cm 
margin  of  the  posterior  gastric  wall. 

Description  of  the  lesion : Gross — The  specimen 

consisted  of  two  massive,  lobulated,  neoplastic  masses  of 
approximately  equal  size,  each  measuring  30  X 25  X 8 
cm  in  greatest  dimensions  (Fig.  1),  and  together  weigh- 
ing 7,250  gms.  The  omentum  formed  a thin  capsule  over 
the  masses  which  were  composed  of  lobules  of  fleshy, 
reddish-grey,  smooth,  homogenous  tissue.  A few  small 
and  inconstant  foci  of  hemorrhage  and  fibrosis  were 
present. 

Microscopic  examination  of  multiple  sections  from 
different  areas  of  neoplastic  masses  revealed  a highly 
vascular  neoplasm  composed  of  fascicles  of  oval  to 
spindle-shaped  cells  which  appeared  round  in  cross  sec- 
tions (Fig.  2).  The  nuclei  were  moderately  pleomorphic, 
oval,  round,  or  elongated:  the  cytoplasm  was  frequently 
vacuolated  with  some  of  the  cells  containing  a large 
vacuole  in  the  cytoplasm  pushing  the  nucleus  to  one 
side.  These  vacuoles  did  not  stain  positive  in  fat  stains, 
PAS  stain,  or  mucicarmine  stain,  and  were  not  seen  in 
the  frozen  section.  The  stroma  of  the  neoplasm  was 
formed  by  a smooth  homogeneous,  hyaline  substance 
which  was  rich  in  acid  mucopolysaccharides  as  demon- 
strated by  alcian  blue  stain.  No  mitotic  activity  was  noted 
despite  the  massiveness  and  cellularity  of  the  neoplasm. 
The  mesothelial  covering  of  the  neoplasm  was  not  in- 
filtrated. 

The  patient’s  postoperative  convalescence  was  un- 
complicated and  he  was  afebrile.  Fie  was  discharged  on 
the  ninth  postoperative  day  and  has  continued  to  have 
a normal  convalescence  with  a weight  gain  of  13.6  kg 
(30  lb)  in  the  first  three  postoperative  months.  He  has 
normal  gastrointestinal  function. 


Discussion 

Leiomyoblastomas  (synonym:  bizarre  leiomy- 
oma; epithelioid  leiomyoma)  of  the  stomach  var\’ 
from  small  incidental  lesions  to  massive  tumors 
that  fill  the  entire  abdominal  cavity.  The  largest 
gastric  mass  on  record^  was  described  as  measuring 
30  X 20  X 8 cm  and  was  reported  to  be  contained 
within  the  leaves  of  the  omentum.  In  our  case,  two 
masses  each  measuring  30  X 25  X 8 cm  and  to- 
gether weighing  7,250  gms,  were  removed,  clearly 
making  it  the  largest  leiomyoblastoma  ever  re- 


Fig.  1.  Gross  appearance  of  neoplastic  masses. 
Note  thin  strands  of  fibrous  tissue  of  omentum 
coursing  over  fleshy  lobulated  neoplasm. 


corded  to  the  best  of  our  knowledge.  It  should  be 
mentioned  that  the  neoplasm  was  a single  bilobed 
mass  and  had  to  be  removed  as  two  separate 
masses. 

Histologically,  the  clear  or  vacuolated  cells 
are  quite  characteristic.  This  vacuolated  or  clear 
cytoplasm  seems  to  be  an  artifact  as  it  is  not  pres- 
ent in  frozen  sections  of  the  fresh  tissue  that  is 
stained  by  hematoxylin  and  eosin.  No  mucin  or  fat 
is  demonstrable  within  this  cytoplasm. 

The  malignant  potential  of  this  neoplasm  is 
variable.  Lavin,  et  al,^  on  the  basis  of  follow-up  of 
44  cases,  emphasizes  that  tumors  larger  than  10 
cm  in  diameter,  coupled  with  nuclear  hyperchro- 
masia,  more  than  one  mitotic  figure  per  high- 
power  field,  and  clinical  symptoms  longer  than  six 
months  are  usually  associated  with  bad  prognosis, 
although  they  hasten  to  add  that  the  clinical  be- 
havior cannot  be  predicted  on  histopathology 
alone.  Based  on  their  experience  of  a 38  percent 
mortality  rate  within  an  average  of  three  years  in 
cases  of  gastric  leiomyoblastoma,  they  recommend 


Fig.  2.  Histologic  appearance  of  neoplasm.  Note 
vacuolated  appearance  of  cells  and  homogeneou.' 
stroma. 
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that  the  leiomyoblastomas  should  be  considered  po- 
tentially malignant  and  likely  to  behave  as  leio- 
myosaiToina.  In  our  rase,  there  was  no  increased 
mitotic  activity  in  the  neoplasm  which  had  not 
infiltrated  any  of  the  abdominal  organs,  nor  were 
there  any  metastases  in  abdominal  lymph  nodes  or 
liver.  Although  careful  follow-up  is  mandatory  in 
our  case,  to  date,  the  patient  is  alive  and  well  with- 
out any  sign  of  recurrent  or  metastatic  disease  four 
months  after  surgery. 

Summar)- 

This  patient  is  presented  as  ha\  ing  a rare  and 
interesting  massive  benign  tumor  of  the  gastroin- 


testinal tract.  Its  greatest  significance,  however,  is 
to  reinforce  the  sound  medical  principle  that  pa- 
tients should  not  be  a.ssumed  to  have  incurable 
carcinomatosis  without  an  adequate  procedure 
which  attempts  to  define  operability  and  to  pro- 
ceed with  resection  if  at  all  possible. 
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MATERNAL  HEALTH  IN  OHIO 


Maternal  Deaths  Involving  Obesity* 

By  the  OSMA  Committee  ox  Maternal  Health 


"PRt)BLEMS  concerning  the  obese  obstetric  pa- 
tient  have  come  before  the  Committee  con- 
sistently during  the  past  18  years.  Therefore,  we 
devote  this  column  to  this  timely  subject.  Examin- 
ing 1508  cases  in  our  files,  we  found  225  patients 
were  ohese;'\  210  of  these  were  among  1128  ma- 
ternal deaths  and  15  were  in  the  nonmaternal 
deaths,  discarding  38  incomplete  reports.  However, 
as  we  processed  the  data,  it  became  obvious  that 
weight  was  omitted  on  an  equal  number  of  records. 

Herewith,  the  Committee  ]rresents  three 
(grotesque)  “high  risk”  cases  rejiresenting  death 
due  to  hemorrhage,  infection,  and  toxemia,  respec- 
tively. Quite  obviously,  obesity  contributed  a fata! 
deluge  to  other  impending  jrroblems. 

Ca.se  No.  1046 

I'his  wa.s  a 39-year-oId,  black,  para  \'I1,  abortus  I, 
who  died  hours  postpartum.  Her  past  history  in- 

cluded latent,  early  syphilis  treated  with  penicillin,  and 
toxemias  with  previous  pregnancies.  There  was  one  abor- 
tion with  a dilation  and  curettement,  one  previous  term 
pregnancy  delivered  a stillborn,  large  fetus,  while  the 
other  five  pregnancies  all  delivered  huge  babies  (range 
3.6  kg  [8  lb]  to  4.5  kg  [10  lb])  without  complication.  I'he 
patient  was  ALWAV'S  obese,  weight  ranging  .\BO\'R 
203.5  kg  (430  lb).  A glucose  tolerance  test  revealed  only 
a “low  threshold.” 

Classified  as  a “high  risk”  obstetric  patient  in  her 
third  month,  the  patient  registered  with  her  last  preg- 
nancy, which  was  complicated  by  albuminuria  and  edema 
in  the  35th  week;  she  required  hospitalization,  diet,  bed 
rest,  and  diuretics.  After  six  days,  the  patient  had  lost 
5.9  kg  (13  lb)  and  her  blood  pressure,  which  had  been 
elevated,  stabilized  at  140/100  mm  Hg.  She  was  dis- 


*A continuous  statewide  Maternal  Mortality  Study 
is  being  conducted  by  the  Committee  on  Maternal 
Health  of  the  Ohio  State  Medical  Association  in 
cooperation  with  the  Ohio  Department  of  Health 
and  representatives  of  the  various  County  Medical 
Societies.  Summaries  of  some  of  the  cases  studied 
by  the  Committee,  based  on  anonymous  data  sub- 
mitted, are  published  here  from  time  to  time,  in- 
terspersed with  statistical  summaries. 

fObesity:  criteria  defined  in  Guiding  Principles  for 
Obstetric  Care.l 


charged  undelivered,  August  20,  to  be  seen  at  weekly 
intervals  in  the  clinic.  At  38  weeks,  she  cancelled  her 
appointment  . . . “too  sick  to  come  in.”  Although  the 
patient  claimed  “no  fetal  movement”  (no  fetal  heart 
beat  was  audible),  an  x-ray  film  of  the  abdomen  failed 
to  confirm  fetal  death.  She  was  admitted  September  6th 
(39  weeks)  with  mild  vaginal  bleeding,  presenting  part 
high,  a breech,  membranes  bulging. 

Labor  began  irregularly,  membranes  ruptured  s[)on- 
taneously  at  10  AM,  and  due  to  “deep  veins,”  an  intra- 
venous Pitocin  injection  was  not  started.  Labor  was  of  a 
desultory  type.  Blood  pressure  varied  from  120  to  160 
mm  Hg  systolic  over  50  to  88  mm  Hg  diastolic;  no  fetal 
heart  sounds  were  elicited.  1 he  cervix  had  reached  full 
dilation  by  7 PM.  In  the  delivery  room,  under  cyclo- 
propane anesthesia,  a foot  prolap.sed  spontaneously: 
maceration  was  observed.  Moderate  traction  delivered 
the  fetus  to  the  umbilicus.  The  aftercoming  head  became 
“fixed  in  the  pelvis”;  a futile  attempt  was  made  to  apply 
aftercoming  head  forceps;  there  was  insufficient  rrjom 
between  the  fetal  head  and  sidewalls  of  the  vagina. 
Finally,  the  head  was  delivered  by  the  Mauriceau- 
Smellie-V'eit  maneuver;  the  stillborn  infant  weighed 
3030  gm.  The  third  stage  was  reported  normal.  Manual 
examination  revealed  “an  eight  to  nine  cm  posterior 
laceration,  thought  to  be  in  the  cul-de-sac.”  An  attempt 
at  visualization  of  the  laceration  proved  impossible  due  to 
the  extreme  obesity  of  the  patient.  Two  cutdowns  allowed 
for  parenteral  fluids  and  blood  administration.  Under 
cyclopropane  anesthesia,  a laparotomy  was  performed 
while  blood  pressure  was  falling.  Approximately  2000 
ml  of  blood  was  present  in  the  peritoneal  cavity,  and  a 
laceration  was  discovered  in  the  posterior  aspect  of  the 
lower  segment.  During  a prompt,  supracervical  hysterec- 
tomy, cardiac  arrest  developed.  External  cardiac  massage 
was  instituted;  the  “crash  team”  arrived.  Cardiac  mas- 
sage, calcium,  Wyamine,  Levophed,  sodium  bicarbonate, 
Isuprel,  Solu-Cortef,  and  ether  were  administered  during 
the  ensuing  hour,  together  with  seven  units  of  whole 
blood.  Estimated  blood  loss  was  4,500  to  5,000  ml ; re- 
placement 5,000  ml.  The  patient  followed  a progressive 
downhill  clinical  course,  and  in  spite  of  intensive  therapy, 
she  died  at  10:00  PM  on  September  6th. 

Cause  of  Death  (Autopsy) : Hemorrhage,  hemoperi- 
toneum,  due  to  ruptured  uterus;  therapeutic  misadven- 
ture, breech  extraction  of  stillborn,  term  fetus;  cardiac 
arrest  during  subtotal  hysterectomy;  obesity,  exogenous, 
severe;  toxemia  of  pregnancy. 

Comment 

With  sympathetic  astonishment,  the  Commit- 
tee reviewed  facts  presented  in  this  case,  appreci- 
ating completeness  with  which  the  report  was  writ- 
ten. Several  members  belie\  ed  a destructive  opera- 
tion should  have  been  performed  upon  the  fetus; 
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one  felt  that  the  internal  iliac  arteries  should  have 
been  ligated  during  the  surgical  procedure.  Ob\i- 
ously,  all  agreed  that  the  “high  risk”  patient  should 
have  not  become  pregnant  the  last  time.  After  a 
thorough  discussion  (by  a narrow  vote),  the  case 
was  voted  a preventable  maternal  death. 

Ciase  No.  718 

riiis  patient  was  a 36-year-old,  “high  risk,”  white, 
gravida  XIII,  para  IX,  abortus  III,  who  died  undeliv- 
ered at  term.  For  years  she  had  been  obese  and  had  had 
hypertension ; a huge  umbilical  hernia  had  ulcerated 
during  the  past  17  years.  I'here  were  nine  previous  term 
pregnancies,  one  stillborn  (due  to  prenatal  measles)  ; the 
last  term  pregnancy  terminated  in  a two-day  labor, 
breech  delivery  five  years  ago.  She  had  had  transient 
hypertension  (?)  but  was  never  specifically  treated  for  it. 
On  January  23,  the  patient  registered  with  her  physician, 
in  the  28th  week  of  pregnancy,  by  history.  Examination 
revealed  a huge  patient  weighing  well  over  157.5  kg 
(350  lb)  with  a large  pendulous,  abdominal  apron 
draped  to  the  knees,  containing  an  immense,  ulcerated, 
umbilical  hernia.  Fetal  heart  tones  were  not  elicited  but 
the  patient  \olunteered  presence  of  fetal  movement;  a 
moderate  amount  of  milky  leukorrhea  was  present  on 
vaginal  examination.  Her  pulse  was  80  beats  per  minute, 
blood  pressure  was  170/100  mm  Hg;  the  blood  type  was 
B-)-;  and  the  result  of  serology  test  was  negative.  Antici- 
pating possible  problems,  the  physician  made  unsuccess- 
ful attempts  to  persuade  the  patient  to  go  to  a not-too- 
distant  medical  center  for  subsequent  care  and  delivery; 
she  refused.  Advised  to  return  in  a week,  the  patient 
came  for  reexamination  in  two  weeks;  urine  sample  was 
not  obtainable.  The  blood  pressure  was  160/80  mm  Hg. 
Two  days  later  (at  term),  on  February  15,  the  patient 
appeared  for  admission  with  her  membranes  ruptured  48 
hours,  in  early  labor  several  hours.  Urine  was  not  obtain- 
able; hemogram  was  normal;  blood  urea  nitrogen  value 
was  10  mg  per  100  ml;  blood  glucose  (fasting)  level  was 
100  mg  per  100  ml.  Sterile  vaginal  examination  rev'ealed 
free  amniotic  fluid,  a thick  cervix,  4 cm  dilated,  present- 
ing breech  at  -1  station.  X-ray  film  of  the  abdomen  was 
technically  inadequate.  Procaine  penicillin,  600,000  units, 
was  given  intramuscularly  ev'ery  six  hours.  Labor  was 
desultory,  accelerated  by  a well-controlled  Pitocin  drip 
for  two  hours;  meconium  appeared;  labor  was  still  irreg- 
ular at  2 PM.  At  4 PM,  temperature  was  36.7  C (98  F), 
pulse  80  beats  per  minute,  blood  pressure  150/80  mm 
Hg,  and  fetal  heart  sounds  156  per  minute.  A cesarean 
section  was  entertained  but  rejected  due  to  the  huge 
hernia  and  extreme  obesity. 

Four  hours  later,  the  patient  became  febrile,  but 
.slept  most  of  the  night.  Irregular  contractions  began 
again  February  16,  and  by  8 PM,  the  blood  pressure  was 
230/130  mm  Hg.  Sodium  phenobarbital  and  magnesium 
sulfate  were  given  intramuscularly  with  Diuril  given  by 
mouth ; a catheterized  sample  of  urine  was  negative.  By 
midnight,  February  16,  the  blood  pressure  diminished  to 
148/80  mm  Hg.  Morphine  sulfate,  )4  grain  (15  mg), 
was  given  twice  for  rest.  On  February  17,  phenobarbital 
magnesium  sulfate  injections  were  repeated,  and  by  7 
PM,  the  cervix  was  8 cm  dilated,  50  percent  effaced, 
temperature  was  40.0  C (104  F),  blood  pressure  was 
140/180  mm  Hg,  and  there  was  a mottled  cyanosis  of 
both  lower  extremities.  Labor  was  irregular. 

Streptomycin,  Gantrisin,  and  Achromycin  were  ad- 
ministered. By  10  PM  on  February  17,  the  presenting 
part  was  at  station  +1,  the  cervix  8 cm  dilated  and 
thin.  The  patient  received  morphine  sulfate,  % grain 
(15  mg).  Half  an  hour  later,  temperature  was  37.9  C 
(100.2  F),  blood  pressure  104/60  mm  Hg,  and  pulse  100 
beats  per  minute.  Shortly  after,  there  was  a loud  “slush- 
ing sound”  like  water  slopping  back  and  forth  in  a con- 
tainer; the  patient  looked  surprised,  became  dyspnoic, 
cyanotic,  had  a clonic  convulsion,  and  ceased  breathing. 

Cause  of  Death  (Autopsy):  Pregnancy  at  term, 
labor  (fetus  over  5000  gm)  undelivered;  exogenous  obe- 
sity; essential  hypertension;  preeclampsia;  septicemia. 


secondary  to  endometritis;  pulmonary  embolism;  huge, 
ulcerated,  umbilical  herna;  cholelithiasis. 


Comiiient 

With  intense  interest,  the  Committee  studied 
available  facts  in  the  report  commending  the  at- 
tending physicians  for  an  “excellent  workup.”  Lack 
of  appearance  for  prenatal  care  was  considered,  as 
well  as  her  failure  to  follow  physicians’  advice  to 
continue  care  at  a well-equipped  medical  center. 
Extreme  obesity,  essential  hypertension,  and  an  in- 
carcerating (huge)  umbilical  hernia  most  certainly 
jilaced  the  patient  in  a “high  risk”  category!  Once 
admitted  with  ruptured  membranes  (48  hours), 
in  labor,  the  pattern  was  set!  Members  felt  that 
larger  doses  of  antihypertensive,  diuretic,  and  anti- 
biotic medications  might  have  been  employed 
sooner.  Rejection  of  a cesarean  operation  (early) 
seemed  feasible,  but  members  wondered  if  a sur- 
gical delivery  would  have  been  done  earlier,  had 
the  patient  been  in  “the  medical  center.”  The  com- 
mittee voted  this  a preventable  maternal  death. 

Case  No.  1257 

This  35-year-old,  “high  risk,”  black,  para  IV,  ce- 
sarean I,  died  two  hours  postoperative.  Her  past  history 
involved  a cardiac  arrhythmia  (17  years  before),  syphilis 
treated,  and  toxemias  with  all  previous  pregnancies; 
these  were  term  gestations  without  other  complications. 
She  was  obese  for  years,  weighing  from  113.5  kg  (250 
lb)  to  122.6  kg  (270  lb).  In  1965,  she  had  a thyroidec- 
tomy. She  first  visited  a clinic  at  3 1 weeks,  with  pre- 
eclampsia. The  initial  blood  pressure  was  155/100  mm 
Hg,  later  rising  to  190/130  mm  Hg;  the  urine  had  10 
gm  per  100  ml  protein,  and  edema  was  2-+-.  Diuretics 
and  a low  sodium  diet  were  prescribed.  In  her  35th  week, 
she  developed  persistent  headaches,  blurred  vision,  and 
a weight  gain  of  45.9  kg  (10  lb)  in  two  weeks.  On 
February  21  (38  weeks),  she  was  admitted  with  blood 
pressure  190/130  mm  Hg,  proteinuria  3-f,  edema  2-f, 
and  uterine  pregnancy  term  size.  The  abdomen  was  huge 
and  pendulous.  The  electrocardiogram  revealed  sinus 
arrhythmia  with  atrial  hypertrophy  and  dilatation.  A 
strict  medical  regimen  of  therapy  was  followed  by  tran- 
sient improvement.  However,  since  the  blood  pressure 
soared  to  250/110  mm  Hg  and  the  patient’s  condition 
seemed  to  worsen,  a decision  to  induce  labor  was  made. 
'Fhe  induction  was  unsuccessful,  with  some  dystocia  pres- 
ent. Hence,  on  February  24,  a cesarean  section  was  per- 
formed (general  anesthesia)  delivering  a 3.6-kg  (8-lb), 
living  baby;  the  delivery  was  followed  by  a total  abdomi- 
nal hysterectomy  and  bilaterial  salpingo-oophorectomy 
(bilateral,  “malignant-looking,”  ovarian  cystic  tumors, 
pathologist’s  diagnosis:  luteoma).  Postoperative  condition 
was  “fair”;  blood  pressure  was  160/100  mm  Hg,  and 
two  units  of  blood  were  replaced.  Blood  pressure  ele- 
vated to  100  to  240/120  to  140  mm  Hg,  and  after  two 
hours,  pulmonary  edema  gradually  developed;  cardiac 
arrest  occurred  suddenly  and  all  heroic  measures  were  of 
no  avail.  Death  was  pronounced. 

Cause  of  Death  (Autopsy):  Cardiac  arrest;  acute 
pulmonary  edema;  essential  hypertension  with  toxemia; 
cardiomegally ; bilaterial  ovarian  cysts;  exogenous  obesity; 
pregnancy,  term,  delivered  by  cesarean  section  (with  bi- 
laterial salpingo-oophorectomy). 

Comment 

Members  of  the  Committee  carefully  studied 
and  evaluated  the  complete  details  in  this  case 
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report.  The  exact  nature  and  severity  of  the  pa- 
tient’s “cardiac  history”  seemed  indefinite.  Obvi- 
ously, she  should  have  had  early,  concentrated, 
prenatal  care.  When  induction  of  labor  failed,  a 
cesarean  section  was  the  only  alternative  for  de- 
livery in  spite  of  a risk;  however,  members  dis- 
cussed the  extension  of  the  surgical  procedure  in 
view  of  the  patient’s  critical  condition.  The  Com- 
mittee voted  this  a preventable  maternal  death. 

Comment  of  Consultant 

The  following  comment  of  a consultant  spe- 
cializing in  obstetrics  and  gynecolog)’  was  furnished 
at  the  request  of  the  Committee. 

“These  remarks  will  be  brief  since  the  devas- 
tating pathology’  in  each  of  the  three  cases  cited 
has  been  subjected  to  excellent  comment  by  the 
Committee. 

"Case  No.  1046:  A real  difficult  case!  I agree 
with  the  last  comment. 

"Case  No.  718:  Obviously,  the  patient  should 
have  been  managed  in  a ‘medical  center.’  How- 
ever, although  this  was  not  available,  I doubt  that 


the  outcome  would  have  been  altered,  had  the 
patient  been  transferred. 

“Case  No.  1257 : This  ca.se  is  a little  different, 
clouded  by  a murky  history  of  hypertension  and 
‘cardiac  disease.’  I would  hav’e  advised  early  hos- 
pitalization and  prolonged  intensive  care  of  the 
cardiovascular  disease. 

“In  summary,  I would  conclude  that  much 
more  attention  must  be  focused  upon  the  ‘protec- 
tive care’  of  the  obese  obstetric  patient.” 

Generic  and  Trade  Names  of  Drugs 

Oxytocin  injection  ■ — • Pitocin  (Parke-Davis) 
Mephentermine  — Wyamine  Sulphate  Injection 
(Wyeth) 

Levarterenol  bitartrate  — Levophed  (Winthrop) 
Isoproterenol  — • Isuprel  (Winthrop) 

Hydrocortisone  sodium  succinate  — Solu-Cortef 
(Upjohn) 

Sodium  chlorothiazide  — Diurel  (Merck  Sharp  & 
Dohme) 

Sulfisoxazole  diolamine  — Gantrisin  (Roche) 
Tetracycline  HCl  — Achromycin  (Lederle) 

Reference 

1.  Guiding  principles  for  obstetric  care.  Ohio  State 
Med  J 53:1328-1329,  1957,  (re%ised  1963  and 
1972,  reprinted,  not  published). 


Discussion  of 

The  E.N.T.  Case  of  the  Month 


(continued  from  p.  903) 

The  red,  weeping,  excoriated  appearance  of 
the  skin  of  the  ear  canal  and  auricle  has  the 
typical  appearance  of  an  acute  contact  dermatitis. 
An  accurate  history  is,  perhaps,  the  most  important 
facet  in  diagnosing  the  exact  etiology  of  this  lesion. 
This  particular  patient  had  been  using  a new  hair 
spray,  which  proved  to  be  the  allergic  agent. 


Poison  ivy,  oak,  metal  compounds,  cosmetics,  and 
topical  medications  also  are  common  contact  al- 
lergens. 

Treatment  consists  of  first  removing  the  of- 
fending allergen.  The  acute  weeping  stage  may  be 
treated  with  Burows  soaks  (aluminum  acetate 
1:20)  applied  to  the  ear.  Later,  topical  corticos- 
teroids may  be  used  to  control  the  itching  and 
scaling  appearance  of  the  skin  that  will  occur. 
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Proceedings  of  The  Council 

Meeting  of  September  29-30,  1973 


A RB:C;ULAR  Mt:ETING  of  the  Council  of 
^ tlie  Ohio  State  Medical  Association  was 
held  Saturday  and  Sunday,  September  29-30,  1973, 
at  White  Sulphur  Springs,  West  \'irginia. 

d'hose  present  Saturday  were:  All  members 
of  the  Council,  except  Dr.  James  C.  McLarnan; 
M r.  James  E.  Pohhnan,  Columbus,  OSMA  Legal 
Counsel;  Messrs.  Page,  Edgar,  Cillen,  Campbell, 
Clinger,  Rader,  Mrs.  Wisse,  Mr.  Moore  and  Mrs. 
Dodson,  of  the  O.SMA  staff. 

I’hose  present  Sunday  were : .Ml  members  of 
the  Council,  except  Dr.  Richard  Fi.  Hartle  and 
Dr.  McLarnan;  Mr.  Pohhnan  and  all  members  of 
the  OSMA  staff. 

.Minutes  Approved 

Minutes  of  the  meeting  of  July  14-15  were 
approved. 

Building  Connnittee 

Minutes  of  the  Building  Committee  meeting 
of  July  15,  1973,  were  presented  by  Mrs.  Wi.s.se 
and  were  approved. 

Membership 

Membership  statistics  were  presented  by  Mrs. 
Wisse,  indicating  a gain  in  OSM.\  members  over 
December  31,  1972,  and  a gain  in  .\M.\  members 
over  September  29,  1972. 

American  Medical  Association 

Mr.  Campbell  announced  that  Dr.  Meiling 
would  serve  as  chairman  of  Reference  Committee 
E at  the  .\MA  Clinical  Meeting,  and  that  Dr. 


Osgood  would  serve  on  Reference  Committee  B. 

The  Council  voted  to  submit  as  a candidate 
for  the  Dr.  Benjamin  Rush  Bicentennial  .\ward  for 
Citizenship  and  Comrnunit)'  Service  of  the  .Ameri- 
can Medical  .Association,  Esther  C.  Marting,  M.D., 
Cincinnati,  Ohio. 

The  Council  voted  to  support  the  following 
candidates  for  .AM.A  appointments: 

Ciouncil  on  Scientific  Assembly  — John  E. 
.Albers,  M.D.,  Cincinnati  and  Frances  K.  Harding, 
M.D.,  Columbus. 

Committee  on  Maternal  and  Child  Care  - 
Richard  T.  F.  Schmidt,  M.D.,  Cincinnati. 

Committee  on  Transfusion  and  Transplanta- 
tion — ■ Mary  M.  Martin,  M.D.,  Cincinnati. 

Council  on  .Mental  Health  - A'iola  \7  Startz- 
man,  M.D.,  Wooster  and  Edward  O.  Harper, 
.M.D.,  Cleveland. 

Committee  on  Exercise  and  Physical  Fitness 
— Emily  R.  Hess,  M.D.,  Cincinnati. 

Committee  on  Health  Care  of  the  Poor 
Esther  C.  Marting,  M.D.,  Cincinnati. 

Archives  of  Internal  Medicine  — Earl  N. 
Metz,  M.D.,  Worthington. 

Committee  on  .Medical  Aspects  of  Sports 
Robert  J.  .Murphy,  M.D.,  Columbus. 

Committee  Reports 

Committee  on  School  Health 

Minutes  of  the  meeting  of  the  Committee  on 
School  Health  of  July  18  were  presented  by  Mr. 
Cilinger,  and  were  approved  by  the  Council. 

.Appro\al  of  the  minutes  included  approval 
of  the  committee’s  recommendation  that  OSM.A 
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ojjpose  H.B.  961,  requiring  courses  in  \'D  educa- 
tion for  grades  7 through  12.  The  committee’s 
comment  was  that  “Venereal  Disease  education 
sliould  be  part  of  a comjjrehensive  health  educa- 
tion curriculum  rather  than  a single,  crisis-oriented 
unit.” 

Also  approved,  was  the  committee’s  offer  of 
its  services  to  the  State  Department  of  Education 
to  help  delineate  educational  requirements  for 
nurses  in  order  for  them  to  meet  certification 
standards  to  comply  with  the  new  law  created  by 
Sub.  H.B.  341  (to  certify  school  nurses). 

Also  approved,  was  the  committee’s  recom- 
mendation that  the  AMA  be  urged  to  again  pub- 
lish the  book  “Today’s  Health  Guide.” 

The  committee’s  suggestion  that  the  Ohio 
Director  of  Health  and  the  State  Superintendent 
of  Public  Instruction  be  contacted  with  regard  to 
the  need  for  statistics  and  the  outlining  of  the  lack 
of  enforcement  of  the  immunization  laws  in  the 
schools  was  approved. 

The  minutes,  as  a whole,  were  approved. 

Commission  on  Medical  Education 

Minutes  of  the  meeting  of  the  Commission  on 
Medical  Education  of  July  25  were  jrresented  by 
Mr.  Edgar.  The  Council  asked  the  Commission 
to  proceed  with  its  direction  from  the  House  of 
Delegates  to  develop  plans  for  continuing  medical 
education  recognition  rather  than  to  re-survey 
Ohio  physicians  regarding  current  continuing  med- 
ical education  involvements. 

OS.MA  Scientific  Sections  and  Specialty 
Society  Representatives 

Minutes  of  the  OSMA  Scientific  Sections  and 
Specialty  Society  Representatives  of  July  25  were 
presented  by  Mrs.  Dodson  and  were  accepted  for 
information  by  the  Council. 

Committee  on  Scientific  Work 

Minutes  of  the  meeting  of  the  Committee  on 
Scientific  Work  of  August  1 were  pre.sented  by 
Mrs.  Dodson.  The  theme  of  the  1974  Annual 
Meeting,  “Cycles  of  Life  and  Health”  was  ratified 
by  the  Council. 

With  regard  to  Annual  Meeting  speakers  who 
are  Ohioans,  the  Council  asked  that  such  speakers 
be  appropriately  recognized.  An  honorarium,  the 
Council  stated,  is  not  feasible  at  this  time  due  to 
budget  limitations. 

The  suggestion  of  the  committee  that  the 
membership  of  the  Association  be  polled  with  re- 
gard to  their  preferences  for  scientific  programs 
was  approved. 

The  format  of  the  meeting,  as  outlined  by 
the  committee,  was  ratified,  as  were  the  post- 
graduate courses  established  by  the  committee. 

■\  daily  news  bulletin  for  those  attending  the 
convention  received  the  approval  of  the  Council, 


as  did  the  criteria  for  the  1974  Physician.s’  .\rt 
Exhibit. 

The  Council  approved  a social  function  to  be 
held  at  the  Erederick  C.  Crawford  Auto-Aviation 
Museum,  with  a catered  dinner  and  bar,  and  a 
dance  orchestra  featuring  music  of  the  30’s  and 
the  40’s. 

The  Council  approved,  item  by  item,  sug- 
gestions of  the  committee  with  regard  to  the  Ex- 
hibit Hall  and  the  conduct  of  the  commercial  and 
scientific  exhibits.  The  Council  asked  the  commit- 
tee to  communicate  with  appropriate  allied  health 
organizations,  requesting  that  they  grant  an  award 
to  scientific  exhibitors  similar  to  the  one  sponsored 
by  the  Ohio  Chapter  of  the  American  Cancer 
Society. 

A third  category  was  added  to  the  Scientific 
Exhibit  .Awards.  The  new  category  is  Clinical  In- 
vestigation. The  new'  category  is  to  be  placed  on 
the  Scientific  Exhibit  Application  along  with  the 
Scientific  Exhibit  categories  of  Teaching  and 
C5riginal  Research. 

The  minutes,  as  a whole,  as  amended,  were 
approved. 

Medical  Advisory  Committee  to  Nationwide 

Minutes  of  the  meeting  of  the  Medical  Ad- 
visory Committee  to  Nationwide  of  August  8 were 
presented  by  Mr.  Gillen  and  were  approved. 

The  Council  approved  the  filing  of  a com- 
munication with  Paul  S.  Metzger,  M.D.,  \’ice 
President  of  Medical  Affairs  of  Nationw'ide  In- 
surance Company,  and  one  to  the  Bureau  of 
Health  Insurance,  offering  the  ser\ices  of  physi- 
cians to  provide  input  and  direction  at  the  regional 
and  national  levels  of  that  agency. 

Subcommittee  on  Insurance  Coverage  for 
Scholastic  Athletes 

Minutes  of  the  meeting  of  the  Subcommittee 
on  Insurance  Coverage  for  Scholastic  .Athletes  of 
.August  15  were  presented  by  Mr.  Clinger,  and 
were  accepted  for  information. 

Committee  on  Membership  and  Planning 

Minutes  of  the  meeting  of  the  Committee  on 
Membership  and  Planning  of  .August  22  were  pre- 
sented by  Mr.  Gillen.  The  Council  authorized  the 
committee  to  conduct  studies  on  how  to  improve 
the  economic  status  of  The  Journal.  The  commit- 
tee was  also  authorized  to  make  arrangements  with 
an  advertising  representative  in  order  to  increase 
the  amount  of  “local”  advertising. 

The  minutes  were  approved  as  amended. 

Committee  on  Podiatry  Relations 

Minutes  of  the  meeting  of  the  Committee  on 
Podiatry  Relations  of  September  19  were  presented 
by  Mr.  Rader  and  were  accepted  for  information. 

(Continued  on  Next  Page) 
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Coinniittce  on  Nursing 

It  was  the  decision  of  tlie  Council  that  tlie 
Committee  on  Nursing  remain  as  one  of  the 
special  committees  of  the  Ohio  State  Medical 
Association. 

Health  Manpower  Connnittee 

The  Council  voted  to  establish  a Committee 
on  Health  Manpower,  effective  immediately. 

Direct  Billing 

The  Council  voted  to  reaffirm  the  OSMA 
policy  with  regard  to  direct  billing  and  instructed 
that  statements  be  published  in  the  next  six 
OSMAgrains  to  bring  the  importance  of  direct 
billing  to  the  membership.  In  addition,  special 
articles  in  The  Ohio  State  Medical  Journal  and  a 
communication  from  the  President  to  the  county 
medical  societies  were  authorized  by  the  Council. 

Complaint  Procedures 

The  Council  expressed  the  need  for  improve- 
ment in  the  handling  of  complaints  with  regard 
to  medical  care  services  and  health  care  services. 
The  President  was  authorized  to  establish  an  Ad 
Hoc  Committee  to  completely  review  the  OSMA 
complaint  procedures  and  relationship  of  these 
procedures  to  that  of  Medical  Advances  Institute- 
PSRO.  The  President  named  Dr.  Schultz  as  chair- 
man and  Drs.  Lieber  and  Morgan  as  members  of 
the  committee. 

Ohio  Medical  Indemnity 

The  OMI  Liaison  Committee  report  was  pie- 
sented  by  Dr.  Schultz. 

Governors  Task  Force 

Dr.  Schultz  reported  on  the  September  20 
meeting  of  the  Organization  Committee  of  the 
Go\ernor’s  Task  Force  on  Health  Care.  The 
Council  v’oted  to  thank  Dr.  Schultz  for  his  work 
on  the  Task  Force  and  for  his  statement  of  Sep- 
tember 20,  1973  to  the  Task  Force  Committee. 

Amalgamated  Clothing  Workers 

Dr.  Clarke  reported  on  a conference  w'ith  Sol 
J.  Benensohn,  M.D.,  Medical  Director  of  the  Sid- 
ney Flillman  Health  Centre  of  Chicago,  with 
regard  to  the  extension  of  the  diagnostic  medical 
plan  of  the  Amalgamated  Clothing  Workers  of 
.\merica  to  Ohio. 

Dr.  Benensohn  pointed  out  at  the  conference 
that  the  principle  of  this  program  is  to  maintain 
the  patient-doctor  relationship  between  the  mem- 
ber of  the  union  and  the  doctor  of  his  choice.  He 


said  that  in  the  jjrogram  previously  arranged  fees 
are  paid  directly  to  the  physician  for  his  services, 
d'he  report  was  received  for  information. 

Certificate  of  Need 

The  Council  received  for  information  a docu- 
ment from  John  W.  Cashman,  M.D.,  Ohio  Direc- 
tor of  Health,  regarding  review  procedures  for 
Public  Law  92-603,  Section  221  “Capital  Need 
Limitations.”  In  addition,  the  Council  was  given 
for  information  staff  comments  made  at  an  in- 
formal hearing  on  Certificate  of  Need  conducted 
by  Dr.  Cashman  on  August  10,  1973,  as  developed 
by  Mr.  Rader. 

Mr.  Rader  also  presented  his  report  on  the 
Ohio  Insurance  Commissioner’s  Proposed  Rule  IN- 
1739-01,  “Certificate  of  Need,”  and  his  testimony 
before  the  commissioner’s  public  hearing  on  Au- 
gust 28,  1973. 

The  above  reports  w'ere  accepted  for  infor- 
mation by  the  Council. 

Medicare 

A communication  from  A.  Robert  Davies, 
M.D.,  Secretary  of  the  Miami  County  Medical 
Society,  to  Dr.  Clarke,  regarding  the  Ohio  Medi- 
caid program  was  accepted  for  information. 

State  Lodges  and  Recreational  Facilities 

The  problem  of  the  availability  of  medical 
care  at  the  various  state-owned  lodges  and  other 
recreational  facilities  was  discussed  by  the  Council 
and  the  problem  was  referred  to  the  Emergency 
Medical  Services  Committee  for  study  and  report. 

Ohio  State  Medical  Board 

President  Clarke  was  authorized  by  the  Coun- 
cil to  confer  with  the  President  of  the  Ohio  State 
Medical  Board,  with  regard  to  several  problems 
brought  to  the  attention  of  the  Council  by  mem- 
bers of  the  Association. 

Councilor  Reports 

The  Councilors  reported  on  activities  in  their 
respective  districts. 

Ethics  Question 

Dr.  Thomas  reported  on  his  investigation  of 
an  ethics  matter  in  Huron  County  brought  to  the 
attention  of  the  Council  by  the  Ohio  State  Phar- 
maceutical Association.  The  report  was  received 
for  information. 

(Continued  on  Page  919) 


914  / The  Ohio  State  Medical  Journal 


Who  knovvs  \^t  evil  luiis  ill 
the  mucous  membranes? 


Each  Spansule*( brand  of  sustained  release 
capsule)  contains  8 mg.  of  Teldrin*( brand  of 
chlorpheniramine  maleate);  50  mg.  of  phenyl- 
propanolamine hydrochloride;  and  2.5  mg.  of 
isopropamide,  as  the  iodide. 

Knows  the  public’s  enemies— nasal 
congestion,  runny  nose,  sneezing, 
watery  eyes. 

Knows  what  to  do  about  them  too. 

All  through  the  dark  night  of  upper 
respiratory  difficulty,  while  ordinary 
cold  remedies  wear  off,  the  decon- 
gestant, antihistamine,  and  drying  ^ 
agent  in  ‘Omade’  fight  the  never-ending 
battle  for  comfort,  symptomatic  relief, 
and  free  airways. 

Ornade®.  Why  not  let  it  help  fight  your 
patient’s  cold  war. 

Before  prescribing,  see  complete  prescribing  information 
in  SK&F  literature  or  PDR. 

Indications:  Upper  respiratory  congestion  and  hyp)er- 
secretion  associated  with:  the  common  cold;  acute  and 
chronic  sinusitis;  vasomotor  rhinitis;  allergic  rhinitis  (hay 
fever,  "rose  fever,"  etc.). 

Contraindications:  Hypersensitivity  to  any  component; 
concurrent  MAO  inhibitor  therapy;  severe  hypertension; 
bronchial  asthma;  coronary  artery  disease;  stenosing 
peptic  ulcer;  pyloroduodenal  or  bladder  neck  obstruction. 
Children  under  6. 

Warnings:  Caution  patients  about  activities  requiring 
alertness  (e  g.,  operating  vehicles  or  machinery).  Warn 
patients  of  possible  additive  effects  with  alcohol  and  other 
CNS  depressants. 

Usage  in  Pregnancy:  In  pregnancy,  nursing  mothers  and 
women  who  might  Dear  children,  weigh  potential  benefits 
against  hazards.  Inhibition  of  lactation  may  occur. 

Effect  on  PBI  Determination  and Uptake:  Isopropamide 
iodide  may  alter  PBI  test  results  and  will  suppress  I 
uptake.  Substitute  thyroid  tests  unaffected  by  exogenous 
iodides. 

Precautions:  Use  cautiously  in  persons  with  cardiovas- 
cular disease,  glaucoma,  prostatic  hypertrophy, 
hyperthyroidism. 

Adverse  Reactions:  Drowsiness,  excessive  dryness  of  nose, 
throat  or  mouth;  nervousness;  or  insomnia.  Also,  nausea, 
vomiting,  epigastric  distress,  diarrhea,  rash,  dizziness, 
weakness,  chest  tightness,  angina  pain,  abdominal  pain, 
irritability,  palpitation,  headache,  incoordination,  tremor, 
dysurla.  difficulty  in  urination,  thrombocytopenia, 
leukopenia,  convulsions,  hypertension,  hypotension, 
anorexia,  constipation,  visual  disturbances,  iodine 
toxicity  (acne,  parotitis). 

Supplied:  Bottles  of  50  capsules. 

SK&F  Smith  Kline  & French  Laboratories 
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Product  of  Searle  8 Co. 
San  Juan.  Puerto  Rico  00936 


Available  in  20-,  21-  and  28-pill  schedules. 

Each  white  tablet  contains:  ethynodiol 
diacetate  1 mg./mestranol  0.1  mg. 

Each  pink  tablet  in  Ovulen-28“  is  a placebo 
containing  no  active  ingredients. 

A centrally  balanced 

estrogen/progestogen 

combination* 


Product  of  S««r1«  k Co. 
San  Juan.  Puerto  Rico  00936 


For  the  woman  who 
clearly  needs  more 
estrogen  or  Is  sensitive 
to  other  progestogens 

EdovkI^ 

Available  in  20-  and  21-pill  schedules. 

Each  tablet  contains:  norethynodrel  2.5 
mg.  'mestranol  0.1  mg. 


An  estrogen-dominant 
combination  with  no 
androgenic  activity* 

■ I Product  of  Searle  Laboratories 
SEARLE  Division  of  G.O.  Searle  & Co. 

Box  51 10.  Chicago,  Illinois  60660 
Where  “The  Piir  Began 


arily  on  animal  studies. 


Note:  Oral  contraceptives  are  complex  medications.  As  with  all  medications  they  should 
be  prescribed  with  discriminating  care,  and  only  after  reference  to  full  prescribing  information. 
For  brief  summary  of  prescribing  information,  please  see  next  page. 


If  one  "piir  were  right  for  every  woman,  we'd  make  it. 


Ovulen®  Available  in  20-,  21-  and  28-pill  schedules 

Each  white  tablet  contains:  ethynodiol  diacetate  1 mg./mestranol  0.1  nng. 
Each  pink  tablet  in  Ovulen-28®  is  a placebo,  containing  no  active 
ingredients. 

Demulen®  Available  in  21-  and  28-pill  schedules 

Each  white  tablet  contains:  ethynodiol  diacetate  1 mg. /ethinyl  estradiol 
50  meg. 

Each  pink  tablet  in  Demulen-28®  is  a placebo,  containing  no  active 
ingredients. 

Actions— Ovulen  and  Demulen  act  to  prevent  ovulation  by  inhib- 
iting the  output  of  gonadotropins  from  the  pituitary  gland.  Ovujen 
and  Demulen  depress  the  output  of  both  the  follicle-stimulating 
hormone  (FSH)  and  the  luteinizing  hormone  (LH). 

Special  note— Oral  contraceptives  have  been  marketed  in  the 
United  States  since  1960.  Reported  pregnancy  rates  vary  from 
product  to  product.  The  effectiveness  of  the  sequential  products 
appears  to  be  somewhat  lower  than  that  of  the  combination  prod- 
ucts. Both  types  provide  almost  completely  effective  contraception. 

An  increased  risk  of  thromboembolic  disease  associated  with  the 
use  of  hormonal  contraceptives  has  now  been  shown  in  studies  con- 
ducted in  both  Great  Britain  and  the  United  States.  Other  risks,  such 
as  those  of  elevated  blood  pressure,  liver  disease  and  reduced  tol- 
erance to  carbohydrates,  have  not  been  quantitated  with  precision. 

Long-term  administration  of  both  natural  and  synthetic  estro- 
gens in  subprimate  animal  species  in  multiples  of  the  human  dose 
increases  the  frequency  of  some  animal  carcinomas.  These  data 
cannot  be  transposed  directly  to  man.  The  possible  carcinogenicity 
due  to  the  estrogens  can  be  neither  affirmed  nor  refuted  at  this 
time.  Close  clinical  surveillance  of  all  women  taking  oral  contracep- 
tives must  be  continued. 

Indication— Ovulen  and  Demulen  are  indicated  for  oral  contra- 
ception. 

Contraindications— Patients  with  thrombophlebitis,  thromboem- 
bolic disorders,  cerebral  apoplexy  or  a past  history  of  these  condi- 
tions, markedly  impaired  liver  function,  known  or  suspected  car- 
cinoma of  the  breast,  known  or  suspected  estrogen-dependent 
neoplasia  and  undiagnosed  abnormal  genital  bleeding. 

Warnings— The  physician  should  be  alert  to  the  earliest  manifes- 
tations of  thrombotic  disorders  (thrombophlebitis,  cerebrovascular 
disorders,  pulmonary  embolism  and  retinal  thrombosis).  Should 
any  of  these  occur  or  be  suspected  the  drug  should  be  discon- 
tinued immediately. 

Retrospective  studies  of  morbidity  and  mortality  conducted  in 
Great  Britain  and  studies  of  morbidity  in  the  United  States  have 
shown  a statistically  significant  association  between  thrombophle- 
bitis, pulmonary  embolism,  and  cerebral  thrombosis  and  embo- 
lism and  the  use  of  oral  contraceptives.  There  have  been  three 
principal  studies  in  Britain'-’  leading  to  this  conclusion,  and  one' 
in  the  United  States.  The  estimate  of  the  relative  risk  of  thrombo- 
embolism in  the  study  by  Vessey  and  Doll’  was  about  sevenfold, 
while  Sartwell  and  associates'  in  the  United  States  fourid  a relative 
risk  of  4.4,  meaning  that  the  users  are  several  times  as  likely  to 
undergo  thromboembolic  disease  without  evident  cause  as  non- 
users. The  American  study  also  indicated  that  the  risk  did  not  per- 
sist after  discontinuation  of  administration  and  that  it  was  not 
enhanced  by  long-continued  administration.  The  American  study 
was  not  designed  to  evaluate  a difference  between  products.  How- 
ever, the  study  suggested  that  there  might  be  an  increased  risk  of 
thromboembolic  disease  in  users  of  sequential  products.  This  risk 
cannot  be  quantitated,  and  further  studies  to  confirm  this  finding 
are  desirable. 

Discontinue  medication  pending  examination  if  there  is  sudden 
partial  or  complete  loss  of  vision,  or  if  there  is  a sudden  onset  of 
proptosis,  diplopia  or  migraine.  If  examination  reveals  papilledema 
or  retinal  vascular  lesions  medication  should  be  withdrawn. 

Since  the  safety  of  Ovulen  and  Demulen  in  pregnancy  has  not 
been  demonstrated,  it  is  recommended  that  for  any  patient  who 
has  missed  two  consecutive  periods  pregnancy  should  be  ruled  out 
before  continuing  the  contraceptive  regimen.  If  the  patient  has  not 
adhered  to  the  prescribed  schedule  the  possibility  of  pregnancy 
should  be  considered  at  the  time  of  the  first  missed  period. 

A small  fraction  of  the  hormonal  agents  in  oral  contraceptives 
has  been  identified  in  the  milk  of  mothers  receiving  these  drugs. 
The  long-range  effect  to  the  nursing  infant  cannot  be  determined 
at  this  time. 

Precautions— The  pretreatment  and  periodic  physical  examina- 
tions should  include  special  reference  to  the  breasts  and  pelvic 
organs,  including  a Papanicolaou  smear  since  estrogens  have  been 
known  to  produce  tumors,  some  of  them  malignant,  in  five  species 
of  subprimate  animals.  Endocrine  and  possibly  liver  function  tests 
may  be  affected  by  treatment  with  Ovulen  or  Demulen.  Therefore, 
if  such  tests  are  abnormal  in  a patient  taking  Ovulen  or  Demulen, 
it  is  recommended  that  they  be  repeated  after  the  drug  has  been 
withdrawn  for  two  months.  Under  the  influence  of  progestogen- 
estrogen  preparations  preexisting  uterine  fibromyomas  may  in- 
crease in  size.  Because  these  agents  may  cause  some  degree  of 


fluid  retention,  conditions  which  might  be  influenced  by  this  facta  i 
such  as  epilepsy,  migraine,  asthma,  cardiac  or  renal  dysfunctior 
require  careful  observation.  In  breakthrough  bleeding,  and  in  a 
cases  of  irregular  bleeding  per  vaginam,  nonfunctional  cause  i 
should  be  borne  in  mind.  In  undiagnosed  bleeding  per  vaginat  ' 
adequate  diagnostic  measures  are  indicated.  Patients  with  a hi;  I 
tory  of  psychic  depression  should  be  carefully  observed  and  th 
drug  discontinued  if  the  depression  recurs  to  a serious  degree.  An  i 
possible  influence  of  prolonged  Ovulen  or  Demulen  therapy  on  piti  I 
itary,  ovarian,  adrenal,  hepatic  or  uterine  function  awaits  furthe  i 
study.  A decrease  in  glucose  tolerance  has  been  observed  in  a s’tt  t 
nificant  percentage  of  patients  on  oral  contraceptives.  The  meg 
anism  of  this  decrease  is  obscure.  For  this  reason,  diabetic  patient 
should  be  carefully  observed  while  receiving  Ovulen  or  Demule  - 
therapy.  The  age  of  the  patient  constitutes  no  absolute  limiting  fat 
tor,  although  treatment  with  Ovulen  or  Demulen  may  mask  tf 
onset  of  the  climacteric.  The  pathologist  should  be  advised  ( 
Ovulen  or  Demulen  therapy  when  relevant  specimens  are  subml  ■ 
ted.  Susceptible  women  may  experience  an  increase  in  blood  pre<‘| 
sure  following  administration  of  contraceptive  steroids.  i 

Adverse  reactions  observed  in  patients  receiving  oral  contrac«|i 
tives— A statistically  significant  association  has  been  demonstrate  1 
between  use  of  oral  contraceptives  and  the  following  serious  a i 
verse  reactions:  thrombophlebitis,  pulmonary  embolism  and  cen  j 
bral  thrombosis. 

Although  available  evidence  is  suggestive  of  an  association,  sue 
a relationship  has  been  neither  confirmed  nor  refuted  for  the  fc 
lowing  serious  adverse  reactions:  neuro-ocular  lesions,  e.g.,  retim 
thrombosis  and  optic  neuritis. 

The  following  adverse  reactions  are  known  to  occur  in  patieni 
receiving  oral  contraceptives:  nausea,  vomiting,  gastrointestinr 
symptoms  (such  as  abdominal  cramps  and  bloating),  breakthrouf 
bleeding,  spotting,  change  in  menstrual  flow,  amenorrhea  durir 
and  after  treatment,  edema,  chloasma  or  melasma,  breast  changt  • 
(tenderness,  enlargement  and  secretion),  change  in  weight  (i’j 
crease  or  decrease),  changes  in  cervical  erosion  and  cervical  seer  j 
tions,  suppression  of  lactation  when  given  immediately  post  partur 
cholestatic  jaundice,  migraine,  rash  (allergic),  rise  in  blood  pre 
sure  in  susceptible  individuals  and  mental  depression. 

Although  the  following  adverse  reactions  have  been  reported 
users  of  oral  contraceptives,  an  association  has  been  neither  ca 
firmed  nor  refuted:  anovulation  post  treatment,  premenstrual-lil 
syndrome,  changes  in  libido,  changes  in  appetite,  cystitis-like  sji 
drome,  headache,  nervousness,  dizziness,  fatigue,  backache,  h' 
sutism,  lossof  scalp  hair,  erythema  multiforme,  erythema  nodosui. 
hemorrhagic  eruption  and  itching. 

The  following  laboratory  results  may  be  altered  by  the  use  of  or 
contraceptives:  hepatic  function:  increased  sulfobromophthalein  i 
tention  and  other  tests;  coagulation  tests:  increase  in  prothromb 
Factors  VII,  VIII,  IX  and  X;  thyroid  function:  increase  in  PBI  a 
butanol  extractable  protein  bound  iodine,  and  decrease  in  T’  i 
take  values;  metyrapone  test  and  pregnanediol  determination.  , 

References;  1.  Royal  College  of  General  Practitioners:  Oral  Cc. 
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Enovid-E®  Now  available  in  the  21-pill  schedule  in  | 

refillable  Compack®  and  three-cycle  Triopak’” 

Each  tablet  contains:  norethynodrel  2.5  mg./mestranol  0.1  mg. 

Actions- Enovid-E  acts  to  prevent  ovulation  by  inhibiting  the  < | 

put  of  gonadotropins  from  the  pituitary  gland.  Enovid-E  depres  I 
the  output  of  both  the  follicle-stimulating  hormone  (FSH)  and  ! 
luteinizing  hormone  (LH). 

Indication— Enovid-E  is  indicated  for  oral  contraception. 

The  Special  Note,  Contraindications,  Warnings,  Precautions 
Adverse  Reactions  listed  above  for  Ovulen  and  Demulen  are  af 
cable  to  Enovid-E  and  should  be  observed  when  prescribing  Enovi 

EnovId-E® 

brand  of  norethynodrel  with  mestranol 

Product  of  Searle  Laboratories  L 

Division  of  G.  D.  Searle  & Co. 

Box  5110,  Chicago,  Illinois  60680 

Where  ‘The  Pill"  Began 
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(Proceedings  of  The  Council — Contd.) 

Ohio  Foundation  for  Medical  Care 

A report  on  the  recent  incorporation  of  the 
Ohio  Foundation  for  Medical  Care  was  presented 
by  Mr.  Gillen.  The  President  asked  the  Council 
to  submit  to  the  Executive  Director  names  of 
persons  for  possible  appointment  to  the  Board  of 
Trustees  of  the  Ohio  Foundation  for  Medical 
Care.  The  report  was  accepted  for  information. 

The  Council  then  convened  in  Executive 
Session. 


Executive  Session 

With  regard  to  a request  from  Medical  Ad- 
vances Institute  to  obtain  the  full-time  services  of 
Herbert  E.  Gillen,  the  Council  agreed  to  provide 
the  seiA'ices  of  Mr.  Gillen  in  accordance  with  a 
contract  outlined  by  OSMA  Legal  Counsel,  on  a 
year-to-year  basis,  with  termination  provisions  on 
a mutually  agreeable  basis.  It  was  decided  that  Mr. 
Gillen  should  remain  as  an  employee  of  the  Ohio 
State  Medical  Association  and  that  Medical  Ad- 
vances Institute  should  reimburse  the  Ohio  State 
Medical  Association  for  his  services  pursuant  to 
the  proposed  contract. 

The  Council  approved  the  hiring  of  Douglas 
R.  Houser,  Columbus,  Ohio,  as  a member  of  the 
OSMA  Executive  Staff,  beginning  October  23, 
1973. 


The  E.xecutive  Session  adjourned  and  the 
Council  reconvened. 

Duties  of  the  Councilors 

President  Clarke  directed  the  attention  of  the 
Council  to  Chapter  7,  Section  1,  of  the  OSMA 
Constitution  and  Bylaws  with  regard  to  duties  and 
responsibilities  of  the  Councilors. 

PSRO  Council 

Minutes  of  the  .August  26  meeting  of  the 
PSRO  Council  were  presented  by  Mr.  Gillen  and 
were  recei\ed  for  information. 

Many  of  the  Councilors  expressed  the  need 
for  continued  unity  of  the  county  medical  societies 
and  the  PSRO  implementation  which  will  become 
a federal  requirement  in  1974. 

The  President  instructed  Stephen  P.  Hogg, 
M.D.,  and  George  D.  J.  Griffin,  M.D.,  of  Cincin- 
nati, to  submit  in  writing  their  concept  of  Profes- 
sional Standards  Review  Organization,  and  Robert 
R.  Clark,  M.D.,  .Akron,  and  James  L.  Henry, 
M.D.,  to  do  likewise,  in  order  that  the  Council 
may  resolve  any  differences  in  the  respecti\e  con- 
cepts. The  jjapers  will  be  rexiewed  by  the  fol- 
lowing subcommittee,  Drs.  Gaughan,  Bates  and 
Thomas,  before  Council  considers  and  acts  upon 
the  recommendations  of  the  subcommittee. 

The  Council  Meeting  was  then  adjourned. 

ATTEST;  Hart  E.  Page 

Executive  Director 
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Medical  Board  Policy  on 
Physicians’  Assistants 


In  response  to  an  inquiiy  from  a County 
Medical  Society  executive  secretary,  William  J. 
Lee,  Administrator  of  the  State  Medical  Board 
of  Ohio,  gave  the  following  information  on  what 
the  present  Ohio  Revised  Code  provides  in  regard 
to  employment  of  a physician’s  assistant  and  what 
the  Board  policy  is  on  such  enrployment. 

Please  be  advised  that  Section  4731.34,  Re- 
vised Code,  provides  in  part  as  follows: 

A person  shall  be  regarded  as  practicing 
medicine,  surgery,  podiatry',  or  midwifery, 
within  the  meaning  of  sections  4731.01  to 
4731.60,  inclusive,  of  the  Revised  Code,  who 
uses  the  words  or  letters,  “Dr.,”  “Doctor,” 
“Professor,”  “AI.D.,”  “D.S.C.,”  “Pod.D.,” 

“M.B.,”  or  any  other  title  in  connection  with 
his  name  which  in  any  way  represents  him  as 
engaged  in  the  practice  of  medicine,  surgery, 
podiatry,  or  midwifery,  in  any  of  its  branches, 
or  who  examines  or  diagnoses  for  compen- 
sation of  any  kind,  or  prescribes,  advises,  rec- 
ommends, administers,  or  dispenses  for  com- 
pensation of  any  kind,  direct  or  indirect,  a 
drug  or  medicine,  appliance,  mold  or  cast, 
application,  operation,  or  treatment,  of  what- 
ever nature,  for  the  cure  or  relief  of  a wound, 
fracture  or  bodily  injury,  infinnity  or  dis- 
ease. ****  (Emphasis  added.) 

Section  4731.41,  Revised  Code,  provides  in 
part  as  follows: 


No  person  shall  practice  medicine  or 
surgery,  or  any  of  its  branches  without  a cer- 
tificate from  the  State  Medical  Board;  no 
person  shall  advertise  or  announce  himself  as 
a practitioner  of  medicine  or  surgery,  or  any 
of  its  branches,  without  a certificate  from  the 
board;  no  person  not  being  a licensee  shall 
open  or  conduct  an  office  or  other  place  for 
such  practice  without  a certificate  from  the 
board;  no  person  shall  conduct  an  office  in 
the  name  of  some  person  who  has  a certificate 
to  practice  medicine  or  surgery,  or  any  of  its 
branches.  **** 

All  unlicensed  persons  including  Physicians’ 
.Assistants  and  Paramedics  are  persons  prohibited 
from  practicing  medicine  and  surgery  by  the  pro- 
visions of  sections  4731.34  and  4731.41,  Revised 
Code,  as  stated  aforesaid.  Such  persons  shall  not 
admit  anyone  to  a hospital  or  release  anyone  from 
a hospital,  shall  not  diagnose  or  treat,  and  shall 
not  prescribe  drugs. 

Fully  licensed  physicians  employing  unlicensed 
persons  to  assist  them  are  responsible  for  making 
certain  that  such  persons  are  not  practicing  medi- 
cine and  surgeiy  and  that  serv'ices  performed  by 
such  persons  are  performed  in  the  immediate  pres- 
ence of  and  under  the  direct  supervision  of  such 
fully  licensed  physicians. 

Please  be  advised  that  the  State  Medical 
Board  presently  has  under  consideration  proposed 
position  papers  concerning  physicians’  assistants 
and  paramedics. 


WINDSOR  HOSPITAL 


A NONPROFIT  CORPORATION 
— ESTABLISHBD  1 S 9 8 — 


Chagrin  Falls,  Ohio 


247  - 530C 


A hospital  for  the  treatment 
of  Psychiatric  Disorders 


High  on  a Hill-Top,  Overlooking  Beautiful 
Chagrin  River  Valley. 


Accredited  by  Joint  Commission  on  Accreditation  of  Hospitals. 


GUY  H.  WILLIAMS,  Jr.,  M.D. 
Medical  Director 


PAULINE  WELLS,  R.N. 
Admin.  Director 


Booklet  available  on  request. 

HERBERT  A,  SIHLER,  Jr. 
President 


MEMBER:  American  Hosoital  Association  — National  Association  of  Private  Psychiatric  Hospitals 
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the  same  hat 
doesn't  fit  everyone 


We  at  OMPAC  wear  the  hats  of  Democrats,  Republicans  and 
Independents.  But,  we're  all  physicians  and  we  are  all  con- 
cerned. Concerned  about  legislation  which  could  lead  to  the 
destruction  of  the  fee  for  service  concept  . . or  the  physician- 
patient  relationship  . . or  the  quality  of  health  care  . . and  a 
lot  of  other  things  . . That's  why  we  decided  to  do  something 
. . to  get  involved.  In  1972,  we  helped  elect  203  people  to 
Congress  that  don't  want  to  destroy  the  American  health  care 
system.  Why  not  do  your  part?  Join  us  in  1974  . . and  get 
others  to  join  too. 


OMPAC 

OHIO  MEDICAL  POLITICAL  ACTION  COMMIHEE 

Box  5617,  Columbus,  Ohio  43221 


Your  dues  of  $25.00  make  you  a member  of  the  American  Medical  Political  Action 
Committee  (AMPAC)  as  well  as  of  OMPAC. 


Send  your  dues  to  your  County  Medical  Society  secretary-treasurer  who  will  forward 
them  to  Columbus.  The  OMPAC  office  will  forward  AMPAC  dues  to  Chicago. 


A copy  of  our  report,  filed  with  the  appropriate  supervisory  officer  is  (or  will  be)  available  for  purchase  from 
the  Superintendent  of  Documents,  United  States  Government  Printing  Office,  Washington,  D.  C.  20402. 
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Obituaries 


^'incent  Ambrose  Aufderheide,  M.D.,  Day- 
ton;  St.  Louis  University  School  of  Medicine,  1936; 
aged  63;  died  October  18  while  vacationing  in 
Greece;  member  of  OSMA  and  AMA;  general 
jtractitioner  of  long  standing  in  Dayton;  \eteran 
of  World  \Var  II. 

riiomas  Hart  Borland,  M.D.,  Cleveland;  L ni- 
\ersity  of  Toronto  Faculty  of  Medicine,  1924;  aged 
72;  died  October  23;  member  of  OSMA,  AMA, 
and  American  Academy  of  Family  Physicians; 
]iractitioner  of  long  standing  in  Cleveland.  Among 
sur\i\ors  is  a son,  l^r.  Thomas  R.  Borland. 

Robert  Alexander  Breckenridge,  M.D.,  Cuya- 
hoga Falls;  Queen’s  Lbiiversity  Faculty  of  Medi- 
cine, 1927;  aged  70;  died  October  24;  member  ol 
OSM.‘\,  AM.\,  American  Academy  of  Family 
Physicians,  and  Aerospace  Medical  Association ; 
practitioner  for  some  45  years  in  the  Cuyahoga 
Falls  area;  veteran  of  World  War  II.  Among  sur- 
vivors is  a son,  Dr.  Robert  T.  Breckenridge,  of 
Rochester,  N.  V. 

James  W.  Cass,  M.D.,  Sylvania;  Toledo 
Medical  College,  1912;  aged  91;  died  October 
17;  former  member  of  OSMA;  private  practitioner 
many  years  ago  in  Farmer  and  in  Toledo;  from 
1922  until  his  retirement  in  1952,  associated  with 


the  \'eterans  .Administration,  mostly  in  the  Toledo 
office. 

Paul  Denton  Espey,  M.D.,  Quincy,  Illinois; 
Medical  College  of  Ohio  at  Cincinnati,  1905;  aged 
93;  died  October  2;  member  of  OSAI.A  and  AMA; 
juactitioner  of  long  standing  in  Xenia,  before  his 
retirement  in  1966.  Among  surxivors  are  two 
jthysician  sons,  I4r.  Hugh  S.,  of  Quincy,  and  Dr. 
Frank  F.,  of  Greenville,  S.  C. 

Edward  Alphonse  Grad,  Sr.,  M.D.,  Cincin- 
nati; Eclectic  Medical  College,  Cincinnati,  1921; 
aged  85;  died  October  25;  member  of  OSMA, 
.\MA,  and  American  Academy  of  Family  Physi- 
cians; general  practitioner  and  general  surgeon  in 
Cincinnati  for  more  than  50  years.  Among  sur- 
vi\ors  are  a daughter,  Marjorie  A.  Grad,  M.D., 
and  a son,  Edward  A.  Grad,  Jr.,  M.D.,  both  of 
Cincinnati. 

Albert  Aloysius  Hill,  M.D.,  Cleveland;  St. 
Louis  University  School  of  Medicine,  1927;  aged 
76;  died  October  3;  member  of  OSMA  and  AMA; 
Fellow',  American  College  of  Cardiology;  practi- 
tioner of  long  standing,  mostly  in  the  Brooklyn 
area  of  Greater  Cleveland,  where  he  specialized  in 
cardiology. 

James  Ralph  Mack,  M.D.,  Cincinnati;  Har- 
\ ard  Medical  School,  1933;  aged  66;  died  October 


THE  O.S.M.A.  SPONSORED  GROUP  TERM  LIFE  INSURANCE 

PAYS  ITS  14th  CONSECUTIVE  DIVIDEND 

and  offers  maximum  benefits  at  low  group  rates,  conversion  to 
permanent  insurance,  and  provides  a Corporate  Employer  Plan. 

Talk  with  the  [KofessionaPs  professional  insurance  men  which 
have  group  ordinary  life  insurance,  disability,  business  overhead 
expense,  and  excess  major  medical  plans. 

Phone  614/228-6115.  It  pays  to  work  with  professionals. 

f [^  ! TURNER  a SHEPARD,  INC. 

% TWELFTH  FLOOR  1 7 SOUTH  HIGH  STREET 

COLUMBUS,  OHIO  43215  PHONE  (614)  228-61 1 5 

**"*0  YOV) 
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Wherever  it  hurts, 
Empirin  Compound  with 
Codeine  usuaiiy  provides 
the  reiief  needed. 


in  generai,  oniy  pain  so  severe 
that  it  requires  morphine  is 
beyond  the  scope  of 
Empirin  Compound  with  Codeine. 


prescribing  convenience: 


^ up  to  5 refiiis  in  6 months, 
at  your  discretion  (uniess 
restricted  by  state  iaw);  by 
telephone  order  in  many  states. 


Empirin  Compound  with 
Codeine  No.  3,  codeine 
phosphate*  32.4  mg.  (gr.  ¥2); 
No.  4,  codeine  phosphate* 
64.8  mg.  (gr.  1). ♦Warning- 
may  be  habit-forming.  Each 
tablet  also  contains:  aspirin 
gr.  3V2,  phenacetin  gr.  2^2, 
caffeine  gr.V2. 


WMcome 


Burroughs  Wellcome  Co. 

Research  Triangle  Park 
North  Carolina  27709 


WHEREVER  IT 


HURTS 


EimnRiN 


COMPOUND 

6 CODEINE 

#3,  codeine  phosphate*  (32.4  mg.)  gr.  V2 
#4,  codeine  phosphate*  (64.8  mg.)  gr.  1 


14;  member  of  OSMA,  AM  A,  and  the  Central 
Surgical  Association;  Fellow,  American  College  of 
Surgeons;  past  president  of  the  Cincinnati  Surgical 
Society;  practitioner  of  long  standing  in  Cincin- 
nati; veteran  of  ^VorId  ^Var  II. 

Donald  W.  McIntyre,  M.D.,  Jupiter,  Fla.; 
Western  Resene  University  School  of  Medicine, 
1928;  aged  69;  died  September  16;  member  of 
OSM.\,  .\MA,  and  the  American  Urological  A.sso- 
ciation;  Fellow,  American  College  of  Surgeons; 
diplomate,  American  Board  of  Urology;  practi- 
tioner for  many  years  in  Cleveland,  where  he 
specialized  in  urology;  living  in  retirement  in  re- 
cent years. 


Henry  Kuykendell  Montgomery,  M.D.,  Day- 
ton;  University  of  Arkansas  School  of  Medicine, 
1936;  aged  65;  died  October  22;  member  of 
OSMA,  AMA,  and  Industrial  Medical  Associa- 
tion; industrial  practitioner,  associated  with  the 
Frigidaire  Company  in  Dayton  for  about  35  years; 
veteran  of  World  W'ar  II. 

John  Albert  Murphy,  M.D.,  Cleveland;  West- 
ern Reserve  University  School  of  Medicine,  1934; 
aged  64;  died  October  6;  member  of  OSMA, 
.-XMA,  American  Academy  of  Orthopaedic  Sur- 
gery; Fellow,  American  College  of  Surgeons;  diplo- 
mate, American  Board  of  Orthopaedic  Surgery; 
practicing  surgeon  in  Cleveland  for  some  40  years. 

Pawlo  Warlaan  Pastuchiw,  M.D.,  Lorain; 
native  of  the  LIkraine  who  received  his  medical 
degree  in  Europe  and  practiced  there  until  the 
early  1940’s,  died  October  6 in  Lorain  where  he 
was  making  his  home  in  retirement.  His  son,  Dr. 
Paul  Pastuchiw,  practices  in  Lorain. 

George  Merritt  Stroud,  M.D.,  Indiatlantic, 
Fla.;  Duke  University  School  of  Medicine,  1938; 
aged  58;  died  September  18;  former  member  of 
OSMA;  former  practitioner  in  Cleveland  where 
he  specialized  in  dermatology. 

Carl  Henry  Wendel,  M.D.,  Cincinnati  Eclec- 
tic Medical  College,  Cincinnati,  1927;  aged  71; 
died  October  24;  member  of  OSMA  and  AMA; 
general  practitioner  of  long  standing  in  Cincin- 
nati; formerly  jjracticed  in  association  with  his 
father,  the  late  Dr.  Henry  C.  Wendel. 


Eollowing  are  names  of  new  members  of  the 
Ohio  State  Medical  Association  certified  to  the 
headquarters  office  during  October.  List  shows 
name  of  physician,  county,  and  city  in  which  he  is 
practicing,  or  in  which  he  is  taking  postgraduate 
work. 


CLERMONT 
Jack  M.  Gniwesch 
Cincinnati 


Shahin  E.  Tabatabai 
Cedomil  F.  Vugrincic 
James  V.  Zelch 


COLUMBIANA 
Fu-Nen  Lee 
Salem 

Antonio  S.  Soriano 
Salem 

Jiunn-  Chang  Tzeng 
Salem 

CUYAHOGA  (Cleveland) 
Antonio  DelaRosa  Abella 
Muzaffar  Ahmad 
L.  Amarnath 
Liwanag  A.  Asuncion 
Rais  A.  Beg 
Jean  R.  Berggren 
fiarnett  S.  Best 
Glenda  W.  Brodkey 
Phanga  E.  Cheanvechi 
Thomas  P.  Cliffel 
Robert  A.  Danielson 
Leonardo  S.  Del  Rosario 
Mario  M.  Demesa,  Jr. 
Gerhard  M.  Doerr 
Douglas  W.  Eastwood 
Kay  E.  Frank 
Michael  J.  Freeman 
Claudio  Gallo-Godoy 
Harilal  G.  Gatha 
Faustino  Gomez 
Peter  D.  Gomos 
Philip  M.  Hall 
Keith  R.  Koepke 
Magnus  O.  Magnusson 
Mark  A.  Mandel 
Ronald  L.  Mattlin 
Melvin  S.  Rosenthal 
Virgilio  D.  Salanga 


FRANKLIN 

H.  T.  Villavecer 
Westerville 
Hagop  S.  Mekhjian 
Golumbus 

HAMILTON 

Carmencita  Rimando-Jose 
Cincinnati 

LUCAS 

Alex  R.  Dubin 
Toledo 

MARION 

Samuel  V.  Lardizabal 
Marion 

MONTGOMERY  (Dayton) 
Gerald  R.  Abel 
Emil  Gutman 
Jeffrey  A.  Horwitz 
Huascar  E.  Jessen 
Robert  J.  Kuchlewski 
Asuncion  V.  Medina 
Juan  A.  Paulet 
James  F.  Romer 
Donald  P.  Sickler 
William  T.  Stalter 
John  G.  Wagnitz 
Almira  U.  Yusi 

SUMMIT  (Akron) 

Donald  G.  Benfield 
Paul  Chicatelli 
Maria  L.  Reodica 
Robert  G.  Workman 
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Earn  a safe,  sure 


on  7V2%  4-year  CD  accounts 


The  market  remains  uncertain.  Most  investment  funds  charge  you  a load-on  fee  that  takes  yeors 
to  recoup.  Checking  accounts  don’t  pay  interest. 

So,  invest  your  money  where  it's  certain  to  give  you  o generous  return  — with  Dollar  Savings’ 
71/2%  4-yeor  CD  passbook  plan  that  yields  7.90%  annually.  Minimum  deposit  is  only  $1,000. 
You  may  receive  your  earnings  quarterly,  if  you  wish.  On  accounts  over  $3,000,  monthly  checks 
are  available. 

Other  plans  of  interest  to  doctors:  Our  6%%  o e-year  CD  passbook  savings  with  a $1,000 
minimum  and  a 6.81%  annual  yield.  Also,  our  5%%  90-day  CD  passbook  plan  with  no 
minimum  and  an  annual  yield  of  6.002%.  (Fede  3I  regulations  require  a substantial  interest 
penalty  for  early  withdrawal.) 

All  accounts  are  insured  safe  to  $20,000  by  a Federal  agency.  For  further  information, 
write  or  call  Bob  Benson  at  (614)  228-6851.  Or  open  an  account  now  with  the  coupon  below. 


3 DOU4R  SdMIKS 


/ 


Jame_ 


\ 


GAY  AT  HIGH,  COLUMBUS,  OHIO  43215 


Open  your  account  by  mail. 

DOLLAR  SAVINGS,  GAY  AT  HIGH,  COLUMBUS,  OHIO  43215 


Here’s  my  check  for  $_ 


..  Please  open  a: 


[U  ^'/2%  4-year  CD  passbook  plan.  $1,000  minimum.  7.90%  annuol  yield.* 
HU  ^'/2%  1-year  CD  passbook  plan.  $1,000  minimum.  6.81%  annual  yield.* 

I I 5%%  90-day  CD  passbook  plan.  No  minimum.  6.002%  annual  yield.* 
*When  interest  is  left  on  deposit. 


.Social  Security  Number. 


\ Address. 


\ 


\ 


\ 


\ 


/ 


y 


City. 


.State. 


.Zip. 


Ohio’s  Four  Medical  Colleges  Received 
More  Than  $42,000  from  AMA-ERF  This  Year 


OHIO'S  AXA’UAL  CAMPAKJN  on  behalf  of 
the  American  Medical  Association  Education 
and  Research  Foundation  is  now  under  way  to 
make  it  possible  for  Medical  Education  Loan 
Guarantee  Programs.  Dr.  Philip  Hardymon,  Co- 
lumbus, is  chairman  of  the  Ohio  .\MA-ERF 
Committee,  which  includes  councilors  of  the  1 1 
Councilor  Districts  of  the  Ohio  State  Medical 
.\ssociation. 


Philip  Hardymon,  M.D. 


Before  launching  Ohio’s  1973  Annual  AM.A- 
ERF  campaign  drive  for  funds  for  Medical  Edu- 
cation Loan  Guarantee  Programs,  it  might  be  well 
to  quote  a few  facts  which  will  be  of  interest  to 
you. 

“The  total  grants  distributed  to  medical 
schools  through  the  end  of  the  1972  contributions 
is  $23,743,233.” 

“For  the  period  March,  1962  through  De- 
cember, 1972  a total  of  48,700  loans  have  been 
made.  The  total  dollar  amount  is  $55,334,775.” 

“The  four  medical  schools  in  Ohio  received 
$42,214.65  from  AMA-ERF  in  1973  as  follows: 

“Case  Western  Reserve  University  School  of 
Medicine  — $8,542.22 

“Ohio  State  University  College  of  Medicine 
— $14,362.08 

“The  University  of  Cincinnati  College  of 
Medicine  — $15,778.79 

“The  Medical  College  of  Ohio  at  Toledo  — 
$3,531.56.” 

All  this  has  been  done  by  the  private  sector 
of  the  economy  without  government  subsidy.  This 


is  an  enviable  record  which  can  be  maintained  with 
the  help  of  Ohio  physicians. 

But  first,  here  are  answers  to  some  questions 
which  )ou  may  have  concerning  the  Student  Loan 
Guarantee  Fund. 

Did  you  know:  That  through  the  Student 
Loan  Guarantee  Fund,  the  struggling  medical  stu- 
dent may  receive  direct  financial  aid? 

Did  you  know:  That  it  now  costs  at  least 
$5,000  per  year  to  attend  medical  school? 

Did  you  know:  That  your  contribution  to  the 
Student  Loan  Guarantee  Fund  will  be  held  as  a 
guarantee  for  repayment  of  loans?  For  each  $1.00 
you  gi\e,  another  $12.50  will  be  put  to  work  in 
loans  made  by  a commercial  bank,  and  as  these 
loans  are  repaid  the  money  is  reactivated  to  help 
other  students. 

Did  you  know:  That  the  accepted  applicant 
becomes  eligible  for  medical  education  loans  of 
up  to  $1,500  a year?  Additional  applications  may 
be  approved  each  year  so  that  a maximum  of 
$10,000  can  be  borrowed  over  a seven  year  period. 

Did  you  know:  That  since  the  inception  of 
the  Student  Loan  Guarantee  Fund  in  1962,  1,868 
loans  have  been  made  to  Ohio  medical  students 
for  a total  of  $2,057,350? 

Did  you  know:  That  the  borrower  pays  only 
the  established  interest  rate  during  his  training, 
and  has  ten  years  after  completion  of  training  to 
repay  the  principal? 

The  facts  stated  above  are  ver)’  impressive  and 
the  /\M.‘\-ERF  student  loan  program  has  been 
designed  to  alleviate  the  financial  difficulties  of 
medical  students  and  to  encourage  career  decisions 
in  favor  of  medicine  by  utilizing  the  principal  of 
a security  fund  functioning  as  a cosigning  agency 
to  make  available  through  community  banks  rela- 
ti\  ely  large  sums  of  credit  at  a low  rate  of  interest 
to  medical  students. 

Realizing  the  importance  of  keeping  medical 
education  independent  through  private  initiative 
and  voluntan-  effort,  Dr.  Hardymon  and  members 
of  the  Ohio  AMA-ERF  Committee  urge,  Ohio 
physicians  to  respond  generously  in  this  year’s  cam- 
paign. 

YOU,  Doctor,  can  be  an  important  part  of 
this  program  by  contributing  now.  5Vhere  else  can 
you  buy  so  much  for  so  little?  Just  think,  a con- 
tribution of  $125  would  guarantee  a loan  for  a 
medical  student  for  one  year.  Think  about  it!! 
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Woman’s  Auxiliary  Highlights 

By  Mrs.  S.  L.  Meltzer,  Publicity  Chairman 
2442  Dorman  Drive,  Portsmouth  45662 


T IS  WHEN  YOU  GI\'E  OF  YOURSELF 
that  you  truly  give,”  said  Kahlil  Gibran,  the 
Lebanese  poet.  I recall  that  quotation  now  as  I 
present  this  column’s  “Woman  In  The  News” — 
Mrs.  Joseph  M.  Kaplan  of  Cleveland.  Recently 
her  Cuyahoga  County  auxiliary  honored  her  in  a 
surprise  presentation  of  a bronze  and  walnut 
plaque  which  reads:  “In  recognition  of  Florence 
Kaplan — For  your  outstanding  contributions  to  the 
Health  Careers  Program  of  the  Woman’s  Auxiliar\- 
to  the  Academy  of  Medicine  of  Cleveland.  . . . 
Henceforth  let  the  Student  Grants-In-Aid  be 
known  as  the  Florence  Kaplan  Awards.  Presented 
October  1973.  . . .” 

Would  you  believe  that  one  woman  could,  in 
the  span  of  just  five  years,  net  for  her  auxiliary 
and  the  Grants-In-Aid  program  some  $35,000.00? 
Yet  she  has  accomplished  exactly  that.  Florence 
Kaplan  came  up  with  the  idea  of  selling  costume 
watches — not  ordinarc'  watches  but  unusual,  at- 
tractive “conversation  pieces”.  And  the  idea  caught 
on — first  in  Cleveland  and  then  throughout  the 
state  of  Ohio  and  finally  throughout  the  country-. 
What  reflects  so  beautifully  on  Mrs.  Kaplan  is  the 
fact  that  she  has  shared  her  idea  with  auxiliaries 
everywhere  and  made  possible  the  full  cooperation 
of  the  New  York  company  that,  together  with  this 
remarkable  auxiliary  member,  has  made  this  whole 
program  possible. 

It  was  at  the  Fall  luncheon  of  the  Cuyahoga 
group  that  Mrs.  Kaplan  received  her  award.  Held 
at  the  Westwood  Country  Club,  it  was  the  tradi- 


tional annual  occasion  for  recognizing  new  mem- 
bers and  honoring  the  Auxiliary’s  past  presidents. 
Guest  speaker  was  John  Hambrick,  colorful  anchor 
man  on  the  Channel  5 Eyewitness  News  Team. 

Referring  back  to  the  Grants-In-Aid  project, 
Cu\ahoga  is  now  carrying  23  students  either  in 
schools  of  nursing  or  in  universities  and  this  is  a 
full  four-year  program.  Selection  of  applicants  is 
based  on  need  and  grades.  Sometimes  in  one  year 
it  has  been  necessary  to  screen  as  many  as  300  to 
400  applicants;  sometimes  the  figure  has  been 
about  60.  The  grants  assist  students  in  the  fields  of 
nursing,  practical  nursing,  medical  technolog)’  and 
])hysical  therapy. 

} low’s  that  for  playing  Santa  Claus  all  the 
year  round?  It  is  my  privilege  to  know  Florence 
Kaplan  and  I have  seen  her  “in  action.”  Along 
with  her  dedication  as  a doctor’s  wife,  she  possesses 
an  uncanny  sales  ability,  warmth,  ingenuity  and 
the  determination  to  give  help  where  help  is 
needed.  She’s  the  kind  of  doctor’s  wife  we  like  to 
brag  about.  . . . 

Zipping  Around  the  State! 

Butler  County's  late  September  meeting  was 
a festive  occasion  at  the  home  of  the  auxilian’s 
president,  Mrs.  Brady  Randolph,  in  Hamilton.  A 
social  hour  jtreceded  the  11:30  a.m.  Champagne 
Brunch.  Mrs.  Karl  Ulicny,  state  president,  was  the 
honored  guest.  Mrs.  \'enita  Kelly,  prominent 
fashion  co-ordinator  from  Cincinnati,  highlighted 
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the  afternoon’s  program.  The  group  is  again  spon- 
soring the  AMA-ERF  Christmas  Card  sale. 

Franklin  County  is  another  of  those  auxil- 
iaries with  a terrific  Nursing  Scholarships  project. 
I'en  nursing  students  were  recently  given  such 
scholarships  to  further  their  education.  These  were 
chosen  from  seventeen  candidates  who  had  been 
recommended  by  their  schools  and  represent  Mt. 
Carmel,  Ohio  State,  Riverside  and  Grant. 

The  ntoney  is  a gift;  there  is  no  requirement 
for  rejjayment.  The  scholarships  are  granted  on  a 
yearly  basis,  starting  with  the  student’s  second 
year  in  nursing.  It  was  felt  that  after  having 
finished  one  year,  the  students  would  have  settled 
the  question  as  to  whether  nursing  was  their  de- 
sired career  and  would  have  indicated  whether 
they  could  maintain  a good  academic  standing. 
The  Franklin  group  is  also  getting  good  help  from 
the  sale  of  those  fabulous  watches  we  mentioned 
earlier. 

The  September  meeting  was  a “triple  play” — 
a get-together  with  two  other  groups — Starling 
Ohio  and  the  Auxiliary  to  the  Columbus  Dental 
Society.  It  was  a twelve-thirty  luncheon  at  Stouf- 
fer’s  University  Inn.  Guest  speaker  was  Mrs. 
Harold  Enarson  of  Ohio  State  University. 

The  October  meeting,  a luncheon  at  the  Sci- 
oto Country  Club,  featured  a style  show  by  Alba 
Ski  Hut,  spotlighting  ski,  golf,  and  tennis  apparel 
as  well  as  evening-wear  clothes.  The  program  was 
arranged  by  Mrs.  L.  David  Hall.  Hostesses  in- 
cluded: Mrs.  AVilliam  J.  McCloud,  Mrs.  Robert 
Larrick  and  Mrs.  Wesley  Furste. 

Rut  the  day’s  warmest  and  most  effective 
“jiresentation”  was  the  tribute  paid  to  Mrs.  F.  M. 
Gallagher,  Franklin  County’s  oldest  active  charter 
member.  Mrs.  Gallagher  is  94  years  old,  still  lives 
alone  and  loves  it!  Her  “recijie”  for  living:  “I 
still  look  forward  to  each  and  every  day.”  . . . 

More  Over  The  State 

The  Hamilton  County  auxiliary  has  answered 
the  challenge  of  the  state’s  Community  Health 
Ser\ices  committee  and  its  chairman,  Mrs.  .\lbert 
May,  to  cooperate  with  another  approved  com- 
munity health  organization.  .\s  a result,  a com- 
mittee called  “Health  Department  V'olunteers”  has 
been  formed — its  aim  to  supply  volunteers  to  sev- 
eral clinics  and  other  activities  operated  by  the 
Cincinnati  Department  of  Flealth.  The  auxiliary 
has  compiled  a list  of  available  volunteer  jobs 
which  include  15  job  descriptions,  the  number  of 
volunteers  needed,  the  time  required  to  fulfill  the 
assignment,  training  and  special  requirements  that 
might  be  needed,  and  the  location  of  facilities 
where  the  volunteers  would  be  utilized.  This  list 
was  subsequently  presented  to  the  general  mem- 
bership of  the  auxiliary  as  well  as  to  various 
church  groups,  PTA’s  and  other  interested  people 
within  the  community. 


So  far  13  auxilians  have  volunteered  their 
time  and  skills  to  the  Flealth  Department.  They 
have  worked  as  clerks  and  assistants  in  the  depart- 
ment laboratory,  assisted  with  preschool  children 
in  the  playroom  of  General  Hospital,  manned  the 
appointment  desk  at  neighborhood  clinics,  assisted 
the  clinics’  nursing  staff,  undertook  a price  com- 
parison study  (checked  prices  and  quality  of  mer- 
chandise in  various  parts  of  the  city  as  well  as  the 
condition  of  the  store),  furnished  transportation 
to  and  from  medical  facilities  for  medical  indi- 
gents, taught  maternal  and  child  health  care 
courses  at  neighborhood  clinics,  joined  the  de- 
partment’s Speakers’  Bureau  to  promote  prenatal 
educational  courses  and  to  seek  contributions  for 
layettes.  They  proved  to  be  great  companions  for 
the  elderly  by  helping  them  shop  or  by  arranging 
for  a visit  with  their  ph)-sicians. 

The  “Health  Department  Volunteers”  com- 
mittee keeps  the  general  membership  informed 
about  the  jobs  via  newsletters  which  are  detailed 
and  informative.  The  budget  allowed  this  commit- 
tee has  been  donated  to  the  new  program. 

Busy  — Busy  — Busy 

The  Lucas  County  membership  is  all  agog 
over  the  group’s  1973-74  “theme” — The  Whole 
Woman.  “It  doesn’t  seem  possible  such  a feat 
could  be  accomplished  in  the  span  of  one  Auxiliary 
year,”  comments  Mrs.  Marion  C.  Anderson,  pub- 
licity chairman,  “but  a valiant  attempt  is  being 
made.”  .\nd  then  she  gives  a peek  into  some  of 
the  programs:  .A  famous  White  House  personality; 
a search  for  inner-self  through  astrology;  acting, 
poetr)-  and  music,  especially  prepared  and  written; 
a seminar  dealing  with  today’s  values;  two  “extra 
events” — one  a “help  ease  the  January  Blahs”  and 
a bus  and  box  lunch  to  a Fisher  Theatre  matinee; 
the  annual  bridge-luncheon  and  style  show — and 
that’s  as  much  of  a peek  as  we’re  going  to  allow 
for  now!  There’s  lots  more.  . . . Lucas  has  so  many 
things  going  in  the  way  of  community  programs 
and  projects  that  I’ll  have  to  leave  mention  of 
those  for  another  time! 

The  group’s  Fall  luncheon  and  general  meet- 
ing was  held  on  October  9 at  which  Dr.  Boris 
Nelson  was  the  guest  speaker.  He  is  professor  of 
Fine  Arts  at  the  University  of  Toledo  and  also  is 
the  music  critic  of  the  Toledo  Blade. 

Mrs.  Todd  Visits  Summit 

Mrs.  Malcolm  C.  Todd,  wife  of  the  President- 
Elect  of  the  American  Medical  Association,  made 
it  quite  a special  day  for  the  Summit  County 
auxiliary  in  September.  She  was  the  honored 
guest  of  the  local  group,  visiting  Akron  along  with 
Dr.  Todd  who  had  been  invited  to  speak  before 
the  Summit  County  Medical  Society. 

The  “red  carpet”  treatment  was  in  order  of 
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course  and  included  sudi  activities  as:  A private 
tour  of  Stan  Hywet  Manor  (the  tour  guide  was 
auxiliary  member  Mrs.  Leo  Roszell  who  volunteers 
at  the  Manor  each  Friday)  ; a small  informal 
luncheon  at  the  Cascade  Club  given  by  Mrs.  J. 
Paul  Sauvageot,  editor  of  AID’s  Wife;  a visit  to 
Summit’s  Mobile  Meals  office;  a reception  and  tea 
at  the  Woman’s  Club  attended  by  the  auxiliary’s 
])ast  presidents,  executive  and  general  board  and 
the  Mobile  Meals  task  force;  a seven  o’clock  cock- 
tail hour  and  buffet  by  the  medical  society  and 
then  the  addre.ss  by  Dr.  Todd. 

Mrs.  Thomas  M.  Schlueter,  the  Summit 
auxiliary  president,  told  me  that  she  and  her  com- 
mittee had  all  of  two  and  one-half  weeks  in  which 
to  set  up  the  day’s  activities  for  the  soon-to-be 
First  Lady! 

The  Akron  Beacon  Journal’s  Women’s  Editor 
did  a tremendous  feature  story  on  Mrs.  Todd  (in- 
cidentally, the  Todds  are  from  Long  Beach,  Cali- 
fornia). To  quote  from  the  newspaper  story: 
“When  it  comes  to  a variety  of  interests,  few 
women  can  hold  a candle  to  Ruth  Todd.  . . . She 
is  active  in  programs  for  retarded  children,  is  im- 
mediate past  president  of  the  board  of  directors 
of  the  Retarded  Children’s  Foundation  in  Long 


Beach,  was  named  Long  Beach’s  “woman  of  the 
year”  in  1972  and  received  the  1967  Hannah 
Solomon  Award  from  the  National  Council  of 
Jewish  \\'omen  for  her  service  to  handicapped 
children.  She  is  a member  of  the  Los  Angeles 
Cancer  Society  Board  of  Directors  and  is  on  the 
boards  of  the  Long  Beach  Symphony  Association 
and  Arts  Council.  Then  there  are  other  activities 
like  the  Community  Epilepsy  Clinic,  the  United 
Crusade,  the  Girl  Scout  Council  and  the  YMCA.” 

And  that  isn’t  all!  Mrs.  Todd  is  also  a regent 
for  the  California  Lutheran  College,  chairman  of 
the  Long  Beach  Planning  Commission,  was  area 
chairman  for  the  1970  U.  S.  census  and  is  a past 
president  of  the  Long  Beach  auxiliary.  Mrs.  Todd 
recentlv  joined  a new  board — that  of  the  General 
Telephone  Company.  “I  was  pleased  when  they 
asked  me,”  she  said,  and  added  with  a laugh,  “I 
asked  them  if  belonging  to  their  board  made  me 
a ding-a-ling  or  a call  girl.”  . . . 

How  does  she  do  it???  Only  an  incredible 
woman  could,  and  Ruth  Todd  obviously  is  all 
of  that! 

One  — or  two  — last  words! 

The  warmest  of  C Christmas  greetings.  . . . 
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It’s  about  time 
somebody  told 
the  true  story  of 
the  American  Doctor. 


You’d  agree  1 00%  on  that.  There  have  been  too  many  of  the 
other  kind  of  story. 

You  know  that  the  vast  majority  of  American  doctors  are 
honest,  hardworking,  skilled  and  dedicated  human  beings 
who  have  the  interests  of  their  patients  at  heart. 

That's  exactly  what  the  AMA  is  trying  to  make  the  public 
aware  of. 

One  of  the  many  ways  the  AMA  is  doing  it  is  through  its 
special  communications  program. 

Perhaps  you’ve  seen  pages  in  newspapers  and  national 
magazines  signed  “America’s  Doctors  of  Medicine.’’  They’re 
part  of  this  program.  It  tells  the  true  story  of  what  it  takes  to 
become  a doctor.  The  ways  American  medicine  has  improved 
the  public’s  health.  And  to  express  the  profession’s  concern 
about  health  by  providing  information  which  will  help  every 
American  lead  a healthier  life. 

We’re  telling  this  story  for  you,  the  American  doctor.  If  we 
are  to  continue  to  represent  you  effectively,  we  need 
your  support. 

Find  out  more  about  what  the  AMA  does  for  you  and  the 
public.  Send  for  the  pamphlet,  “The  AMA  and  the  American 
Doctor:  Sharing  a Common  Goal.”  Write:  Dept.  DW,  at  the 
address  below. 

JOIN  US. 

WE  CAN  DO  MUCH  MORE  TOGETHER. 

American  Medical  Association 

535  North  Dearborn  Street/Chicago,  Illinois  60610 
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jOl  RNAL  .ADVERTISERS 

Advertisers  in  The  Journal  are  friends  of  the  profession. 
By  accepting  their  advertising  we  show  confidence  in  them 
and  in  their  scirices  and  products.  They  undenvrite  a large 
portion  of  the  printing  cost  of  The  Journal,  and  help  make 
it  a quality  publication.  In  return  we  place  their  messages 
on  the  desks  of  Ohio's  physicians.  Please  familiarize  yourself 
with  their  services  and  products  and  let  them  know  that 
you  see  their  advertising  in  The  Journal. 
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Classified  Advertisements 

Rates:  50  cents  per  line.  Minimum  charge  $1.00  for  each  insertion.  Display  classified.  $1.00  per 
line.  (9  lines  to  the  inch)  Prices  cover  the  cost  of  remailing  answers.  Forms  close  the  8th  of  the 
month  preceding  publication.  To  assure  prompt  delivery,  when  replying  to  an  adverdsemem  over 
a Journal  box  number,  address  letters  as  follows: 

Box  (insert  number),  c/o  The  Ohio  State  Medical  Journal 
17  South  High  Street.  Suite  500.  Columbus,  Ohio  43215 


Physicians  seeking  locations  in  Ohio  are  in- 
vited to  contact  the  Physicians'  Placement  Service 
in  the  executive  offices  of  the  Ohio  State  Medical 
.Association,  17  South  High  Street.  Suite  500. 
Columbus,  Ohio  43215.  Through  this  medium 
efforts  are  made  to  establish  communications  be- 
tween physicians  seeking  locations  and  com- 
munities where  physicians  are  needed,  or  other 
physicians  who  are  in  need  of  associates. 


PHYSICI.'W’S  OFFICE  FOR  RENT  in  Marie- 
mont,  a Village  adjacent  to  Cincinnati,  near  a good 
hospital.  Contact  L.  Herinanies.  3900  Oak  St..  .\Iarie- 
mont,  Ohio.  Phone  271-0291. 

IMMEDIATE  OPENING  for  Ob-Gyn,  Internal 
Medicine  and  Orthopedic  specialties  to  establish  success- 
ful practice  with  14-man  multi-specialty  group.  Excellent 
group  benefits;  pension  plan;  modern  clinic  facilities; 
progressive  community  with  excellent  educational  system 
including  two  colleges;  city  population  35,000;  good 
recreational  facilities;  each  specialty  must  be  board  eli- 
gible or  certified.  Contact:  Business  Manager,  The  Mani- 
towoc Clinic,  601  Reed  Avenue,  Manitowoc,  Wisconsin 
54220. 

ASSOCIATES  WANTED : Cincinnati  based  pro- 
fessional corporation  seeks  full  or  part-time  associates. 
Openings  available  in  Emergency  rooms,  community 
clinics,  or  Industrial  Medical  Centers.  Medical  Health 
Services.  Inc.,  5902  Robison  Rd.,  Cincinnati  Ohio 
45213.  Phone:  513/631-0200. 

EMERGENCY  ROOM  PHYSICIAN  — Accredited 
280  bed  progressive  general  hospital  in  beautiful  Hunting- 
ton,  West  Virginia;  excellent  income  and  working  condi- 
tions; send  resume  to  Assistant  Administrator,  Cabell 
Huntington  Hospital,  1340  Sixteenth  St.,  Huntington, 
West  Virginia  25701. 


PHYSICIAN  WANTED 
Full-  or  part-time,  small  private  clinic,  Columbus, 
Ohio.  Office  practice  only — general  medicine;  basic 
salary  $15,000/yr.  for  20-hr.  week;  $30,000/yr.  for 
36-hr.  week;  plus  monthly  bonus;  also  profit-sharing 
plan  and  hospitalization  insurance.  Reply:  Box  693, 
c/o  Ohio  State  Medical  Journal,  17  So.  High  St., 
Columbus,  Ohio  43215. 


— More  Classified 


INTERNISTS,  FAMILY  PHYSICIANS:  Position 
available  on  Health  Care  Teams  of  physicians  and  den- 
tists providing  family  care  to  inner-city  residents  of 
Cleveland.  Neighborhood  Health  Center  well  orga- 
nized to  allow  physicians  to  provide  the  best  care  they 
are  capable  of.  Salaries  competitive,  liberal  fringe  bene- 
fits. Address  inquiries  to  David  G.  Miller,  M.D.,  Medi- 
cal Director,  Hough-Norwood  Family  Health  Care  Cen- 
ter, 1465  E.  55th  St.,  Cleveland,  Ohio  44103. 

OHIO  MED.  Lie.  Prerequisite  to  quality  for  full 
or  part-time  STAFF  PSYCHIATRIST  interested  in 
community  psychiatry.  Flexible  40  hr.  wk.,  including 
lunch  hours,  does  not  require  night  call.  1 mo.  pd. 
vacation,  paid  sick  leave  cumulative  to  120  days  total. 
Opportunities  to  attend  selected  lectures  and  seminars 
on  clinic  time  & expense.  Limited  private  practice. 
Salary  to  $33,000,  depending  upon  qualifications.  Con- 
tact: Dr.  Thomas  Di  Mauro,  Dir.,  Stark  County  Com- 
munity Mental  Health  Center,  618  Second  St.,  N.W., 
Canton,  Ohio  44703  or  call  collect  216/455-9407. 

V.-\C.ATION  CONDOMINIU.M  — New  Smyrna 
Beach,  Fla.  — just  south  of  Daytona  and  away  from  the 
crowds,  but  enjoying  the  same  beautiful  beach.  Two 
bedrooms,  2 baths,  wall-to-wall  carpeting,  completely  and 
tastefully  furnished  including  linens,  color  TV'  and  dish- 
washer. HE.ATED  POOL,  and  sauna.  $400  per  month. 
For  reservations  or  further  information,  contact  Wm.  W. 
Conner.  M.D..  517  Lakeshore  Dr.,  Eustis.  Florida 
32726.  Phone  904-357-5715. 

FOR  RENT  OR  LEASE  — General  Practitioners 
Office  for  10  years.  Suite  of  4 rooms — central  aircondi- 
tioned — carpeted — paneled.  Parking  in  rear.  Phone;  614/ 
224-6972  or  614/231-1987. 

•ADMINISTRATOR  — On  a requirement  satisfying 
part-time  basis  for  an  ethnic  home  for  the  aged  with 
limited  nursing  facilities.  Reply  Box  695  c/o  Ohio  State 
Medical  Journal. 

Slow,  OHIO.  Modern  office  building  for  sale. 
Four  suites.  Phone  216/836-3324. 

M.ARIETTA,  OHIO — needs  two  primary  care  phy- 
sicians; Ohio  license  required.  42-hour  week,  salary  com- 
petitive plus  fringe  benefits.  Send  curricidum  vitae  with 
inquiry  to  Dr.  Joseph  LaBarre,  c/o  Marietta  Memorial 
Hospital,  Marietta,  Ohio  45750. 

OFFICE  SUITE  AV'AIL.ABLE;  Medical  building 
located  at  3051  Northwest  Blvd.,  adjacent  to  Kingsdale 
Shopping  Center  in  Upper  .Arlington;  rent  $250  per 
month;  call  614/457-2111. 


Ads  on  Next  Page  — 
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CLASSIFIED  ADVERTISEMENTS 

(Continued  from  Previous  Page) 


PHYSICIAN 

For  The  Ohio  State  University  Student  Health 
Center,  Columbus,  Ohio.  \Ve  are  seeking  a physician 
who  has  a background  in  General  Practice,  Internal 
Medicine  or  Adolescent  Medicine  who  is  able  and 
desires  to  work  with  college  age  students.  Applicant 
must  be  in  good  health.  We  have  a new  four  story 
facility  with  an  average  on  duty  staff  of  twenty-two 
physicians.  Our  Student  Health  Service  provides  a 
broad  scope  of  outpatient  care  in  sixteen  specialties 
and  sub-specialties.  We  offer  a forty-hour  week,  liberal 
vacation  and  other  fringe  benefits.  Starting  salary  up 
to  $29,000  depending  upon  the  individual.  References 
will  be  important.  If  interested  in  further  details 
contact: 

H.S.  Turner,  M.D.,  Director 
The  Ohio  State  University 
Student  Health  Center 
1875  Millikin  Road 
Columbus,  Ohio  43210 
Telephone  (614)  422-0115 
An  Equal  Opportunity  Employer 


INTERNIST  AND  PEDIATRICIAN  WANTED— 
Incorporated  group  of  three  general  surgeons  and  one 
obstetrician-gynecologist  looking  for  board  qualified  or 
certified  internist  and  pediatrician.  We  are  located  in 
north  central  Wisconsin  serving  a community  of  ap- 
proximately 25,000  with  a summer  population  of 
200,000.  We  have  excellent  recreational  and  educational 
facilities  including  college.  Anyone  interested  write  to 
Dr.  I.  E.  Schiek  Jr.  or  Dr.  Otto  G.  Rosemeyer  c/o  The 
Schiek  Clinic  S.C.,  Rhinelander,  Wisconsin  54501  or  call 
collect  715/362-6160. 

PHYSICT^N  FOR  STUE)ENT  HEALTH  SER- 
VICE, University  of  Cincinnati.  Regular  hours.  Forty 
hour  week.  Salary  competitive  with  excellent  fringe 
benefits.  Month  vacation.  Apply  to  D.I.  Charles,  M.D., 
phone  513/475-2568. 

50-50  PARTNERSHIP  IN  FAMILY  PRACTICE, 
N.W.  Ohio.  No  investment.  Very  prolific  practice  in  a 
beautiful  rural  area.  Young  progressive  community  with 
a growing  population;  present  physician  desperately  over 
worked.  Good  hospital  facilities.  Medical  building  has 
dentist,  optometrist,  two  private  physician  offices,  four 
examination  rooms,  emergency  room,  pharmacy,  profes- 
sional library  and  waiting  room.  For  further  informa- 
tion contact:  D.  L.  Savoca,  Box  747,  Edgerton,  Ohio 
43517  or  Phone  419/298-2116  or  419/298-2953. 

EMERGENCY  ROOM  PHYSICIAN.  Present  group 
successfully  covering  two  accredited  hospitals;  $35,000 
annual  guaranteed  salary,  plus  malpractice  and  health 
insurance;  Ohio  license  required;  fluency  in  English. 
Could  be  opportunity  for  physician  completing  residency 
in  specialty  to  become  known  in  community  prior  to 
establishing  priv^ate  practice.  Hospitals  will  assist  with 
relocation.  Contact  L.  E.  Thompson,  Administrator, 
Scioto  Memorial  Hospital,  1805  27th  Street,  Portsmouth, 
Ohio  45662,  phone  614/354-1805. 

1 HE  BUREAU  OF  DISABILITY  DETERMINA- 
TION needs  specialists  and  generalists  to  do  examina- 
tions for  the  Social  Security  Disability  and  the  Supple- 
mental Security  Income  Programs  (Title  XVI).  This 
includes  physicians  familiar  with  children’s  diseases.  W'e 
adhere  to  the  UCR  concept  as  closely  as  possible. 
For  details  call  or  write  to  John  Hastings,  M.D.  or 
James  L.  Wallace  (collect)  614/466-3710,  4574  Heaton 
Road,  Columbus,  Ohio  43229. 


FAMILY  PHYSICIAN  urgently  needed  to  work 
with  two  family  physicians  in  a rapidly  growing  com- 
munity. The  present  physicians  are  diplomats  in  Family 
Practice  and  still  maintain  their  high  professional  stan- 
dards. Hartville,  Ohio,  is  actually  a suburb  of  Canton 
and  Akron,  Ohio,  close  to  metropolitan  life  and  an 
academic  scene,  yet  has  all  the  attributes  of  small  town 
living.  Salary  and/or  partnership  available.  If  interested 
contact:  Hartville  Medical  Clinic,  500  S.  Prospect  St., 
Hartville,  Ohio  44632.  Telephone;  216/877-9388.  Drs. 
D.L.  Ream  and  W.K.  Cotton. 

WANTED:  Family  practitioners,  pediatricians,  in- 
ternists, and  obstetricians  for  dynamic  municipal  Mid- 
west Health  Department  providing  innov'ative  primary 
care.  Faculty  appointment  available.  Salary  $27,500- 
$30,000  negotiable.  Must  be  eligible  for  Ohio  license. 
Reply  P.O.  Box  238,  Cincinnati,  Ohio  45202. 

EMERGENCY  ROOM  PHYSICIAN  to  join  estab- 
lished three  man  group.  College  town,  good  working 
conditions  and  excellent  financial  benefits.  Must  have 
Ohio  license.  Contact:  Wm.  E.  Culbertson,  Administra- 
tor, Wood  County  Hospital,  Bowling  Green,  Ohio.  Tel: 
419/353-1881. 

OFFICE  FOR  RENT : For  physician  or  dentist,  5 
rooms,  two  lavatories,  air-conditioned,  free  parking  for 
patients,  main  floor,  bus  stop.  5 doctors  medical  building. 
Rent  $120.  19451  Euclid  Ave.,  Euclid,  O.  44117.  Phone: 
216/481-3058  or  216/371-4168.  For  dentist,  medical 
patients’  addresses  are  available.  Same  5 doctors  medical 
building  for  sale. 


2 INTERNISTS  OR  SURGEONS  — I GP 

Expansion  of  Occupational  Health  Program  and 
pending  retirement  of  two  full  time  physicians  create 
a need  for  two  Board-qualified  or  certified  Internists 
or  Surgeons  to  deliver  primary  occupational  health 
care  in  Cincinnati. 

Additionally,  a physician  with  private  practice 
experience  desiring  regular  hours  and  stable  practice 
is  needed  to  assist  the  Medical  Director  in  monitoring 
present  programs,  and  to  develop  new  ones. 

Industrial  practice  experience  is  desirable,  but  not 
a prerequisite.  You  would  be  joining  a company  noted 
for  its  stability  and  advanced  industrial  medical  prac- 
tices, and  would  be  eligible  for  the  program  of  em- 
ployee benefits  ranking  among  the  top  5%  of  all  U.S. 
companies,  including  profit-sharing  and  low-cost  in- 
surance. 

To  investigate  these  opportunities,  send  resume 
and  salary  requirement  to  Box  696,  c/o  Ohio  State 
Medical  Journal. 

An  Equal  Opportunity  Employer 


Physician  Assistant 

Editor’s  Note:  The  Journal  presents  the  following 
classified  advertisement  to  its  readers  as  an  announce- 
ment of  the  physician  assistant  and  assumes  no  re- 
sponsibility for  the  statements  made. 

PHYSICIAN  ASSISTANT  — 27  y/o  ex.  Nat-y 
Corpsman,  BS  • — Biology,  will  graduate  from  AMA  ap- 
proved, Class  A,  PA  program.  Desires  employment  with 
G.P.,  F.P.,  or  multispecialty  clinic.  Available  5-1-74. 
Contact:  R.  L.  Eichelberger,  131  Summer  Street,  Mal- 
den, Mass.  02148  for  Curriculum  Vitae. 
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Methyltestosterone  N.F.  — 25Tl'©>5jng. 


treatm^t  of  impotence  due  to  androgenic  deficiencylrTltte^  mat^ 


irone/le  17^-Hydroxy-17- 

r^:  » 


iCRIPTION;  Melr 

ACTtON^:  Methyltestosterone 
n oil  solefllS^drogenic  hormone.  INDiCATiONS:  In 
male:  1.  Eunuchoidism  and  eunichism.  2.  Male  cli- 
:terlc  symptoms  when  these  are  secondary  to  andro- 
deticiency.  3.  Impotence  due  to  androgenic  deficient 
4.  Postpuberal  cryptorchTtiism  with  evidence  of  hypo* 
adism.  Cholestatic  hepatitis  with  jaundice  and  altered 
•4uAfiMlk4Asts,  such  as  increased  BSP  retention  and 
s in  SCOT  ievela.  have  been  reported  after  Methylles* 
erone.  These  changes  appear  to  be  related  to  dosage 
he  drug.  Therefore,  in  the  presence  of  any  changes  in 
function  tests,  drug  should  be  discontinued.  PRE- 
JTION8:  Prolonged  dosage  of  androgen  may  result  In 
ium  and  fluid  retention.  This  may  present  a problem, 
ecially  in  patients  with  compromised  cardiac  reserve 
renai  disease.  In  treating  males  for  symptoms  of  cli- 


macteric, avoid  stimulation  to  the  point  of  increasing  the 
nervous,  mental,  and  physical  activities  beyond  the  pa- 
tient's cardiovascular  capacity.  CONTRAINDICATIONS; 
Contraindicated  In  persons  with  known  or  suspected  car- 
cinoma of  the  prostate  and  In  carcinoma  of  the  male 
breast.  Contraindicated  in  the  presence  of  severe  liver 
damage.  WARNINGS:  If  priapism  or  other  signs  of  exces- 
sive sexual  stimulation  develop,  discontinue  therapy.  In 
the  male,  prolonged  administration  or  excessive  dosage 
may  cause  inhibition  of  testicular  function,  with  resultant 
oUgospermia  and  decrease  in  ejaculatory  volume.  Use 
cautlou^y  in  young  boys  to  avoid  premature  epiphyseal 
closure  or  precocious  sexuai  development.  Hypersensi- 
tivity and  gynecomastia  may  occur  rarely.  PBi  may  be 
decreased  In  patients  taking  androgens..  Hypercalcemia 
may  occur,  particularly  during  therapy  for  metastatic 
breast  carcinoma.  If  this  occurs,  the  drug  should  be  dis- 


continued. ADVERSE  REACTIONS:  Choie^atic  jaundice  • 
Oligospermia  and  decreased  ejaculatory  v<4ume  * Hyper- 
calcemia particularly  In  patients  with  metastatic  breast 
carcinoma.  This  usually  Indicates  progression  ol  bone 
metastases  » Sodium  and  water  refentic^  • Priapism  • 
Virilization  In  female  patients  • Hyt^aensitivity  and  gyne- 
comastia. DOSAGE  AND  ADMtNI^RATION:  Dosage  must 
be  strictly  individualized,  as  p^^nts  vary  widely  In  re- 
quirements. Daily  requiremenisfere  best  administered  in 
divided  doses.  The  following  suggested  as  an  average 
daily  dosage  guide.  In  lb#  male:  Eunut^oldism  and 
eunuchism.  10  to  40  mg.;  Male  climacteric  symptoms  and 
impotence  due  to  androgen  deficiency.  10  to  40  mg.; 
Postpuberal  cryptorchism,  30  mg.  HOW  SUI^LIED:  6, 
10,  25  mg.  in  bottles  of  60,  250. 
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How  strong 
must  a tranquilizer  be 
for  severe  anxiety? 


As  strong  as  Libriumf25  mg 

(chlordiazepoxide  HCI) 


The  achievement  of  desired  therapeutic 
results  is  often  a function  ot  the  dosage 
strength  as  well  as  the  drug’s  intrinsic  action.  Thus,  when 
anxiety  is  severe,  the  25-mg  strength  of  Librium  fre- 
quently provides  the  necessary  antianxiety  action  with  a 
minimum  of  unwanted  adverse  reactions.  Librium  25  mg 
is  a convenient  dosage  form  for  the  relief  of  severe, 
incapacitating  anxiety,  specifically  formulated  to  supple- 
ment your  counsel  and  reassurance. 

Benefits -to-risks  ratio 
permits  higher  dosage 

For  over  1 3 years. 

Librium  has  been  recog- 
nized for  its  excellent 
benefits-to-risks  ratio,  an 
asset  in  the  highei’  dosage  ranges  iis  in  more  common  clini- 
cal applications.  Thus,  the  frequency  of  dosage  with 
Librium  25  mg  can  be  flexibly  adjusted  to  the  needs  and 
response  of  the  individual  patient,  up  to  100  mg  daily  if 
required.  Total  daily  dosage  for  the  elderly  and 
debilitated  should  not  exceed  20  mg.  When  severe 
anxiety  has  been  reduced.  Librium  dosage  should  be 
correspondingly  reduced  or  discontinued  entirely. 

basic  support 
in  severe  anxiety 

Libriunf  25  mg 

(chlordiazepoxide  HCI) 

1 capsule  t.i.d./q.i.d. 

^ \ Roche  Laboratories 

ROCHE  I Division  of  Hoffmann-La  Roche  Inc 


Before  prescribing,  please  consult  com- 
plete product  information,  a summary  of 
which  follows: 

Indications:  Relief  of  anxiety  and  tension 
occurring  alone  or  accompanying  various  disease 
states. 

Contraindications:  Patients  with  known 
hypersefisifivity  to  the  drug. 

Warnings:  Caution  patients  about  possible 
combined  effects  with  alcohol  and  other  CNS 
depressants.  As  with  all  CNS-acting  drugs,  caution 
patients  against  hazardous  occupations  requiring 
complete  mental  alertness  (e.g.,  operating  machin- 
ery, driving).  Though  physical  and  psychological ^ 
dependence  have  rarely  been  reported  on  recom- 
mended doses,  use  caution  in  administering  to 
addiction-prone  individuals  or  those  who  might 
increase  dosage;  withdrawal  symptoms  (including 
convulsions),  following  discontinuation  of  the 
drug  and  similar  to  those  seen  with  barbiturates, 
have  been  reported.  Use  of  any  drug  in  pregnancy, 
lactation,  or  in  women  of  childbearing  age  requires 
that  its  potential  benefits  be  weighed  against  its 
possible  hazards. 

Precautions:  In  the  elderly  and  debilitated, 
and  in  children  over  six,  limit  to  smallest  effec- 
tive dosage  (initially  10  mg  or  less  per  day)  to 
preclude  ataxia  or  oversedation,  increasing  gradu- 
ally as  needed  and  tolerated.  Not  recommended 
in  children  under  six.  Though  generally  not  rec- 
ommended, if  combination  therapy  with  other 
psychotropics  seems  indicated,  carefully  consider 
individual  pharmacologic  effects,  particularly  in  , 
use  of  potentiating  drugs  such  as  MAO  inhibitor^ 
and  phenothiazines.  Observe  usual  precautions  in' 
presence  of  impaired  renal  or  hepatic  function,  j 
Paradoxical  reactions  (e.g., excitement,  stimulation 
and  acute  rage)  have  been  reported  in  psychiatric] 
patients  and  hyperactive  aggressive  children.  j 
Employ  usual  precautions  in  treatment  of  anxiety 
states  with  evidence  of  impending  depression; 
suicidal  tendencies  may  be  present  and  protective 
measures  necessary.  Variable  effects  on  blood 
coagulation  have  been  reported  very  rarely  in 
patients  receiving  the  drug  and  oral  anticoagu- 
lants; causal  relationship  has  not  been  established 
clinically. 

Adverse  Reactions:  Drowsiness,  ataxia  and 
confusion  may  occur,  especially  in  the  elderly  and 
debilitated.  These  are  reversible  in  most  instances 
by  proper  dosage  adjustment,  but  are  also  occa- 
sionally observed  at  the  lower  dosage  ranges.  In  a 
few  instances  syncope  has  been  reported.  Also  en- 
countered are  isolated  instances  of  skin  eruptions, 
edema,  minor  menstrual  irregularities,  nausea  and 
constipation,  cxtrapyramidal  symptoms,  increased 
and  decreased  libido-all  infrequent  and  generally 
controlled  with  dosage  reduction;  changes  in  EEG 
patterns  (low- voltage  fast  activity)  may  appear 
during  and  after  treatment;  blood  dyscrasias  (in-  j 
eluding  agranulocytosis),  jaundice  and  hepatic 
dysfunction  have  been  reported  occasionally,  mak-  • 
ing  periodic  blood  counts  and  liver  function  tests 
advisable  during  protracted  therapy. 

Supplied:  Librium®  Capsules  containing 
5 mg,  1 0 mg  or  25  mg  chlordiazepoxide  HCI. 
Libritabs®  Tablets  containing  5 mg,  10  mg  or 
25  mg  chlordiazepoxide. 


